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The Honorable Joseph R. Biden, Jr.
President of the Senate
U.S. Capitol
Washington, DC 20510

The Honorable John A. Boehner
Speaker of the House
U.S. House of Representatives
U.S. Capitol
H-232
Washington, DC 20515

Dear Mr. Vice President and Mr. Speaker:

On behalf of the Medicaid and CHIP Payment and Access Commission (MACPAC), I am 
pleased to submit this Congressionally mandated Report to the Congress on Medicaid and CHIP. 
MACPAC is a non-partisan commission that conducts objective policy and data analysis to 
assist the Congress in overseeing and improving these programs, which are major purchasers of 
health services. Currently, Medicaid covers about 73 million people and CHIP covers 8 million 
individuals. Although estimates vary, the size and reach of the Medicaid program is expected to 
increase substantially due to changes made by the Patient Protection and Affordable Care Act 
(ACA, P.L. 111-148, as amended).

In this report, the Commission examines several fundamental issues including Medicaid 
and CHIP eligibility and coverage for maternity services, the newly implemented increase 
in physician payment for primary care services, access to care for non-elderly persons with 
disabilities, the availability of Medicaid and CHIP data that can be used for oversight and 
program monitoring, and improving the effectiveness of program integrity activites. 

As major purchasers of maternity services, Medicaid and CHIP paid for 1.8 million births in 
2010, roughly half of all births in many states. States and the federal government have an interest 
in maximizing positive birth outcomes for all families, particularly those financed with taxpayer 
dollars. This chapter explores Medicaid and CHIP eligibility and coverage for these services, 
including enrollment and spending information. The chapter also highlights provisions of the 
ACA that affect eligibility for maternity services in Medicaid, CHIP, and health insurance 
exchanges. 

The chapter on Medicaid primary care physician payment focuses on a specific provision of the 
ACA that became effective in January 2013: increasing Medicaid fees to Medicare payment levels 
for primary care services provided by primary care physicians. The provision is effective for 2013 
and 2014 with the federal government paying 100 percent of the costs of the difference in fees. 
To better understand how the provision is being implemented by state Medicaid programs and 
its possible impact on beneficiary access and provider participation, we examined the relevant 



research literature and conducted interviews with states, providers, and other key stakeholders. The feedback we 
received, although early in the implementation process, highlights the challenges of implementing this provision and 
the need for broader investigation into various options to address access gaps in Medicaid. 

In this report, the Commission builds on previous analyses related to persons with disabilities. Medicaid is an 
important source of coverage for these individuals, providing services not typically covered by Medicare or private 
insurers. This report includes a literature review on access to care for non-elderly adults with disabilities, highlights 
gaps in existing research, and suggests areas for additional research and analysis. 

The report also focuses on the importance of having accurate, timely, and nationally comparable data on Medicaid 
and CHIP in order to answer key policy questions that affect enrollees, states, the federal government, health care 
providers, and others—and in ensuring accountability for taxpayer dollars. This chapter updates the Congress 
on progress that has been made in improving federal administrative data and identifies areas where additional 
improvements would benefit policymaking at the federal level.

In a related chapter, the Commission considers program integrity, a key Congressional priority for all publicly 
funded programs. Program integrity involves a discrete set of activities related to the detection and prevention 
of fraud, waste, and abuse, but is also an important part of day-to-day program administration activities such as 
beneficiary and provider enrollment, eligibility, service delivery, and payment. The chapter highlights two programs, 
Medicaid Eligibility Quality Control and Payment Error Rate Measurement (commonly known as MEQC and 
PERM). While both programs review the accuracy of individual Medicaid and CHIP eligibility determinations, the 
rules for the two programs overlap and do not align well with each other. This chapter lays the groundwork for future 
efforts to identify duplicative programs and strategies that provide the strongest return on investment.

As in each of our reports, this report includes the MACStats statistical supplement, which provides national and 
state-level data on enrollment, spending, health, and characteristics of Medicaid and CHIP populations and 
Medicaid managed care. 

MACPAC is committed to being a source of in-depth, non-partisan analysis of Medicaid and CHIP, and their 
impact on beneficiaries, states, providers, and others. We hope our analytic work will continue to help inform 
and assist the Congress in identifying ways to strengthen the programs, particularly as implementation of ACA 
provisions continue.

Sincerely,

 

Diane Rowland, ScD 
Chair

Enclosure
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Executive Summary
The Medicaid and CHIP Payment and Access Commission’s (MACPAC’s) June 2013 
Report to the Congress on Medicaid and CHIP examines several key policy issues, including 
Medicaid and State Children’s Health Insurance Program (CHIP) eligibility and coverage 
for maternity services, the newly implemented increase in Medicaid physician payment 
for primary care services, access to care for persons with disabilities, the availability of  
Medicaid and CHIP data that can be used by the Congress for oversight and program 
monitoring, and improving the effectiveness of  program integrity activities. The 
Commission’s work in these areas is intended to help the Congress better understand 
the dynamics of  two programs that are both in flux. While they continue to serve their 
long-standing purpose of  providing health care coverage to millions of  low-income 
children, pregnant women, seniors, and persons with disabilities, the size and reach of  
Medicaid, in particular, is expected to increase substantially over the next several years 
due to changes resulting from the Patient Protection and Affordable Care Act (ACA, P.L. 
111-148, as amended). 

The report is divided into five chapters and a statistical supplement:

 f Maternity Services: Examining Eligibility and Coverage in Medicaid and CHIP

 f Medicaid Primary Care Physician Payment Increase

 f Access to Care for Persons with Disabilities

 f Update on Medicaid and CHIP Data for Policy Analysis and Program Accountability

 f Update on Program Integrity in Medicaid

 f MACStats: Medicaid and CHIP Program Statistics

Maternity Services: Examining Eligibility and 
Coverage in Medicaid and CHIP 
In 2010, Medicaid and CHIP paid for almost half  of  all births in the United States 
(about 1.8 million hospital births). Based on data for 2008 that identified 1.6 million 
Medicaid deliveries, Medicaid spending for women who delivered was over $11 billion 
during the 12 months before and 2 months following the delivery. The Congress has 
expanded Medicaid eligibility for poor and low-income pregnant women and children 
over the years, creating new mandatory and optional eligibility groups. While states are 
required to provide pregnancy-related coverage to pregnant women up to 133 percent 
of  the federal poverty level (FPL), all but nine states have extended coverage to pregnant 
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women above that level, and some states cover 
women with family incomes as high as 300 percent 
FPL. They may also offer CHIP-financed services 
to pregnant women through Section 1115 waivers, 
an option to cover services for unborn children 
(16 states in fiscal year (FY) 2012), or state plan 
amendments. 

The ACA mandates maternity care for those 
covered by health insurance exchange plans and 
requires coverage of  other pregnancy-related 
services. With respect to Medicaid, many states 
will have considerable discretion as to how they 
cover pregnant women above 138 percent FPL and 
may have the option to transition these individuals 
to exchange coverage. The separate eligibility 
pathways based on pregnancy may cause women to 
cycle among Medicaid, CHIP, and private coverage 
available through the exchanges, or to uninsured 
status. Churning among the different types of  
coverage could create challenges for enrollees. 
As networks and benefits change, enrollees may 
experience discontinuity of  care and changes to 
their cost sharing. States, providers, and health 
plans could also experience administrative burdens 
as women change insurance status based on their 
pregnancy status.

For pregnant women, services covered under 
Medicaid and CHIP range from full Medicaid 
benefits (69 percent of  Medicaid-covered births 
in 2008) to coverage of  only pregnancy-related 
services (which are those necessary for the health 
of  the pregnant woman and fetus) to emergency 
services only (for certain non-citizens). Most states 
also offer benefits to pregnant women that are not 
offered to other Medicaid adult enrollees. These 
benefits—aimed at improving pregnancy and birth 
outcomes—include dental services, prenatal risk 
assessments, home visiting programs, targeted 
case management, preconception counseling, 
psychosocial counseling, and substance abuse 
treatment. 

Because Medicaid and CHIP are such important 
payers for maternity services, both programs have 
a stake in improving birth outcomes and in being 
prudent purchasers of  care. Almost one-third of  
Medicaid deliveries (31 percent) were by cesarean 
section, a figure comparable to rates for all 
births. Cesarean deliveries cost more than vaginal 
deliveries and are associated with more adverse 
outcomes. Many states, in partnership with the 
federal government and private organizations, 
have initiated programs to reduce elective cesarean 
sections and non-medically indicated induced 
deliveries before 39 weeks gestation. The report 
details some of  these efforts, including payment 
incentives and educational programs to help 
improve maternal and infant outcomes and reduce 
costs.

Medicaid Primary Care 
Physician Payment Increase
A provision in the ACA requires state Medicaid 
agencies to increase to Medicare levels the payment 
rates of  primary care services furnished by primary 
care physicians in 2013 and 2014. The provision 
applies to services delivered by physicians paid 
under fee-for-service arrangements and by 
Medicaid managed care organizations (MCOs). 
The federal government will fund the full cost 
of  the difference between the state’s Medicaid 
fees as of  July 1, 2009, and Medicare fees in 2013 
and 2014. The inclusion of  the provision reflects 
some concerns that the expansion of  Medicaid 
eligibility to millions of  additional enrollees could 
compromise access to primary care physicians for 
current Medicaid enrollees. There is also some 
evidence that Medicaid physician payment rates 
affect physician participation in Medicaid.

In an effort to understand the operational and 
policy issues surrounding implementation of  the 
payment rate increase and its potential effects 
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on access, MACPAC conducted semi-structured 
interviews with six states and the District of  
Columbia in late 2012 and early 2013. The findings 
from the interviews brought to light several issues, 
including some concerns about the time allotted to 
implement the provision and about the difficulty 
of  identifying eligible providers. States also 
reported that the system modifications necessary 
for this increased payment are more complex than 
routine payment rate changes and require more 
time to implement. Some states and MCOs noted 
that they would need to amend their contracts 
and adjust capitation payments in order to ensure 
that payment increases are passed through to 
eligible physicians participating in Medicaid MCO 
networks. Several state Medicaid officials, as well 
as managed care and provider organizations, 
expressed concern that the effect of  the provision 
on provider participation may be limited because it 
is set to expire after 2014. 

A critical question for policymakers is how the 
payment increase will affect physician participation 
and enrollee access to care. In order to determine 
the provision’s effect on access, evaluation efforts 
could use claims data to examine changes in service 
use. However, complete national claims data are 
not likely to be available until after the provision 
expires at the end of  2014. Surveys of  physician 
attitudes or state-specific workforce data could 
provide useful information in evaluating the effect 
of  the provision in a more timely fashion. In the 
months ahead, the Commission will continue to 
monitor implementation and will be looking at 
efforts of  state, federal, and academic evaluators to 
understand what can be learned to inform future 
policy.

Access to Care for Persons with 
Disabilities 
As part of  MACPAC’s ongoing charge to examine 
access to care for Medicaid enrollees, the report 
reviews the research literature on access to care 
for adults with disabilities under age 65 who are 
Medicaid-only enrollees living in the community. 
This group has a wide range of  health care needs 
and functional limitations. The literature review 
found little research directly examining access 
to acute care for this population. Therefore, the 
Commission examined a wider range of  studies 
based on large-scale population surveys, provider 
and stakeholder data, consumer interviews and 
other qualitative data, and state Medicaid program 
data.

Based on studies using large-scale population 
survey data, access to health care among 
Medicaid-only enrollees with disabilities is 
comparable to that of  other insured persons with 
disabilities. Unmet need among Medicaid-only 
enrollees with disabilities is lower compared to 
individuals with disabilities covered by private 
insurance or Medicare only. However, preventive 
services are potentially underused among Medicaid 
enrollees with disabilities, though findings vary by 
service. 

Studies that included interviews with providers, 
plans, and other stakeholders generally found three 
areas of  concern for individuals with disabilities: 
(1) disability competency training in medical 
schools, (2) accessibility of  equipment and services, 
and (3) access to dental services. Several access 
barriers figure prominently in qualitative studies 
of  adults with disabilities, including scheduling 
appointments and receiving timely primary 
care, communicating with providers and staff, 
accessibility of  health care facilities and services, 
finding a doctor who understands their disability, 
and transportation. However, the experiences of  



4 | J u n e  2 0 1 3

| RepoRt to the CongRess on MediCaid and Chip

Medicaid enrollees may vary from the general 
population of  individuals with disabilities included 
in these studies.

Studies using state Medicaid program data provide 
little information on access to care for Medicaid 
enrollees with disabilities, because they often do 
not have comparison groups with other forms of  
coverage and include no data on service use prior 
to enrollment. Thus, they do not allow analysts to 
draw conclusions as to whether access levels are 
due to community factors that affect all individuals 
with disabilities or to program factors that affect 
only Medicaid enrollees. 

Further research specific to Medicaid enrollees 
with disabilities is needed to inform state and 
federal policymakers about the nature of  access 
for the population. Topics of  particular interest 
include: the impact of  enabling services on access 
to care, disability competency and accessibility 
in Medicaid provider networks, and evaluation 
and best practices in risk-based managed care. 
Future research should also focus on the role 
of  non-physician practitioners in access to care 
for subpopulations with disabilities and on best 
practices in service delivery for enrollees with 
disabilities.

Update on Medicaid and 
CHIP Data for Policy Analysis 
and Program Accountability
Data on Medicaid and CHIP play a key role in 
answering policy questions that affect program 
enrollees, states, the federal government, health 
care providers, and others. They also help to 
ensure accountability for taxpayer dollars. Federal 
administrative data on Medicaid and CHIP are 
meant to provide comparable information across 
states, which maintain their own disparate data 
systems. This chapter provides an update on recent 

efforts by the Centers for Medicare & Medicaid 
Services (CMS) to improve the timeliness, 
quality, and availability of  federal administrative 
data on Medicaid and CHIP, which MACPAC 
first addressed in its March 2011 report to the 
Congress.

Three CMS initiatives are described in the chapter. 
MACPro, a web-based system designed to collect 
state plan, waiver, and other programmatic 
documents in a structured format, will provide 
more consistent and comprehensive information 
on state activities for use by CMS, states, and 
analysts. The Transformed Medicaid Statistical 
Information System (T-MSIS), a data source that 
builds on existing person-level and claims-level 
MSIS data submitted by states, will include changes 
designed to address several concerns about current 
MSIS data, including its timeliness, reliability, and 
completeness. A third CMS effort, the Medicaid 
Information Technology Architecture (MITA) 
initiative, establishes national guidelines and 
standards for state-operated Medicaid and CHIP 
data systems that are funded with federal dollars.

Improvements to Medicaid and CHIP data require 
significant federal and state resource investments 
and will take several years to realize. MACPro and 
T-MSIS are scheduled for roll-out in 2013, with full 
implementation expected to take at least two years. 
MITA is an ongoing effort with states, whose data 
systems are at varying levels of  modernization. 
The Commission supports CMS efforts to improve 
federal administrative data on Medicaid and CHIP 
and encourages the agency to continue seeking 
input on its initiatives from states and other 
stakeholders.

Update on Program Integrity 
in Medicaid
Program integrity activities are intended to ensure 
that public dollars are spent appropriately on 
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delivering high-quality, medically necessary care. 
An effective program integrity approach should 
prevent improper payments, reduce waste and 
abuse particularly when it leads to patient harm, 
and help achieve value. First addressed in our 
March 2012 report, this report continues the 
Commission’s focus on analyzing ways to improve 
the effectiveness of  Medicaid and CHIP program 
integrity efforts. 

A successful Medicaid program integrity strategy 
requires coordination among state and federal 
agencies—a task complicated by the fact that 
current activities are governed by multiple federal 
statutes and regulations. Each state develops 
its own approach to program integrity, while 
federal program integrity activities are guided by 
a comprehensive Medicaid integrity plan, which is 
expected to be updated later in 2013. 

Program integrity includes both a discrete set of  
activities related specifically to the detection and 
prevention of  fraud, waste, and abuse (such as 
post-payment review) and activities embedded in 
general program administration, such as individual 
enrollment (eligibility), provider enrollment, service 
delivery, and payment. In some programmatic 
areas, such as eligibility determination, there are 
multiple program integrity initiatives at both 
the federal and state levels that are duplicative, 
while other areas, such as managed care, receive 
comparatively little attention. 

Potential opportunities exist to reconsider the 
state-federal division of  responsibility and to 
examine where responsibilities align well and 
where they overlap. The Medicaid Eligibility 
Quality Control (MEQC) and Payment Error Rate 
Measurement (PERM) eligibility reviews are an 
example of  duplicative program integrity initiatives. 
While both programs review the accuracy 
of  individual Medicaid and CHIP eligibility 
determinations, the rules for the two programs 
overlap and do not align well with each other. 

Future Commission analysis of  these issues 
will help policymakers identify opportunities to 
streamline regulatory requirements, eliminate 
redundant functions, promote greater integration 
of  state and federal activities, or invest additional 
resources.

MACStats: Medicaid and 
CHIP Program Statistics
MACStats, a standing section in all MACPAC 
reports to the Congress, presents data and 
information on Medicaid and CHIP that otherwise 
can be difficult to find. The June 2013 edition of  
MACStats is divided into five sections: (1) trends 
in Medicaid enrollment and spending, (2) health 
and other characteristics of  Medicaid and CHIP 
populations, (3) Medicaid enrollment and benefit 
spending, (4) Medicaid managed care, and (5) a 
technical guide to the June 2013 MACStats.

Key points include:

 f Individuals qualifying for Medicaid on the 
basis of  a disability accounted for half  of  real 
Medicaid spending growth since FY 1975. 
About three-quarters of  the growth for this 
group was driven by increased enrollment; the 
remainder was attributable to growth in per 
capita spending.

 f Non-disabled children accounted for the 
largest Medicaid enrollment increase in 
absolute numbers since FY 1975, from 9.6 
million in that year to 30 million in FY 2010.

 f Medicaid and CHIP enrollees generally 
report being in poorer health and using more 
services than individuals who have other health 
insurance or who are uninsured. 

 f Children enrolled in Medicaid or CHIP were 
more likely than privately insured or uninsured 
children to have had a visit to the emergency 
department (ED) in the past year and to have 
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been regularly taking prescription medications 
for at least three months.

 f Adults younger than 65 enrolled in Medicaid 
were more likely than those with private 
insurance to have had four or more visits to a 
doctor or other health professional in the past 
12 months.

 f Medicaid enrollees aged 65 and older were 
more likely than those with private or Medicare 
coverage to have received at-home care, to have 
had multiple visits to a doctor or other health 
professional, and to have visited an ED in the 
past 12 months.

 f Individuals eligible on the basis of  a disability 
and those aged 65 and older account for about 
a quarter of  Medicaid enrollees but about 
two-thirds of  program spending in FY 2010.

 f A large share of  Medicaid spending for 
enrollees eligible on the basis of  a disability and 
enrollees aged 65 and older is for long-term 
services and supports, while a substantial 
portion of  spending for non-disabled children 
and adults is for capitation payments to 
managed care plans.

 f The use of  managed care varies widely by 
state, both in the arrangements used and the 
populations served. In 2011, all but three states 
reported using some form of  managed care, 
including comprehensive risk-based plans, 
limited-benefit plans, or primary care case 
management programs.

 f The share of  enrollees in comprehensive 
risk-based plans in FY 2010 was 62 percent 
among non-disabled children, 47 percent 
among non-disabled adults, 29 percent among 
individuals eligible on the basis of  a disability, 
and 12 percent among those aged 65 and older.
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Maternity Services: Examining Eligibility and 
Coverage in Medicaid and CHIP
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Key Points

maternity services: examining eligibility and Coverage in medicaid and CHiP

 f  in 2010, medicaid and the state Children’s Health insurance Program (CHiP) paid for almost half of all births in 

the united states (about 1.8 million hospital births). medicaid spending in the 12 months before and 2 months 

following deliveries for women in 2008 was about $11 billion.

 f  between 1984 and 1990, the Congress expanded medicaid eligibility for poor and low-income pregnant women 

and children, creating new mandatory and optional eligibility groups. states are required to provide pregnancy-

related coverage to pregnant women below 133 percent of the federal poverty level (fPL); a majority of states 

provide coverage to women above that level. 

 f  The Patient Protection and affordable Care act (aCa) has several provisions affecting pregnant women, 

including mandating maternity care and other pregnancy-related services. under the aCa in 2014, states have 

considerable discretion whether or not they will cover pregnant women above 138 percent fPL, and many have 

the option to reduce medicaid or CHiP eligibility to this group in favor of exchange coverage. because separate 

eligibility pathways based on pregnancy will continue, the possibility of churning exists as women gain and 

lose eligibility based on their pregnancy status and cycle among medicaid, CHiP, and private coverage available 

through health insurance exchanges, or to an uninsured status.

 f  although CHiP originally did not include coverage for pregnant women, states can offer CHiP-financed services 

to pregnant women through section 1115 waivers or through an option to cover services for unborn children. a 

law enacted in 2009 allowed states to cover pregnant women through state plan amendments.

 f  depending on the eligibility pathway, services covered under medicaid and CHiP range from full medicaid 

benefits to coverage of only services related to the pregnancy to emergency coverage for labor and delivery.

 f  many states offer benefits to pregnant women that are not offered to other medicaid adult enrollees, including 

dental services, prenatal risk assessments, home visiting programs, targeted case management, preconception 

counseling, psychosocial counseling, and substance abuse treatment.

 f  almost one-third of medicaid deliveries (31 percent) were by cesarean section, a figure comparable to rates for 

all births. Cesarean deliveries cost more than vaginal deliveries and are associated with more adverse outcomes. 

many states, in partnership with the federal government and private organizations, have initiated programs to 

reduce elective cesarean sections and non-medically indicated induced deliveries before 39 weeks of gestation 

to help improve maternal and infant outcomes and to reduce costs.
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1C H A P T E R

Maternity Services: Examining 
Eligibility and Coverage in  

Medicaid and CHIP
In 2010, Medicaid and the State Children’s Health Insurance Program (CHIP) 
together paid for nearly half  of  the nearly 4 million live births in the United States.1 
Maternity-related services covered by the programs include prenatal care, labor and 
delivery services, and 60 days of  postpartum care.

There is room for improvement in the delivery of  maternity services and related 
outcomes in the United States—overall and within Medicaid and CHIP. About one in 
eight of  all babies born in the United States in 2011 were preterm (born before 37 weeks 
gestation), and 8 percent of  babies born in that year were considered to have low birth 
weight (LBW, defined as less than 2,500 grams or 5 pounds, 8 ounces; Hamilton et al. 
2012). As a major payer of  maternity services, Medicaid plays a key role in reducing 
preterm births and improving care and outcomes for women and babies. Current efforts 
by state Medicaid programs to reduce unnecessary or potentially harmful procedures—
such as non-medically indicated inductions or scheduled cesarean sections prior to 
39 weeks of  gestation—include both payment incentives and educational programs. 
Other efforts promote medical homes, tobacco cessation, obesity management, oral 
health, and early prenatal care.

The Patient Protection and Affordable Care Act (ACA, P.L. 111–148, as amended) 
includes many provisions that could benefit pregnant women, including the streamlining 
of  Medicaid eligibility, the creation of  health insurance exchanges with subsidized 
coverage, and the establishment of  essential health benefit packages. However, issues 
remain related to transitions in eligibility due to changes in pregnancy status that 
create discontinuities in coverage, as well as discrepancies in covered benefits between 
Medicaid, CHIP, and insurance plans offered through the exchanges.
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This chapter describes the role of  Medicaid 
and CHIP in covering maternity care. It begins 
by presenting general statistics about births in 
the United States in order to put Medicaid and 
CHIP’s role in a broader context. It then provides 
an overview of  current eligibility pathways to 
Medicaid and CHIP for pregnant women, the 
packages of  services offered to women who 
become eligible via each pathway, and how the 
ACA could affect the pathways and benefit 
packages. Next, the chapter describes Medicaid 
initiatives designed to improve maternal and 
perinatal outcomes. Finally, it concludes with a 
discussion of  several policy issues, including those 
relating to ACA implementation, which MACPAC 
will follow over the next few years.

Policy Context: Births in the 
United States
Birth rates in the United States have been declining 
over time, as have births to teenage and unmarried 
mothers. There also have been recent declines 
in the share of  births that are preterm or LBW 
babies, and in infant mortality.

Birth rate. The birth rate for 2011 was the lowest 
rate ever reported in the United States (63.2 births 
per 1,000 women aged 15 to 44). Birth rates vary 
considerably by state, ranging from 51.5 births per 
1,000 women aged 15 to 44 in Rhode Island, to 
83.6 births per 1,000 women aged 15 to 44 in Utah 
(Hamilton et al. 2012).

Teenage birth rate. The teenage birth rate 
fell to a historic low in 2011—31.3 births per 
1,000 women aged 15 to 19—down 8 percent 
from 2010 (34.2 per 1,000). The birth rate for 
teenagers has declined more than 3 percent per 
year since the most recent peak in 1991 (61.8 per 
1,000), and the rate of  decline has accelerated 
since 2007 (Hamilton et al. 2012). Six percent of  
Medicaid deliveries in 2008 were to women under 

age 18 (MACPAC analysis of  Medicaid Statistical 
Information System (MSIS) data, 2013).

Non-marital birth rate. Over two-fifths of  all 
births (40.7 percent) in 2011 were to unmarried 
women. The percentage of  births to unmarried 
women increased in 4 states and declined in 
10 states between 2010 and 2011. Unmarried 
teenagers accounted for 18 percent of  all 
non-marital births in 2011, the lowest percentage 
ever reported (Hamilton et al. 2012).

Preterm birth rate. The preterm birth rate 
(the percentage of  births delivered at less than 
37 completed weeks of  gestation) fell for the fifth 
straight year in 2011 to 11.7 percent, from its 2006 
peak of  12.8 percent (Hamilton et al. 2012). Rates 
declined in 47 states and the District of  Columbia 
between 2010 and 2011, while remaining essentially 
unchanged in the remaining states.

The preterm birth rate rose by more than one-third 
from 1981 to 2006. Although at its lowest level in 
more than a decade, the 2011 preterm birth rate 
is still higher than rates reported during the 1980s 
and most of  the 1990s (Martin et al. 2010).

Infant mortality rate. There were 26,408 infant 
deaths in the United States in 2009—a 6 percent 
decline from 2008. The U.S. infant mortality rate 
was 6.4 infant deaths per 1,000 live births in 2009 
compared to 6.6 in 2008. Infant mortality was 
higher for male infants, infants born preterm, 
infants born with LBW (who were more likely to 
be twins or higher order births), and to mothers 
who were unmarried. From 2007 to 2009, infant 
mortality rates ranged from a high of  11.5 per 
1,000 live births for the District of  Columbia 
to a low of  4.8 per 1,000 live births for New 
Hampshire (Mathews and MacDorman 2013).

Low birth weight rate. The 2011 LBW rate was 
8.1 percent (Hamilton et al. 2012). The LBW 
rate had increased more than 20 percent from 
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the mid-1980s through 2006, but declined slowly 
from 2006 to 2011. In 2010, the jurisdictions 
with the highest percentages of  LBW babies were 
Alabama, the District of  Columbia, Louisiana, 
and Mississippi; each had more than 10 percent of  
newborns in this category. The lowest percentages 
were in Alaska, New Hampshire, North Dakota, 
Vermont, and Washington—all with a LBW rate 
lower than 7 percent (Martin et al. 2012b).

Low-income births. In 2010, 48 percent of  
children under age five lived in households whose 
incomes were below 200 percent of  the federal 
poverty level (FPL) (U.S. Census Bureau 2011). 
Over the past four decades, nearly half  of  children 
born to poor parents were poor for at least half  
their childhoods—that is, persistently poor—and 
there have not been significant improvements for 
recent generations (Ratcliffe and McKernan 2012).

Factors associated with pregnancy 
and birth outcomes
Most births occur without adverse outcomes. 
The problems that do occur for mothers and 
infants during pregnancy and the birth process 
often stem from preventable causes. Maternal 
behaviors known to be related to poor birth 
outcomes include tobacco use, alcohol and drug 
use, and failure to consume adequate folic acid. 
Other conditions associated with poor pregnancy 
outcomes include unintended pregnancy, 
suboptimal birth spacing, physical abuse, and high 
levels of  stress (Bailey and Byrom 2007, D’Angelo 
et al. 2007).

Certain maternal health conditions (e.g., diabetes, 
hypertension, and obesity), if  uncontrolled, can 
have a long-term negative impact on a woman’s 
health and can lead to poor infant outcomes. 
Uncontrolled diabetes during pregnancy, for 
example, raises the risk of  maternal health 
problems and birth defects threefold (D’Angelo 
et al. 2007). Persons living below 200 percent 

FPL are almost twice as likely to have diabetes 
as persons above 400 percent FPL and are also 
significantly more likely to be obese (NCHS 2012). 
Obesity before and during the early months of  
pregnancy is closely linked to diabetes and is also 
associated with stillbirth, early neonatal death, 
fetal macrosomia (big baby, or large for gestational 
age, syndrome), birth defects, preeclampsia, and 
hypertensive and thromboembolic disease. In 
addition to these conditions, having had a previous 
preterm, LBW infant is a predictor of  poor birth 
outcomes for subsequent pregnancies (D’Angelo 
et al. 2007).

Preterm births and low birth weight. Preterm 
birth and LBW babies are more likely than other 
infants to spend time in a neonatal intensive care 
unit (NICU) or a neonatal intermediate care unit 
(NINT). These special nursery hospital units 
or facilities are staffed and equipped to provide 
continuous specialized support for newborns 
requiring intensive care. According to a study 
commissioned by the March of  Dimes, the average 
NICU stay at reporting hospitals cost about 
$76,000 for 13.2 days (March of  Dimes 2011).2 

Nearly 7 percent of  U.S. newborns were admitted 
to a NINT or a NICU in 2008, and about half  of  
NICU stays at children’s hospitals were paid for by 
Medicaid (Children’s Hospital Association 2013, 
Osterman et al. 2011).

Medicaid and CHIP Eligibility 
for Pregnant Women
Historically, to be eligible for Medicaid or CHIP, 
an individual must fall into an eligibility category, 
such as pregnant women, and must meet certain 
financial and non-financial requirements. Generally, 
each category includes mandatory and optional 
eligibility groups. Because states can choose 
whether or not to adopt optional groups as part of  
their state plans, eligibility varies from state to state.
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States can also receive approval from the Centers 
for Medicare & Medicaid Services (CMS) to 
expand eligibility via a Section 1115 demonstration 
waiver to individuals who would not otherwise 
be eligible for Medicaid or CHIP. Section 1115 
demonstrations are initially approved for a 
five-year period, but can be renewed for additional 
years.

This section describes the various pathways 
through which pregnant women may become 
eligible for Medicaid or CHIP. The next section 
describes Medicaid or CHIP coverage provided to 
pregnant women by eligibility group.

Medicaid eligibility for pregnant 
women through 2013
Before 1984, the only pregnant women states 
were required to cover in Medicaid were eligible 
through two pathways: (1) as parents or caretaker 
relatives of  dependent children receiving cash 
assistance under the Aid to Families with 
Dependent Children (AFDC) program, or (2) as 
disabled individuals. Today, most become eligible 
under more recent eligibility categories created 
specifically for pregnant women.

In 1984, the Congress added a mandatory eligibility 
category for certain low-income pregnant women 
who would be eligible for AFDC if  their child 
were born and living with them. Between 1984 and 
1990, the Congress repeatedly expanded Medicaid 
eligibility for low-income pregnant women, 
creating new mandatory and optional eligibility 
groups.

Pregnant women up to 133 percent FPL. Since 
1989, pregnant women with incomes at or below 
133 percent FPL have been a mandatory Medicaid 
eligibility group (Table 1-1). Because their eligibility 
is related to their income relative to the FPL, this 
pathway is referred to as mandatory poverty-
related pregnant women. States are only required 

to cover pregnancy-related services for this group, 
but may cover full Medicaid benefits at the state 
option. Most states define such services broadly 
enough to equal full Medicaid coverage (CMS 
2012).

Pregnant women with incomes above 133 
percent FPL. All but nine states have extended 
Medicaid coverage to pregnant women above the 
required level of  133 percent FPL. Among those 
states, a majority (36 states and the District of  
Columbia) have raised their eligibility threshold for 
pregnant women to 185 percent FPL or higher. 
Iowa, Wisconsin, and the District of  Columbia 
cover pregnancy-related services for optional 
poverty-related pregnant women with incomes as 
high as 300 percent FPL (MACPAC 2013).

CHIP
Compared to Medicaid, CHIP covers far fewer 
pregnant women. In 2012 there were about 10,000 
pregnant women and 318,000 unborn children 
covered by CHIP (MACPAC analysis of  CHIP 
enrollment data 2013). CHIP originally did not 
permit any coverage of  pregnant adults. However, 
CMS later issued guidance allowing states to 
provide CHIP-financed services to pregnant 
women through Section 1115 demonstration 
waivers, or through an option to cover services for 
unborn children. The Children’s Health Insurance 
Program Reauthorization Act of  2009 (CHIPRA, 
P.L. 111–3) created additional CHIP eligibility 
pathways for pregnant women.

Section 1115 waivers. In 2000, CMS issued 
guidance announcing it would use the authority 
under Section 1115 of  the Social Security Act 
(the Act) to approve waivers of  federal CHIP 
law to enroll uninsured pregnant women in 
CHIP under certain prescribed circumstances 
(CMS 2000). CHIP Section 1115 waivers give 
states the flexibility to provide comprehensive 
health benefits to pregnant women throughout 
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TABLE 1-1.  Legislative Milestones in Medicaid and CHIP Coverage of Pregnant Women

1984 deficit reduction act of 1984 (dra, P.L. 98–369)

 f required states to provide medicaid to pregnant women with no other dependent children who 

would be a single parent (or a parent with the other parent incapacitated) and eligible for aid to 

families with dependent Children (afdC) if the child were born.

 f required states to provide medicaid to pregnant women who would be in a family with two 

able-bodied parents (one of whom must be unemployed) and who would be eligible for afdC if the 

child were born.

1986 Consolidated omnibus budget reconciliation act of 1985 (Cobra, P.L. 99–272)

 f required states to cover pregnant women meeting state afdC income and resource standards, 

regardless of the employment or martial status of the family. 

 f required 60 days postpartum coverage for pregnant women.

 f Provided that pregnancy-related services available to covered women need not be available to other 

medicaid enrollees.

1986 omnibus budget reconciliation act of 1986 (obra ’86, P.L. 99–509)

 f allowed states the option to cover all pregnant women (and young children up to age 5) in families 

with incomes at or below 100 percent of the federal poverty level (fPL), regardless of their afdC 

eligibility status or assets.

 f Permitted states to provide ambulatory prenatal care to women during a presumptive eligibility 

period of up to 45 days, if: 

 ■ the woman has begun maternity care with a qualified provider;

 ■  the provider determines that the woman’s family income falls below the applicable medicaid 

standard and notifies the state of the woman’s eligibility within five working days; and

 ■ the woman applies for such benefits within 14 days of being presumed eligible.

1987 omnibus budget reconciliation act of 1987 (obra ’87, P.L. 100–203)

 f allowed states the option to extend medicaid coverage to pregnant women and infants up to 185 

percent fPL.

1988 medicare Catastrophic Coverage act of 1988 (mCCa, P.L. 100–360)

 f required states to phase in medicaid coverage for all pregnant women and infants in families with 

income up to 100 percent fPL. (much of mCCa was repealed in 1989, but provisions related to 

pregnant women were retained.)

1989 omnibus budget reconciliation act of 1989 (obra ’89, P.L. 101–239)

 f required medicaid coverage for all pregnant women (and children under age 6) in families with 

incomes at or below 133 percent fPL. 
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pregnancy, as well as during a 60-day postpartum 
period (CMS 2009). However, CHIP funding 
is capped, and states are required to prioritize 
coverage for children over coverage for adults. 
In fiscal year (FY) 2012, Colorado covered 4,873 
pregnant women and Virginia covered 4,101 
pregnant women under a CHIP waiver (MACPAC 
2013).

Unborn child state plan option. In 2002, CMS 
provided a means of  covering prenatal care under 
a CHIP state plan by revising the definition of  
the term child in federal regulations to include 
the period from conception to birth (CMS 2002). 
States that elect this option provide coverage to 
the unborn child, not the pregnant woman herself. 
Therefore, only services related to pregnancy 
or conditions that could complicate pregnancy 
may be covered using this option, although states 
have broad flexibility in defining these services. A 
pregnant woman may receive prenatal care under 
this option, regardless of  her immigration status, 
because the fetus will be a citizen once born (CMS 
2009, CMS 2002). Postpartum services for mothers 
are not covered under any circumstance. In FY 

2012, 16 states enrolled approximately 318,000 
unborn children in CHIP (MACPAC analysis of  
CHIP enrollment data 2013).

CHIP state plan coverage of  pregnant women. 
CHIPRA allows states to provide health care 
coverage for uninsured, targeted low-income 
pregnant women under the CHIP state plan. 
Unlike the unborn child option, the CHIPRA 
option covers the pregnant woman—providing 
comprehensive benefits that include prenatal and 
delivery care, as well as 60 days of  postpartum 
care. Cost sharing and benefit rules under this 
option must be comparable to the rules for 
children in CHIP. In FY 2012, New Jersey covered 
312 women under this option, and Rhode Island 
covered 379 (MACPAC 2013).

Coverage provided through this option must not 
replace existing Medicaid coverage for pregnant 
women, and states must provide Medicaid to 
pregnant women with incomes up to at least 
185 percent FPL. States must also provide CHIP 
to children with family incomes up to at least 

1996 Personal responsibility and Work opportunity reconciliation act of 1996 (PrWora, P.L. 104–193)

 f Prohibited medicaid coverage for non-emergency services to otherwise eligible legal non-citizens 

entering the united states on or after august 22, 1996 (including pregnant women), until they have 

resided in the united states for five years. Permitted coverage after the five-year ban at state option.

2009 Children’s Health insurance Program reauthorization act of 2009 (CHiPra, P.L. 111–3)

 f Permitted states to cover lawfully residing pregnant women and children through medicaid and 

CHiP without regard to the five-year residency requirement.

 f allowed states to cover low-income pregnant women under CHiP through a state plan amendment.

2010 Patient Protection and affordable Care act of 2010 (aCa, P.L. 111–148)

 f added tobacco cessation programs for pregnant women and services provided at freestanding birth 

centers as mandatory benefits. 

TABLE 1-1, Continued
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200 percent FPL in order to cover targeted 
low-income pregnant women (CMS 2009).

Presumptive eligibility for 
pregnant women
As described in Table 1-1, the Omnibus Budget 
Reconciliation Act of  1986 (P.L.99-509) allowed 
states to permit certain qualified providers to 
provide ambulatory prenatal care to pregnant 
women on the basis of  preliminary eligibility 
information, even if  they have not formally 
been determined eligible. This mechanism of  
presumptive eligibility allows women to obtain 
Medicaid-covered prenatal care immediately. This 
ensures that providers are paid for any services 
they deliver during the presumptive eligibility 
period, even if  the pregnant woman is not 
subsequently determined eligible. Under current 
law, a presumptive eligibility period lasts for up 
to 60 days, when the full eligibility determination 
must be completed for coverage to continue. 
Currently 31 states allow presumptive eligibility for 
pregnant women (KFF 2013).

Non-citizens
Eligibility for Medicaid maternity benefits and 
services differs by immigration status of  the 
pregnant woman. Medicaid eligibility for non-
citizens who are unauthorized or illegally present 
is limited to coverage for the treatment of  an 
emergency medical condition, including labor 
and delivery. These individuals must meet all of  
Medicaid’s financial and non-financial eligibility 
criteria, other than immigration status, in order to 
qualify for emergency coverage.

Under the Personal Responsibility and Work 
Opportunity Reconciliation Act of  1996 (P.L. 
104–193), most legal immigrants (referred to 
as qualified aliens in that law) are subject to a 
five-year bar on regular Medicaid eligibility, at 
which point their coverage becomes a state option. 

As with non-citizens who are unauthorized or 
illegally present, these qualified aliens are eligible 
for emergency Medicaid during their five-year 
waiting period (and beyond, if  a state opts not to 
provide them with regular Medicaid coverage), but 
only if  they meet all other eligibility criteria for the 
program. In 2009, CHIPRA permitted states to 
provide regular Medicaid and CHIP coverage to 
all lawfully residing pregnant women and children, 
including those otherwise subject to the five-year 
waiting period (CMS 2010).

In 2008, there were about 295,000 deliveries paid 
for by Medicaid under the restricted emergency 
benefit for non-citizens (Table 1-2).

The ACA and eligibility for 
maternity services
Pregnant women will be affected by ACA 
provisions that change Medicaid eligibility for 
many adults and create subsidies for private 
coverage through health insurance exchanges.

Under the ACA, states must maintain eligibility and 
enrollment policies for Medicaid that were in place 
for pregnant women (and all adults) at the time 
the law was enacted until new health insurance 
exchanges are operational in 2014. At that time, 
all states must determine eligibility for pregnant 
women (and certain other populations) using 
the new national income counting methodology, 
modified adjusted gross income (MAGI). As part 
of  MAGI-based eligibility determinations, states 
will be required to disregard income equal to 
5 percent FPL. For this reason, income eligibility 
in 2014 for populations including pregnant 
women is often referred to at its effective level 
of  138 percent FPL, even though federal statute 
specifies 133 percent FPL.

With the expiration of  the maintenance of  
effort for adults in 2014, many states will have 
the option to transition pregnant women with 
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incomes above 138 percent FPL from Medicaid to 
private coverage available through health insurance 
exchanges. However, states that had a higher 
income standard in effect for pregnant women in 
1989 must keep their higher standard (§1902(l)(2)
(A) of  the Act); this long-standing maintenance of  
effort appears to apply to 19 states (NGA 1990).

Pregnant women and the new adult group. The 
ACA called for expanding Medicaid eligibility in 
2014 to nearly all non-elderly adults with income 
up to 138 percent FPL. Newly eligible individuals 
in this expansion group are funded with a 100 
percent federal match in 2014, 2015, and 2016, 
with the rate declining to 90 percent for 2020 
and beyond. The ACA specifies that pregnant 
women with incomes below 138 percent FPL 
are not eligible for coverage under the new adult 
group. Because states are not required to track 
the pregnancy status of  women enrolled through 
the new adult group, women who enroll in this 
group and later become pregnant are likely to 
stay enrolled in the adult group (CMS 2013). It is 
possible that some pregnant women would request 
that the state move them to a pregnancy-related 
eligibility group if  they need specific benefits that 
are not available under the adult group benefit 
package. However, if  a woman indicates on the 
application that she is pregnant, and is therefore 
enrolled in Medicaid coverage as a pregnant 
woman, the state will receive federal funds at the 
normal match rate (CMS 2012).

Pregnant women with incomes above 138 
percent FPL. Under the ACA, states have 
considerable discretion as to how they will cover 
pregnant women above 138 percent FPL. For 
example, a state might provide full Medicaid 
benefits for pregnant women up to 185 percent 
FPL and provide only pregnancy-related coverage 
through the pregnant women group for those who 
have incomes up to a higher state-defined level. 
Alternatively, a state might provide full Medicaid 

for pregnant women with incomes at or below 
138 percent FPL and CHIP waiver coverage for 
those with incomes up to 200 percent FPL. In this 
scenario, premium tax credits and cost-sharing 
reductions associated with private coverage 
available through health insurance exchanges may 
be accessible to eligible women above 200 percent 
FPL and below 400 percent FPL.

Concerns related to churning. Churning occurs 
when individuals enroll and disenroll in different 
health insurance programs, or to uninsured 
status, often within a relatively short period of  
time. Because separate eligibility pathways based 
on pregnancy will continue, the possibility of  
churning still exists as women gain and lose 
eligibility based on their pregnancy status and cycle 
between Medicaid, CHIP, and private coverage 
available through health insurance exchanges, or 
to uninsured status. This could create challenges 
as enrollees may experience discontinuity of  
care and changes in what they must pay for care 
if  provider networks or benefits differ among 
programs. States, providers, and health plans could 
also experience administrative burdens as women 
change insurance status based on their pregnancy 
status.

Covered Benefits for Maternity 
Services
Depending on the eligibility group, as described 
above, pregnant women may qualify for different 
levels of  coverage.

 f Full Medicaid or CHIP coverage. Full 
Medicaid coverage includes all medically 
necessary hospital and physician services, as 
well as family planning, nurse midwife, and 
freestanding birth center services. Full CHIP 
coverage for pregnant women could consist of  
a Medicaid look-alike package, or benchmark 
or benchmark-equivalent coverage.
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 f Pregnancy-related services only. For 
Medicaid, pregnancy-related services are 
only services related to pregnancy, labor and 
delivery, and any complications that may occur 
during pregnancy, as well as prenatal and 
postpartum care.

 f Services for an unborn child. State CHIP 
programs may cover the unborn children of  
pregnant women. In this instance, services 
related to prenatal care and other care to 
ensure a healthy baby and safe delivery are 
covered (CMS 2002).

 f Medicaid emergency medical services. 
This includes labor and delivery, but not any 
prenatal or postpartum care.

This section discusses what services are included 
in pregnancy-related benefits in current Medicaid 
programs, and what will be required under the 
ACA. It also discusses some enhanced benefits that 
states offer and additional benefits required by the 
ACA that will be relevant for pregnant women.

Pregnancy-related benefits 
through 2013
Federal law permits states to limit coverage to 
pregnancy-related services for women with family 
incomes above the May 1, 1988, AFDC levels. 
Women below the 1988 AFDC levels must receive 
full Medicaid benefits; above this level, it is a state 
option whether to cover only pregnancy-related 
benefits or full benefits.

Pregnancy-related services are those that are 
necessary for the health of  the pregnant woman 
and fetus, including:

 f prenatal care;

 f delivery; 

 f postpartum care; 

 f family planning services; and 

 f services for other conditions that might 
complicate the pregnancy, threaten carrying the 
fetus to full term, or create problems for the 
safe delivery of  the fetus (42 CFR 440.210).

For eligibility groups entitled to only 
pregnancy-related services, most states define such 
services broadly enough to equal full Medicaid 
coverage (42CFR 435.116(d)(1); CMS 2012). It is 
not clear how many states define pregnancy-related 
services more narrowly and whether this has any 
impact on maternal or birth outcomes. Box 1-1 
provides an example: Texas’ CHIP perinatal 
coverage for unborn children through its state plan 
amendment (SPA).

Across all births covered by Medicaid in 2008, 
about 1.1 million (69 percent) were to women 
with full Medicaid benefits, while about 174,000 
(11 percent) were to women categorized as having 
only pregnancy-related benefits (Table 1-2 ).

Pregnancy-related benefits under 
the ACA
Federal regulations issued under the ACA 
clarify that states can continue to choose to 
provide full Medicaid benefits to all pregnant 
women in Medicaid (42 CFR 435.116(d)(1)). As 
mentioned above, for eligibility groups entitled 
to only pregnancy-related services, most states 
define such services broadly enough to equal full 
Medicaid coverage, and the assumption is that 
full Medicaid coverage is the default for these 
groups (42 CFR 435.116(d)(1)). However, if  a state 
chooses to limit coverage to pregnancy-related 
services, CMS will require a SPA that explains the 
state’s basis for determining which services are 
not pregnancy-related, and the rationale for not 
covering them (CMS 2012).

This creates a situation in which women who 
are pregnant may be eligible for fewer Medicaid 
benefits than women of  the same or higher income 
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levels. While women in the new adult group or in 
exchange coverage will have coverage for 10 broad 
categories of  essential health benefits specified in 
the ACA, poverty-related pregnant women may 
have coverage for only pregnancy-related care.3

The ACA mandates that both Medicaid and 
exchange plans cover a number of  preventive 
health services that the Institute of  Medicine 
identifies as critical, including several related to 
healthy pregnancy and birth. No copayment, 

coinsurance, or deductible can be charged for 
maternity care or the following additional services:

 f smoking cessation;

 f screening for gestational diabetes; 

 f human papillomavirus (HPV) DNA testing for 
women 30 years and older; 

 f sexually transmitted infection counseling; 

BOX 1-1. Texas CHIP Perinatal Coverage 

The Texas CHiP perinatal program pays for care to unborn children of pregnant women with household income up to 

200 percent of the federal poverty level (fPL) and who are not eligible for medicaid. once born, the child will receive 

benefits that are similar to the traditional CHiP benefits for the duration of the 12-month coverage period. 

benefits for the unborn child include:

 f up to 20 prenatal visits 

 ■ during the first 28 weeks of pregnancy: one visit every four weeks;

 ■ during 28 to 36 weeks of pregnancy: one visit every two to three weeks;

 ■ from 36 weeks to delivery: one visit per week;

 ■ additional prenatal visits allowed if medically necessary;

 f some laboratory testing, assessments, planning services, education, and counseling;

 f prescription drug coverage based on the current CHiP formulary; and

 f hospital facility charges and professional services charges related to the delivery.

false labor and preterm labor that does not result in a birth are not covered benefits. 

for families with income from 186 to 200 percent fPL: 

 f qualifying hospital facility charges paid through the CHiP perinatal health plan; and

 f qualifying professional service charges paid through the CHiP perinatal health plan. 

for families with income at or below 185 percent fPL (the majority of CHiP perinatal clients): 

 f hospital facility charges paid through emergency medicaid; and

 f professional service charges paid through CHiP.

Source: Texas HHsC 2013.
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 f Food and Drug Administration-approved 
contraception methods and contraceptive 
counseling;

 f HIV screening and counseling; 

 f domestic violence screening and counseling;

 f well women visits; and

 f breastfeeding support and supplies 
(CMS 2011).4

The ACA also requires that Medicaid cover 
services provided in freestanding birth centers. 
States have discretion over the specific types of  
practitioners that can perform services at these 
birth centers.

Coverage for enhanced benefits 
during pregnancy
Some states offer benefits to pregnant women 
that are not offered to other Medicaid enrollees. 
While they are not mandated as pregnancy-related 
services, states have sought to improve pregnancy 
and birth outcomes with these enhanced benefits.

Dental services. Recent studies have reported 
an emerging link between periodontal disease 
and an increased risk for preterm birth and LBW 
infants. Some studies indicate that treatment for 
periodontal disease during pregnancy can improve 
birth outcomes. Other studies disagree; however, 
there appears to be an emerging consensus 
that preventive dental care during pregnancy is 
desirable (Boggess et al. 2013, Albert et al. 2011, 
Detman et al. 2010, Offenbacher et al. 2006). In 
2004, data from the Pregnancy Risk Assessment 
Monitoring System showed that pregnant women 
covered by Medicaid prior to their pregnancy were 
significantly less likely to have had a dental visit 
(73 percent) during their pregnancy than privately 
insured women (85 percent) (D’Angelo et al. 2007).

Dental services for adults (age 21 and over) are 
an optional Medicaid benefit; most states provide 

limited, or no, coverage of  adult oral health 
services. However, several states extend dental 
coverage only to pregnant women. In recent years, 
due in part to budget constraints, there has been 
considerable activity in state legislatures to either 
add or remove dental coverage for this group. 
For example, Louisiana removed dental coverage 
for pregnant women effective January 31, 2013 
(Louisiana DHH 2012).

Other enhanced benefits. Enrollment in 
Medicaid or CHIP does not guarantee that 
pregnant women will receive recommended 
maternity care, such as early prenatal care. Most 
states cover some enhanced benefits for pregnant 
women that are designed to improve compliance 
with early prenatal care, encourage healthy 
behavior and nutrition in both the preconception 
period and during pregnancy, and to screen for, 
diagnose, and treat conditions that may complicate 
pregnancy (Johnson and Witgert 2010).

The extent of  enhanced benefits coverage offered 
by states has changed over time. More states 
provided prenatal risk assessments, nutritional 
counseling, home visiting programs, health 
education, targeted case management, and 
preconception counseling in the 1990s than in 
2007. However, other pregnancy benefits were 
more prevalent in 2007, including smoking 
cessation, transportation services, psychosocial 
counseling, dental coverage, and substance abuse 
treatment (Hill et al. 2009).

Access to Maternity Care
Having coverage for maternity services does not 
guarantee access to care. Access to obstetricians 
and gynecologists (OB/GYNs), who provide a 
majority of  maternity care, is a significant issue in 
many areas of  the country, possibly due to falling 
numbers of  practicing maternity care providers 
(Anderson et al. 2008). Many OB/GYNs have 



22 | J u n e  2 0 1 3

| RepoRt to the CongRess on MediCaid and Chip

either stopped delivering babies or plan to stop in 
the near future (Loafman and Nanda 2009).

In 2010, nearly 50 percent of  U.S. counties had no 
OB/GYNs providing direct patient care (ACOG 
2013). As another indication that OB/GYNs are 
not well distributed, 15 percent of  counties have 
above-average concentrations of  OB/GYNs 
relative to their population, while 85 percent of  
counties are below the national average. Relative to 
population, non-metropolitan counties have fewer 
than half  as many OB/GYNs as metropolitan 
counties (1.4 versus 3.3 per 10,000 females 15 years 
of  age and over). Almost all (93 percent) of  the 
counties that had no OB/GYNs also had no 
certified nurse midwives in 2003 (NCHS 2008).

Shortages of  OB/GYNs can result in long waiting 
times for appointments or long travel times to 
appointments. Obstetrics and gynecology have 
become particularly prone to workforce challenges 
due to concerns surrounding professional liability, 
unpredictable working hours, declining medical 
student interest, reductions in the numbers of  
OB/GYN residency programs, and increasing 
subspecialization by graduating residents. These 
factors have contributed to inadequate access 
to maternal and reproductive care, especially in 
underserved communities (Anderson et al. 2008).

The number of  hospitals offering obstetric 
services has also been declining over time, 
particularly in non-metropolitan counties 
that may already have a shortage of  OB/
GYNs (Zhao 2007). Forty-four percent of  
non-metropolitan counties lacked hospital-based 
obstetric services in 2002, compared with 
24 percent in 1985. In the mid-1980s, residents 
in about half  of  these counties had access to 
obstetric services in a local hospital; by the early 
2000s, only about one-fifth of  the most rural 
counties had at least one hospital providing 
obstetric services.

As the number of  practicing OB/GYNs has 
declined, other practitioners are providing 
maternity care. In areas with few obstetricians, 
much of  this care is delivered by family physicians 
and by nurse midwives or nurse practitioners. 
However, fewer family physicians have been 
providing maternity care over time (Tong 
et al. 2012). The trend is reversed for nurse 
midwives; in 2010, 8.4 percent all U.S. births were 
midwife-attended, up from 7.8 percent in 2000 
and 1 percent in 1975 (Martin et al. 2012a, 2002). 
However, nurse midwives face potential barriers, 
including lower Medicaid payments relative to  
OB/GYNs in many states, restricted hospital 
privilege policies regarding non-physician 
practitioners practicing in inpatient settings, 
and state scope of  practice laws (Brassard and 
Smolenski 2011, Reed and Roberts 2000).

Some states have implemented programs 
to increase access to obstetric providers in 
underserved areas for their Medicaid and CHIP 
enrollees. For example, New York’s Medicaid 
Obstetrical and Maternal Services Program 
provides complete pregnancy care services 
(medical and health supportive) in areas of  the 
state without prenatal care health centers. Medical 
services are provided in private physicians’ offices. 
Health supportive services such as nutrition and 
psychosocial services, health education, HIV 
counseling and testing, and assistance with the 
Medicaid and Special Supplemental Nutrition 
Program for Women, Infants, and Children 
applications are provided by approved providers.

Utilization and Expenditures 
for Medicaid Maternity 
Services
In 2010, there were about 1.8 million births 
in community hospitals to women enrolled in 
Medicaid (or in some cases CHIP) at the time 
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of  their delivery. (See Chapter 1 Appendix for 
a description of  data sources used and data 
limitations.) Almost half  (46 percent) of  all 
deliveries were paid by Medicaid in 2010 (Table 
1-3). States varied in the percentage of  total births 
paid by Medicaid from a low of  20 percent in 
Minnesota to a high of  61 percent in Oklahoma.

Medicaid spending
Medicaid spent about $11 billion on health care for 
women who delivered a baby in a hospital while 
enrolled in Medicaid in 2008 (Table 1-2). This 
includes all Medicaid costs billed for the mother 
for the 12 months before and 2 months following 
delivery, which could include costs not associated 
with the pregnancy. Sixty-nine percent of  total 
spending was for women with full Medicaid 
benefits.5 Using Healthcare Cost and Utilization 
Project (HCUP) data, which estimates costs based 
on charges for the hospitalization during which 
the deliveries occurred, the estimated cost of  
deliveries to Medicaid-covered women in 2010 was 
approximately $7.1 billion.

Cost and prevalence of  cesarean 
deliveries
In general, cesarean deliveries are more expensive 
than vaginal deliveries. Comparing the most 
common types of  deliveries, which do not have 
complicating conditions, the average cost of  
a hospitalization with a cesarean delivery paid 
by Medicaid was $5,162 in 2010 compared to 
$3,081 for a vaginal delivery with no complicating 
conditions (Table 1-4). Cesarean deliveries with 
complications also generate higher costs than 
vaginal deliveries with complications.

Cesarean deliveries also have more adverse 
outcomes than do vaginal deliveries, including 
complications of  anesthesia and surgery, as well as 
infections (Risser and King 2010). Despite the risks 
and costs of  cesarean deliveries, the percentage 

of  births by cesarean rose nearly 60 percent from 
1996 through 2011. However, the percentage of  
cesarean deliveries has stabilized over the past few 
years, remaining unchanged at 32.8 percent since 
2009 (Martin et al. 2012a).

Almost one-third of  Medicaid deliveries 
(31 percent) were by cesarean section (Table 1-3), 
though rates vary by state. For example, 21 percent 
of  Medicaid deliveries in New Mexico were by 
cesarean whereas 36 percent of  Medicaid deliveries 
in Florida were by cesarean. Medicaid cesarean 
rates did not differ from the total cesarean rate by 
more than a few percentage points in any of  the 
reporting states.

Programs to Improve the 
Effectiveness of  Maternity 
Care
State Medicaid programs have implemented a large 
number of  initiatives designed to help women 
enroll into prenatal care programs as early as 
possible, to increase compliance with prenatal 
care protocols, and to increase access to needed 
services, as well as other interventions designed 
to improve maternal and infant outcomes while 
constraining costs.

Programs to enhance and increase 
use of  prenatal care services
Research has shown that receiving prenatal care, 
especially during the first trimester, is a critical 
step toward having a healthy pregnancy and 
baby. Early prenatal visits can identify babies 
or mothers at risk for complications and give 
health care providers the opportunity to educate 
pregnant women. Early prenatal care also allows 
for appropriate first trimester screening tests that 
cannot be done at later stages of  gestation. Women 
who receive prenatal care have consistently shown 
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better outcomes than those who did not receive 
prenatal care (Alexander and Kotelchuck 2001, 
McCormick 2001).

At the federal level, the Strong Start for Mothers 
and Newborns initiative is a joint effort between 
CMS, the Health Resources and Services 
Administration (HRSA), and the Administration 
on Children and Families. With the goals of  
reducing preterm births and improving outcomes 
for newborns and pregnant women enrolled in 
Medicaid and CHIP, this initiative will test four 
evidence-based maternity care service approaches. 
These include:

 f prenatal care in group settings that 
incorporates peer-to-peer interaction in a 
facilitated setting for health assessment, 
education, and psychosocial support;

 f comprehensive prenatal care facilitated by 
teams of  health professionals, including peer 
counselors, with services such as collaborative 
practice, intensive case management, 
counseling, and psychosocial support; and

 f enhanced prenatal care, including psychosocial 
support, education, and health promotion. 
Services provided will expand access to care, 
improve care coordination, and provide a 
broader array of  health services.

TABLE 1-2.  Medicaid Spending 12 Months before and 2 Months after Delivery for Women 
with a Hospital Delivery in 2008

Number of 
Medicaid 
Deliveries

Percent of 
Medicaid 
Deliveries

Total Medicaid 
Spending for 
12 months 
before and 

2 Months after 
Delivery

Percent 
of Total 

Medicaid 
Spending for 
Women with 
Delivery in 

2008

Average 
Medicaid 

Spending per 
Woman for 
12 Months 
before and 
2 Months 

after Delivery

Total Medicaid Deliveries 1,577,433 100% $11,483,587,674 100% $7,280

Benefit Status1

full benefit package 1,096,044 69 2 8,395,765,887 73 2 7,660

Pregnancy-related 

coverage only 174,151 11 2 1,282,625,186 11 2 7,365

emergency coverage only, 

due to non-citizen status 294,508 19 2 1,707,259,262 15 2 5,797

Notes: Total federal and state spending. includes spending on behalf of medicaid-expansion CHiP enrollees. excludes deliveries and spending in the territories. 
medicaid statistical information system spending has not been adjusted to match totals in Cms-64 accounting data. births may be undercounted in states whose 
managed care encounter data are incomplete, or whose inpatient hospital claims or encounter records have missing or non-standard diagnosis and procedure 
codes. see Chapter 1 appendix for additional methodological information.
1   Columns do not sum to 100 percent because a small number of women (about 13,000) with deliveries classified as having other types of restricted benefits are 

not included here.
2   as noted above, managed care births may be undercounted in this analysis. Given that women with emergency coverage are unlikely to be enrolled in managed 

care, their shares of medicaid deliveries (19 percent) and spending (15 percent) may be overestimates. Conversely, the medicaid deliveries and spending for 
women with full or pregnancy-related coverage may be underestimates.

Source: maCPaC analysis of medicaid statistical information system (msis) data.
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TABLE 1-3. Medicaid Births in Community Hospitals, by Type of Delivery, 2010

State Medicaid Births

Medicaid Births 
as Percent of 
Total Births

Total Cesareans 
as Percent of 

Singleton Births

Medicaid 
Cesareans 

as Percent of 
Singleton Births

United States 1,812,129 46% 32% 31%
arizona 43,505 51 28 26
arkansas 20,763 56 35 34
California 244,358 49 32 31
Colorado 23,761 39 26 23
florida 115,145 55 38 36
Hawaii 6,609 42 27 27
illinois 67,524 43 30 28
iowa 15,282 40 29 28
Kansas 12,023 31 30 30
Kentucky 24,900 50 35 34
maine 5,322 43 30 30
maryland 29,638 44 34 31
massachusetts 23,573 33 32 30
michigan 51,630 46 32 30
minnesota 12,454 20 27 25
missouri 35,750 48 31 30
nebraska 9,710 38 30 29
nevada 12,922 38 35 32
new Jersey 25,444 25 37 32
new mexico 15,037 60 23 21
new york 104,641 44 34 31
north Carolina 59,800 52 31 28
oklahoma 29,590 61 34 33
oregon 19,851 46 29 28
rhode island 5,341 45 32 29
south Carolina 25,102 46 34 33
Tennessee 38,462 52 35 32
Texas 191,496 52 36 34
utah 17,581 34 22 23
vermont 2,594 46 27 26
Washington 31,482 40 30 28
West virginia 11,653 59 35 34
Wisconsin 24,954 38 25 23
Wyoming 2,045 33 28 29

Notes: singleton births are defined as delivering one baby, meaning not twins or other multiple births. in the 2010 Healthcare Cost and utilization Project (HCuP), 
states reported 48,981 medicaid multiple births in community hospitals. statistics are based in iCd-9-Cm v30 codes that indicate delivery type for the newborn. 
only liveborn singleton infants are counted in the percentages. all deliveries (including multiple births and non-liveborn infants) are counted in the total number of 
deliveries and the percentage of medicaid deliveries. as discussed in Chapter 1 appendix, medicaid births may also include CHiP births. not all states provide public 
use data for HCuP, however, the u.s. total reflects data for all states.

Source: maCPaC analysis of 2010 Healthcare Cost and utilization Project (HCuP), nationwide inpatient sample and state inpatient databases.
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The fourth approach to prevent preterm births, 
currently being evaluated, is enhanced prenatal 
care through home visiting. This approach is being 
evaluated as part of  the evaluation of  evidence-
based models under the Maternal, Infant, and 
Early Childhood Home Visiting program, Nurse 
Family Partnership, and Healthy Families America 
programs.

To date, CMS has made 27 Strong Start 
program awards using the first three models to 
organizations such as universities, health care 
authorities, health plans, and associations that 
coordinate the program for participating health 
care providers. Awardees in total can spend up 
to $41.4 million and cannot use grant funds to 
supplement or supplant any funding sources, 
including Medicaid and CHIP reimbursement.

Many states have their own programs to increase 
use of  prenatal care services, or they contract with 

health plans that have prenatal care initiatives. 
For example, Washington State’s First Steps 
program, run by the Washington State Health Care 
Authority, is designed to promote healthy birth 
outcomes, increase access to early prenatal care, 
and reduce infant morbidity and mortality. Horizon 
Health, a managed care organization that contracts 
with the New Jersey Medicaid program, created 
Moms Getting Early Maternity Services (GEMS) 
to ensure that expecting mothers get proper 
prenatal care and education regarding having a 
healthy pregnancy and baby. Boxes 1-2 and 1-3 
describe programs in place in North Carolina and 
Florida to improve pregnancy outcomes.

Programs to target high-risk 
women
Many state Medicaid programs, often in 
partnership with other state, federal, or private 
organizations, have implemented programs to 

TABLE 1-4. Cost of Medicaid Births in Community Hospitals, by Type of Delivery, 2010

Delivery Type (DRG)

Number of 
Medicaid  
Deliveries

Average Length 
of Stay (days) Average Cost

Cesarean Deliveries 548,006

Without comorbidities or major complications (766) 345,667 3.0 $5,162

With comorbidities or major complications (765) 202,339 4.3 $7,018

Vaginal Deliveries 1,195,450

Without complicating diagnoses (775) 987,770 2.1 $3,081

With complicating diagnoses (774) 159,046 2.8 $4,126

Notes: Healthcare Cost and utilization Project (HCuP) converts total charges into costs using cost-to-charge ratios based on hospital accounting reports from the 
Centers for medicare & medicaid services. in general, costs are less than charges. for each hospital, a hospital-wide cost-to-charge ratio is used because detailed 
charges are not available across all HCuP states. The costs presented here are estimates of the costs to the hospital of producing the entire hospital stay and not 
the amount billed to the medicaid program or costs to the medicaid program. drGs 767 (vaginal delivery w sterilization &/or d&c) and 768 (vaginal delivery w o.r. 
proc except steril &/or d&c) are not included here; total vaginal deliveries include these cases.

Source: maCPaC analysis of 2010 Healthcare Cost and utilization Project (HCuP).
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BOX 1-3. Florida’s Healthy Start Legislation 

florida’s Healthy start program provides for universal risk screening of all pregnant women and newborns in the state 

to identify those at risk of poor outcomes. Healthy start includes targeted support services that address identified 

risks. The range of Healthy start services available to pregnant women, infants, and children up to age three include: 

 f information and referral; 

 f comprehensive assessment of service needs in light of family and community resources; 

 f ongoing care coordination and support to assure access to needed services; 

 f psychosocial, nutritional, and smoking cessation counseling; 

 f childbirth, breastfeeding, and parenting support and education; and

 f home visiting.

Source: florida doH 2013.

BOX 1-2. North Carolina’s Pregnancy Medical Home Model 

north Carolina’s Pregnancy Home model is a three-way partnership between Community Care of north Carolina, 

north Carolina’s medicaid program, and the north Carolina division of Public Health to improve the quality of 

perinatal care given to medicaid recipients, thereby improving birth outcomes and reducing medicaid spending. first 

implemented in 2011, the partnership oversees a combined network of 14 regional networks that recruit and support 

participating providers. These providers agree to complete a risk assessment for each pregnant enrollee, collaborate 

with a care manager assigned to high-risk pregnancies, adhere to certain process and performance standards, 

and designate a practice champion. Participating primary care practices receive per member per month payments 

from medicaid (in addition to standard fee-for-service payments). The partnership’s central office supports the 

networks through analysis of claims, birth certificates, and care management data; technical assistance; and quality 

improvement support. The initiative has enhanced access to comprehensive care for pregnant medicaid enrollees, 

including access to care coordination for those facing high-risk pregnancies. Preliminary data suggest the program 

has also increased provider adherence to evidence-based care standards and has begun to have a positive impact 

on the incidence of low birth weight and rates of primary cesarean sections. Providers participating in the Pregnancy 

medical Home will receive the following:

 f exemption from prior approval on ultrasounds;

 f $50 for completing a high-risk screening tool at initial visit;

 f $150 incentive for a postpartum visit for each woman; and

 f higher payment rates for a vaginal delivery.

Source: aHrQ 2013.
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target women at greatest risk of  premature delivery 
and poor birth outcomes. These programs include 
identifying high-risk women in areas with high 
rates of  infant mortality, out-of-wedlock births, 
late or no prenatal care, teen pregnancies and 
births, and births to low-income women. They may 
also identify high-risk populations by conducting 
risk assessments at initial prenatal care visits. 
The prenatal risk assessment is often considered 
an integral part of  care coordination and case 
management because it provides the mechanism 
by which states target high-risk mothers to 
receive additional services (Johnson and Witgert 
2010). Targeted case management (called care 
coordination in some settings) is central to many 
states’ enhanced prenatal benefits programs and 
typically determines a woman’s needs by assessing 
risk factors, developing a plan of  care to address 
those needs, coordinating referrals to appropriate 
service providers, and ensuring that the woman 
receives services (Hill and Breyel 1989).

Targeted case management may target high-risk 
women based on multiple socioeconomic, health, 
or behavioral risk factors, or women with a specific 
condition or risk factor. Programs can target 
pregnant women with specific diseases, including 
sexually transmitted diseases (STDs) and HIV; 
women with multiple risk factors; or women 
with specific health behaviors such as smoking, 
alcohol or drug abuse, or obesity. Counseling for 
smoking cessation, now a required health benefit in 
Medicaid under the ACA, must be provided with 
no cost sharing to women.

Programs focused on 
preconception care
Preconception care is defined as evidence-based 
risk screening, health promotion, and interventions 
that enable women to enter pregnancy in optimal 
health (Johnson et al. 2006). The American 
Congress of  Obstetricians and Gynecologists 

(ACOG), the American Academy of  Pediatrics, 
and the American College of  Nurse-Midwives 
(ACNM) identify four key categories of  
preconception care interventions:

 f maternal assessment (e.g., family history, 
behaviors, obstetric history, general physical 
exam); 

 f vaccinations (e.g., rubella, varicella, and 
hepatitis B); 

 f screening (e.g., HIV, STD, genetic disorders); 
and 

 f counseling (e.g., folic acid consumption, 
smoking and alcohol cessation, weight 
management) (Atrash et al. 2006). 

Clinical practice guidelines have been developed 
based on evidence demonstrating the effectiveness 
of  certain preconception practices, such as 
provision of  folic acid; treatment of  diabetes, 
HIV/AIDS, maternal phenylketonuria, epilepsy, 
and STDs; and counseling for smoking, alcohol 
use, and obesity.

Medicaid does not recognize preconception care 
services as a defined category of  covered services, 
and only a handful of  states include many of  the 
elements of  preconception care in family planning 
services. In a survey of  44 responding states 
and the District of  Columbia, 26 of  the states 
covered preconception counseling in 2007, but 
only 7 states routinely consider it to be a family 
planning service, in contrast to contraceptive 
counseling (29 states and the District of  Columbia) 
and reproductive health education (20 states) 
(Ranji et al. 2009).
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Programs to reduce 
non-medically indicated 
deliveries
Recently, policymakers and payers have begun 
focusing on the impact of  non-medically indicated 
deliveries prior to 39 weeks gestation on health 
outcomes and costs. Early non-medically indicated 
deliveries include both inductions of  labor and 
cesarean births scheduled before 39 weeks of  
gestation. These types of  deliveries are associated 
with an increase in premature births, respiratory 
problems of  the infant, and admissions to 
NICUs (Smith et al. 2012, Tita et al. 2009, NIH 
2006). Although it is difficult to determine from 
administrative data whether deliveries are elective 
or not, a study conducted in 27 hospitals found 
that 71 percent of  planned deliveries via labor 
induction or cesarean section occurred for no clear 
medical reason (Clark et al. 2009).

Although there is substantial literature that 
non-medically indicated early deliveries are 
associated with several adverse outcomes (King 
et al. 2010; Risser and King 2010), little available 
literature focuses on the Medicaid population or 
the specific initiatives being undertaken by state 
Medicaid agencies to reduce the number of  these 
deliveries. In June 2012, MACPAC convened an 
expert roundtable to discuss the issue of  early 
elective deliveries in Medicaid and commissioned 
a background paper on ongoing and proposed 
Medicaid programs to reduce non-medically 
indicated deliveries. Meeting participants and the 
background paper analysis concluded that this 
apparent gap in the current literature is likely due 
to analytic limitations of  Medicaid administrative 
data and to the procedure coding system with 
respect to measuring maternity care processes, 
procedures, and outcomes, as well as to challenges 
associated with obtaining timely vital records 
data and linking these data to Medicaid data. 
In addition, several of  the programs designed 

to reduce early elective deliveries have been 
implemented relatively recently and have yet to 
be evaluated. The large shifts in mode of  delivery 
and use of  obstetric procedures in the United 
States over the last two decades have significant 
implications for Medicaid.

ACOG, ACNM, the March of  Dimes, CMS, 
and others have all called for reducing rates of  
non-medically indicated deliveries (both cesareans 
and medically induced deliveries) prior to 39 weeks 
gestation. In addition, these organizations also call 
for approaches to reduce non-medically indicated 
elective cesarean sections at any time. States have 
begun to respond to this call by changing payments 
and educating providers.

Payment initiatives
Several types of  state Medicaid payment reforms 
are being proposed and tested to reduce or 
eliminate financial incentives for potentially 
unnecessary and costly procedures during 
childbirth (Table 1-5). One approach involves 
using penalties to discourage—or payments to 
reward—use of  certain clinical procedures. Such 
an approach may involve offering additional 
payments or higher reimbursement rates to 
providers that meet a benchmark indicating 
provision of  high-quality care. Another payment 
reform approach involves providing one blended 
payment for all deliveries, where the payment is 
set at a level greater than the current payment 
rate of  a vaginal delivery and less than that for 
a cesarean delivery. A third approach involves 
providing bundled payments that encourage care 
coordination and discourage unnecessary use of  
services. Bundled payments may take the form 
of  a single, combined payment for both hospital 
and provider services, a single payment for both 
maternal and infant care, or a single payment for all 
care provided during pregnancy. 
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Several states have undertaken payment reforms 
aimed at improving the quality of  perinatal care. 
For example, Medicaid programs in South Carolina 
and Texas no longer pay for early non-medically 
indicated elective deliveries. Other states are relying 
on provider and enrollee feedback and education 
in an attempt to reduce these rates.

Quality improvement initiatives
Quality improvement initiatives generally establish 
health care processes and procedures to discourage 
elective inductions and cesarean deliveries, with 
many initiatives focused primarily on deliveries 
before 39 weeks of  gestation (Table 1-6). Common 
elements of  these initiatives include internal audit 
and feedback procedures, patient and provider 
education, policies limiting circumstances under 
which elective deliveries prior to 39 weeks can take 
place (for example, only when medically indicated 

or after peer review), and changes in delivery 
scheduling processes. Quality improvement 
initiatives have been implemented by statewide 
collaboratives, state agencies (including Medicaid), 
and health systems, with some supported by 
state legislation or occurring within a learning 
network, where hospitals or other organizations 
learn from their peers while implementing systems 
changes at the same time (Main et al. 2010). The 
Louisiana Institute for Healthcare Improvement, 
for example, is working with 28 of  the state’s 
58 maternity hospitals to engage providers in 
quality improvement programs.

Performance measurement and 
public reporting
Performance measurement and public reporting of  
perinatal health clinical quality measures is another 

TABLE 1-5.    Selected State-Based Payment Reform Initiatives to Reduce Induction, Cesarean 
Section, and Early Elective Deliveries

State Description of Initiative

Georgia starting July 1, 2013, the initiative eliminates medicaid payments for elective cesarean 

deliveries and induced deliveries before 39 weeks (Williams 2013).

Minnesota minnesota’s medicaid program offers a single blended payment for all deliveries, whether 

vaginal or cesarean. The program intends to lower the cesarean delivery rate by 5 percent.

Nevada as of march 2012, nevada medicaid pays the lower vaginal delivery payment rate for elective 

cesarean section.

South Carolina as of January 1, 2013, south Carolina no longer provides payment to hospitals and physicians 

for elective inductions or non-medically indicated deliveries prior to 39 weeks gestational age. 

This applies to both inductions of labor and cesarean sections.

Texas Texas medicaid no longer pays providers (physicians or hospitals) for elective inductions and 

cesarean deliveries prior to 39 weeks of gestation (Texas Human resources Code §32.0313).

Washington Washington state offers a 1 percent medicaid quality incentive payment to hospitals that 

maintain a rate of elective deliveries prior to 39 weeks below a given benchmark (7 percent).

Source: smith et al. 2012.
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TABLE 1-6.    Selected State-Based Quality Improvement Initiatives to Reduce Induction, 
Cesarean Section, and Early Elective Deliveries

State and 
Initiative Description of Initiative

Evidence of 
Effects

Louisiana  

39-Week  

Initiative

in this initiative, which is led by the institute for Healthcare 

improvement Perinatal improvement Community Collaborative, 

hospitals establish quality improvement policies to end early elective 

deliveries. The program uses the elimination of non-medically 

indicated (elective) deliveries before 39 Weeks Gestational age toolkit 

created by the California maternal Quality Care Collaborative, the 

march of dimes, and the California department of Public Health. as of 

January 2012, all 58 of Louisiana’s birthing hospitals were involved. 

The state medical society and the state chapter of the american 

Congress of obstetricians and Gynecologists (aCoG) are also partners 

on the project.

Program 

participation has 

been associated 

with decreases in 

the rates of neonatal 

intensive care unit 

admissions.

Minnesota beginning January 1, 2012, minnesota requires hospitals to implement 

policies and processes to minimize inductions prior to 39 weeks 

without a medical reason and to report labor induction data for all 

births covered by minnesota Health Care Programs, including medical 

assistance (minnesota’s medicaid program) and minnesotaCare 

(another publicly subsidized program for those without access to 

affordable health coverage). obstetric providers will not need to submit 

additional information with delivery claims if the following are included 

in hospital policies and quality improvement programs:

 f “hard stop” policies restricting elective inductions prior to 39 

weeks; 

 f policy encouraging documentation of final estimated date of 

delivery by 20 weeks of gestation and sharing that information 

with the patients;

 f policy encouraging patient education about elective inductions 

with documentation of that education; and

 f ongoing quality improvement review of facility-level data, with 

required audits if the rate of elective deliveries between 37 and 39 

weeks is higher than 25 percent, and required peer review of labor 

inductions prior to 39 weeks.

unknown
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State and 
Initiative Description of Initiative

Evidence of 
Effects

North Carolina 

Pregnancy 

Medical Home 

(PMH) Initiative

in this medicaid-based program, PmHs (physician practices and health 

clinics) employ care managers (nurses and social workers) from 

local health departments to provide case management for high-risk 

pregnant medicaid enrollees in the practice. The provided services 

include a comprehensive assessment on each enrollee who screens 

as high risk for poor birth outcomes and follow-up or referral for 

necessary services. To qualify for participation as a PmH, providers 

must agree to: (1) ensure that no elective deliveries (induction and 

cesarean section) are performed before 39 weeks of gestation, (2) use 

17 alpha hydroxyprogesterone to prevent recurrent preterm birth, and 

(3) maintain a primary (first birth) cesarean section rate at or below 

20 percent. PmHs, in turn, receive a higher rate of payment for vaginal 

deliveries to equal that of cesarean deliveries.

unknown

Ohio Perinatal 

Quality 

Collaborative’s 

(OPQC) 39-Week 

Project

under the 39-Week Project, the collaborative (which includes state 

government, providers, and other policymakers and leaders in perinatal 

health) works to reduce elective deliveries prior to 39 weeks by 

ensuring hospital access to best methods of care, increasing hospital 

collaboration, and providing research and evidence to leaders and 

providers. from september 2008 to June 2010, oPQC worked with 

20 maternity hospitals to implement quality improvement activities 

to reduce early elective delivery. strategies included: documenting 

reasons for a scheduled delivery prior to 39 weeks, discussing with 

patients the risks of delivery earlier than 39 weeks, and implementing 

a form for scheduled deliveries to reduce scheduled births. additional 

strategies included: pregnancy dating with an ultrasound before 

20 weeks of gestation; producing peer reviewed guidelines and 

criteria about when deliveries can be scheduled; recruiting physician 

champions for the program’s new policies; and publicly sharing 

hospital-level data on the prevalence of scheduled deliveries less than 

39 weeks.

a recent study 

suggests that 

oPQC’s 39-Week 

Project led to a 

decline in the rate 

of early elective 

deliveries from 25 

percent to less than 

5 percent over a 

14-month period 

from 2008 to 2009.

TABLE 1-6, Continued
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State and 
Initiative Description of Initiative

Evidence of 
Effects

Washington 

State Perinatal 

Collaborative: 

Reducing 

Elective Delivery 

Before 39 Weeks

The collaborative (which includes state government, hospitals and 

other providers, the march of dimes, and other organizations) is 

conducting several initiatives, including the reducing elective delivery 

before 39 Weeks initiative. The goal of the program is to reduce 

elective deliveries before 39 weeks to 7 percent or less. Participating 

hospitals are provided with support as they establish various policies 

to decrease early elective deliveries. The policies vary by hospital, but 

include requiring documentation of medical reason when scheduling a 

delivery prior to 39 weeks, requiring approval of the chief of obstetrics 

prior to scheduling a delivery, and physician and patient education 

about risks from elective deliveries prior to 39 weeks. in addition, 

hospitals submit performance measurement data consistent with the 

Leapfrog Group and the Joint Commission submission requirements.

Project reports 

indicate that from 

the third quarter of 

2010 to the fourth 

quarter of 2011, the 

rate of early elective 

deliveries decreased 

by 65 percent from 

15.3 percent to 5.4 

percent.*

West Virginia 

Elective 

Delivery Quality 

Collaborative

The collaborative was developed to reduce the rate of elective 

deliveries prior to 39 weeks of gestation. in 2009, 14 of the state’s 30 

hospitals participated in a 6-month learning collaborative that involved 

monthly reporting on quality measures, technical assistance, and 

web-based and face-to-face sessions to share lessons learned with 

other participants. Participating hospitals were provided with evidence-

based change packets that included communication and education 

materials for patients, providers, administrators, and the broader 

community, as well as best practices for quality improvement policies, 

procedures, and documentation. Partners included the Wv Health 

Care authority, the Wv Health improvement institute, the Wv Perinatal 

Partnership, and the march of dimes.

at the end of the 

6-month initiative, 

there was a 50 

percent decrease 

in the rate of 

non-medically 

indicated elective 

deliveries prior to 39 

weeks, and the rate 

had been maintained 

one year after the 

collaborative ended.

Notes: * The rate is calculated by dividing number of patients with elective deliveries between 37 and 39 weeks by number of patients who delivered babies 
between 37 and 39 weeks. This rate does not include births for most medical exclusions (Washington sHa 2013).

Sources: smith et al. 2012; Louisiana dHH 2012; minnesota dHs 2011; north Carolina dHHs 2011; oPQC 2012a, 2012b, and 2010; Washington sHa 2013; West 
virginia HCa 2011.

TABLE 1-6, Continued
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TABLE 1-7.    Performance Measurement and Public Reporting Initiatives to Reduce Induction, 
Cesarean Section, and Early Elective Deliveries

Organization and 
Initiative Description of Initiative

California Maternal 

Quality Care Collaborative 

(MQCC)

The California mQCC is rolling out a statewide data center initiative to create 

rapid-cycle performance measures about maternity services and outcomes. The 

project is supported by the Centers for disease Control and Prevention and the 

California HealthCare foundation, and is overseen by a multistakeholder collaborative. 

Partnering agencies include state government, public groups, professional groups, 

health systems, and universities. Participating hospitals will submit performance 

data, and the collaborative envisions that some performance measures will be 

publicly reported in the future. There are currently six reporting sets, including 

elective deliveries prior to 39 weeks. The Joint Commission’s measure of cesarean 

deliveries (see row below) is an updated version of a similar measure created by the 

California mQCC.

Centers for Medicare & 

Medicaid Services (CMS), 

Core Set of Children’s 

Health Care Quality 

Measures

The Children’s Health insurance Program reauthorization act required the secretary 

of the department of Health and Human services to identify an initial core set of 

recommended pediatric quality measures for voluntary use by state medicaid and 

CHiP programs. The 25 measures include one on the percentage of women who 

had a cesarean section among women with first live singleton births (also known as 

nulliparous term singleton vertex (nTsv) births) at 37 weeks of gestation or later.

The Joint Commission, 

Perinatal Care Core 

Quality Measures

The Joint Commission has a core set of five perinatal care core quality measures 

endorsed by the national Quality forum (nQf). This set includes a measure of 

elective deliveries between 37 and 39 weeks of gestation and a measure of cesarean 

deliveries for nTsv births. beginning in 2010, Joint Commission-accredited 

hospitals could choose to report on the Perinatal Care Core set of measures to meet 

accreditation requirements.

The Leapfrog Group, 

Public Reporting on Early 

Elective Deliveries

The Leapfrog Group, a non-profit organization that compares hospitals on national 

standards of safety and quality, collects and publicly reports hospital performance 

data on early elective deliveries using the nQf-endorsed measure. in 2010, Leapfrog 

became the first national organization to make hospital-specific information about 

early elective deliveries available to the public. in addition, Leapfrog is partnering 

with the institute for Healthcare improvement, Childbirth Connection, Catalyst for 

Payment reform, and employer and regional business coalition members to educate 

healthcare consumers, employers, health plans, hospitals, and policymakers about 

this issue. rates of early elective delivery among reporting hospitals improved in the 

second year of reporting, from 17 percent in 2010 to 14 percent in 2011.

Sources: smith et al. 2012; California mQCC 2013; Leapfrog Group 2013, 2012.
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strategy payers and providers can use to facilitate 
and monitor reductions in labor inductions, 
cesarean deliveries, and early elective deliveries. 
While the use of  quality measures in health care 
has expanded rapidly, there are still relatively few 
valid measures of  labor and delivery care processes 
and outcomes. In addition, performance reporting 
on maternity care remains relatively limited and 
inconsistent across the country and among various 
entities, including health plans, health systems, and 
facilities.

However, some notable efforts have been made 
in recent years to develop and promote reporting 
on measures of  elective deliveries (Table 1-7). 
The National Quality Forum endorses a set of  14 
clinical quality measures related to perinatal care, 
including a measure of  elective delivery between 

37 and 39 weeks of  gestation and a measure of  
the cesarean delivery rate in low-risk, first-birth 
women. One or both of  these measures has been 
adopted by the Joint Commission, the Leapfrog 
Group, and CMS (as part CMS’s Core Set of  25 
Children’s Health Care Quality Measures). In 
August of  2012, ACOG convened the reVITALize 
conference to assist in clarifying existing data 
definitions and in streamlining measurement for 
obstetrical outcomes nationwide (ACOG 2013).

Provider and patient education
Many organizations are funding, conducting, and 
disseminating research to increase knowledge and 
use of  evidence-based maternity care (Table 1-8). 
Recent efforts include disseminating tools that 
providers can use for quality improvement 

TABLE 1-8.   Provider and Patient Education Initiatives to Reduce Induction, Cesarean Section, 
and Early Elective Deliveries

Organization Name of Initiative Description of Initiative

California Maternal 

Quality Care Collaborative, 

California Department of 

Public Health, March of 

Dimes

elimination of 

non-medically indicated 

(elective) deliveries 

before 39 Weeks 

Gestational age Quality 

improvement Toolkit

This quality improvement toolkit aims to help groups 

decrease elective deliveries before 39 weeks and to 

identify and disseminate best practices related to 

preventing elective early deliveries.

March of Dimes Healthy babies are Worth 

the Wait

This initiative provides an implementation toolkit to 

states that aim to decrease preventable preterm birth. 

The implementation manual helps states think about the 

“five P’s”: partnerships and collaborations, provider 

initiatives, patient support, public engagement, and 

measuring progress. The march of dimes has been 

working with Kentucky on this initiative since 2006, 

and Texas and new Jersey more recently to implement 

prematurity prevention programs.

Sources: smith et al. 2012; California mQCC 2011.



36 | J u n e  2 0 1 3

| RepoRt to the CongRess on MediCaid and Chip

initiatives and reaching out to non-physician 
practitioners and allied health professionals 
to provide education and support to pregnant 
women. One recent study that examined 
childbirth-related outcomes for Medicaid enrollees 
who received prenatal education and childbirth 
support from trained doulas found that after 
controlling for clinical and sociodemographic 
factors, the odds of  cesarean delivery were 
40.9 percent lower for doula-supported births 
(Kozhimannil et al. 2013). Potential cost savings to 
Medicaid programs associated with such cesarean 
rate reductions are substantial but depend on 
states’ payment rates, birth volume, and current 
cesarean rates.

Issues and Next Steps
Medicaid and CHIP pay for nearly half  of  all 
deliveries in the United States; therefore, both the 
states and the federal government have a strong 
interest in creating the proper incentives to provide 
high-quality maternity care in the most effective 
and cost-efficient manner possible. Doing so will 
likely require efforts that touch on eligibility and 
enrollment, benefit design, payment, and program 
monitoring. Activities that will inform MACPAC’s 
future work in this area may include:

 f conducting analyses that describe the 
experiences of  pregnant women served by 
Medicaid and CHIP, including spending, use of  
different types of  services, site of  service, and 
financing arrangement (managed care versus 
fee for service); 

 f developing a more thorough understanding of  
the effectiveness of  targeted case management 
and other efforts to reduce risks associated 
with poor birth outcomes;

 f tracking federal, state, and private-sector 
efforts to reduce rates of  elective cesarean 

deliveries and non-medically indicated 
early-induced deliveries;

 f examining how changes in eligibility under the 
ACA will affect pregnant women, including 
the potential for unnecessary churning among 
Medicaid, CHIP, and subsidized private 
coverage available through exchanges; 

 f tracking the number of  states that reduce 
Medicaid eligibility levels for pregnant women 
due to the availability of  exchange coverage; 
and

 f better understanding the supply of  providers 
available to serve pregnant Medicaid and CHIP 
enrollees and possible barriers to practice 
created by state and federal law and other 
regulations or licensing practices.

Moving forward, the Commission will track and 
document trends in utilization and expenditures, as 
well as programs and initiatives to improve care to 
almost two million women who receive maternity 
care through Medicaid and CHIP each year.
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Endnotes
1  Estimates of  the number of  Medicaid and CHIP births 
vary by data source, due to factors including non-reporting 
by hospitals, non-reporting or underreporting of  managed 
care encounter data by states, and differential reporting of  
waiver and expansion program data. See Chapter 1 Appendix 
to this chapter for a comparison of  estimates of  the annual 
number of  Medicaid births by state.

2  Reporting hospitals are members of  the National Perinatal 
Information Center/Quality Analytic Services, a non-profit 
organization which began in 1985 with a charter membership 
of  major perinatal centers across the United States. 

3  Essential health benefits include ambulatory services, 
emergency services, hospitalization, maternity and newborn 
care, mental health and substance abuse services, prescription 
drugs, rehabilitative and habilitative services and devices, 
laboratory services, preventive and wellness services and 
chronic disease management, and pediatric services, including 
oral and vision care (§1302(b)(1) of  the ACA).

4  Covered preventive benefits include services for women 
established in health plan coverage guidelines supported by 
HRSA (45 CFR 147.130(a)(1)(iv)).

5  Women had an average of  about seven months of  pre-
delivery Medicaid eligibility months. For women with 
multiple deliveries in the 14-month period, expenditures for 
both deliveries are included.
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Chapter 1 Appendix

Datasets Used to Count Annual Number of  Births in 
the Medicaid Program
Data on births in the Medicaid program are available from multiple sources, and each 
source gives a somewhat different number of  births for each state. This appendix 
provides information on Medicaid births from three sources: Healthcare Cost and 
Utilization Project (HCUP) data, the National Governors Association (NGA), and a 
MACPAC analysis of  Medicaid Statistical Information System (MSIS) data (Table 1-A-1). 
The number of  states with data available in each source varies, and we report the most 
recent year of  data available when the analysis began. 

Differences among the three data sources reflect a variety of  factors, including how 
Medicaid and the State Children’s Health Insurance Program (CHIP) are identified and 
defined, the underlying data used in each source (claims, vital statistics, or other source), 
and underreporting or non-reporting of  data. For example, some states do not report 
Medicaid managed care encounter data in MSIS and some hospitals do not submit 
discharge data to states that can be used for HCUP. 

Healthcare Cost and Utilization Project
The HCUP is a family of  health care databases and related software tools and products 
developed through a federal, state, and industry partnership and sponsored by the 
Agency for Healthcare Research and Quality (AHRQ). HCUP databases bring together 
the data collection efforts of  state data organizations, hospital associations, private data 
organizations, and the federal government to create a national information resource 
of  patient-level health care data. The Nationwide Inpatient Sample (NIS) contains 
data from approximately 8 million hospital stays from roughly 1,000 hospitals; this 
approximates a stratified sample of  20 percent of  U.S. community hospitals. The State 
Inpatient Databases (SID) contains the universe of  inpatient discharge abstracts from 
data organizations. Currently 44 states participate in the SID; not all allow their data to 
be made available to the public but estimates can be generated by AHRQ. 

Insurance status information in HCUP is based on primary expected source of  payment 
reported on the discharge abstract. Patients covered by CHIP may be included under 
Medicaid, private insurance, or other insurance, depending on the structure of  the state 
program.
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TABLE 1-A-1.  Total and Medicaid Births Reported in Three Data Sources, 2008–2010

 HCUP (2010) NGA (2009)
MSIS 

(2008)

States Total births
Medicaid 

births 

Percent 
Medicaid 

births
Medicaid 

births

Percent 
Medicaid 

births
Medicaid  

births

alabama –  –  –  –  – 27,570

alaska –  –  –  5,891 53% 3,609

arizona 84,805 43,505 51% 49,538 54 52,137

arkansas 37,235 20,763 56 25,337 64 20,125

California 495,252 244,358 49  –  – 215,704

Colorado 60,266 23,761 39 26,1011 38 22,731

Connecticut –  –   – 14,5002 –  5,822

delaware –  –   – 6,202  – 2,561

district of Columbia –  –   – –   – 1,771

florida 209,525 115,145 55 –  –  69,570

Georgia –   –  – –  –  66,607

Hawaii 15,804 6,609 42 –  –  2,310

idaho –  –  –  –  –  9,618

illinois 157,019 67,524 43 81,104  – 58,844

indiana  – – – 41,793  – 36,861

iowa 38,043 15,282 40 15,732 – 14,228

Kansas 38,951 12,023 31  –  – 14,429

Kentucky 50,343 24,900 50 24,604 44 28,739

Louisiana  – – – – – 37,722

maine 12,463 5,322 43 5,400 40 6,252

maryland 68,089 29,638 44 30,267 40 28,285

massachusetts 71,810 23,573 33 12,9133  – 7,725

michigan 112,481 51,630 46 –  – 28,197

minnesota 63,563 12,454 20 31,2094  – 12,484

mississippi – –   –  – 27,142

missouri 75,278 35,750 48 31,326 48 34,994

montana – –  12,0765 – 4,098

nebraska 25,667 9,710 38 11,668 43 2,922

nevada 34,458 12,922 38 17,753 48 6,602

new Hampshire  –  – – 3,912 32 3,726

new Jersey 103,130 25,444 25 –  – 14,941

new mexico 24,917 15,037 60  – – 17,691

new york 239,999 104,641 44  – – 116,913
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 HCUP (2010) NGA (2009)
MSIS 

(2008)

States Total births
Medicaid 

births 

Percent 
Medicaid 

births
Medicaid 

births

Percent 
Medicaid 

births
Medicaid  

births

north Carolina 116,184 59,800 52% 64,439 51% 65,701

north dakota – –  – –  – 2,424

ohio – – – –  – 10,391

oklahoma 48,758 29,590 61 33,898 64 30,399

oregon 43,538 19,851 46 19,6646 43 18,119

Pennsylvania – – – 57,371  – 17,479

rhode island 11,815 5,341 45 –  – 3,947

south Carolina 54,510 25,102 46 –  – 26,467

south dakota – – – 4,662 39 4,459

Tennessee 73,816 38,462 52 43,000 49 36,277

Texas 369,475 191,496 52  –  – 216,452

utah 51,941 17,581 34 15,045 34 15,615

vermont 5,630 2,594 46 2,827 44 2,642

virginia – –  – 28,0477 27 31,193

Washington 79,463 31,482 40 –  – 20,607

West virginia 19,753 11,653 59 12,001  – 2,415

Wisconsin 66,037 24,954 38 –   – 19,031

Wyoming 6,234 2,045 33 3,401 43 3,222

U.S. Total 3,905,481 1,812,129 46% –  – 1,529,770

Notes: see text for additional methodological information. in HCuP data, medicaid is based on primary expected source of payment reported on the discharge 
abstract. several states have non-reporting hospitals which makes their estimates underreports. states with the highest underreporting (compared to american 
Hospital association data) are minnesota (14.1%), Tennessee (8.5%), Kansas (6.3%), and nebraska (4.6%). although not all states provide public use data for 
HCuP, the u.s. total reflects data for all states because estimates from the nationwide inpatient sample are weighted to reflect all discharges from community 
hospitals. dashes indicate data that are not available or not provided.

nGa data are gathered from u.s. states and territories in an annual maternal and child health survey. 

msis data include medicaid-expansion CHiP enrollees and exclude separate CHiP program enrollees. Low numbers of births in some states may indicate that the 
state has incomplete reporting of managed care encounter data or has inpatient hospital claims or encounter records with missing or non-standard diagnosis and 
procedure codes.
1   Colorado data are from the inpatient utilization reports created by the Colorado foundation of medical Care. Colorado’s total births are from the u.s. Census 

bureau, state Population estimates by Component of Change.
2  Connecticut calendar year matches department of social services claims data with department of Public Health vital records. 2009 data is an estimate.
3  massachusetts’ birth data include CHiP births.
4  medicaid births for minnesota include births in minnesota’s 1115 medicaid expansion program (minnesotaCare).
5   montana’s definition of a medicaid birth is any child that had a paid medicaid claim indicating delivery or a paid medicaid claim in the first month of life, or a child 

that has been matched to a mother eligible for medicaid and the mother had a paid medicaid claim indicating a delivery.
6  oregon bases the number of medicaid births on medicaid claims data. 
7  virginia data is based on the state fiscal year and is derived from the virginia department of Health, office of vital statistics.

Sources: maCPaC analysis of Healthcare Cost and utilization Project (HCuP) nationwide inpatient sample and state inpatient databases; national Governors 
association (nGa) Center for best Practices 2010 maternal and Child Health update; and medicaid statistical information system (msis) data. 

TABLE 1-A-1, Continued
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Several states have non-reporting hospitals, which 
makes their estimates lower than they would 
be if  full data were available. States with the 
highest number of  hospital discharges that are 
underreported (compared to American Hospital 
Association data) are Minnesota (14.1 percent), 
Tennessee (8.5 percent), Kansas (6.3 percent), and 
Nebraska (4.6 percent). For statistics reported at 
the national level, available data in the NIS are 
weighted to obtain a nationally representative 
estimate of  all discharges from community 
hospitals.

National Governors Association
NGA’s 2010 Maternal and Child Health Update 
presents data for 2009 and prior years gathered 
from U.S. states and territories in an annual 
maternal and child health survey (NGA 2011). 
The survey was sent out to state governments; 
states report births at the state level. The number 
of  states reporting data on Medicaid births varies 
from year to year and, as indicated in state-specific 
notes, sometimes includes separate CHIP-financed 
births.

Medicaid Statistical Information 
System
MSIS is a data source compiled by the Centers 
for Medicare & Medicaid Services (CMS) from 
detailed Medicaid eligibility and claims information 
reported on a quarterly basis by the 50 states and 
the District of  Columbia since fiscal year 1999. 
These raw data are processed and made available 
by CMS in a number of  formats including the 
online State Summary Datamart that provides 
state-level statistics for months, quarters, and 
fiscal years; Annual Person Summary files with 
person-level summary information for each 
fiscal year; and Medicaid Analytic eXtract (MAX) 
data files that have been enhanced for research 
purposes (e.g., through the creation of  final 

action claims by date of  service that incorporate 
information from original submissions and 
any subsequent adjustments). For this analysis, 
MACPAC used a file similar to the MAX that was 
created by Acumen, LLC from raw MSIS data.

The analysis identified Medicaid births in the 
MSIS by the presence of  specific procedure and 
diagnosis codes on an inpatient fee-for-service 
claim or inpatient encounter record with a date 
of  service in calendar year 2008. The following 
specific codes, listed on inpatient claims and 
inpatient encounter records, were used to identify 
women with deliveries: 

 f ICD-9-CM codes 650, 651-659, 660-669, 
669.5x-669.7x,V27.x; 

 f DRG codes 370-371, 372-375, 765-766, 767-
768, 774-775; and 

 f CPT codes 59514, 59620, 59409, 59612, 59515, 
59622, 59410, 59614. 

Most states with managed care report at least 
some encounter data in MSIS, but births may be 
undercounted in states whose encounter data are 
incomplete or of  low quality (Byrd and Dodd 
2013). Births may also be undercounted in states 
whose inpatient hospital claims or encounter 
records have missing or non-standard diagnosis 
and procedure codes.

Total Medicaid spending in the 12 months before 
and 2 months after the birth date was obtained 
by summing the Medicaid paid amounts for 
claims with dates of  service within this period 
surrounding and including the birth. Although a 
woman’s length of  Medicaid enrollment prior to 
giving birth may vary for a number of  reasons, 
including her pathway to eligibility, all pregnant 
women remain eligible for Medicaid for at least 
60 days postpartum.

The MSIS analysis includes Medicaid-expansion 
CHIP enrollees and spending, although other 
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MACPAC Medicaid analyses (e.g., most MACStats 
tables and figures where Medicaid and CHIP tend 
to be reported separately) may exclude them. It 
excludes separate CHIP enrollees and spending. 
Readers should note that MSIS data are known to 
undercount total U.S. Medicaid spending relative to 
CMS-64 data submitted by states to obtain federal 
matching funds, with variation by state and type of  
service. Medicaid spending amounts from MSIS 
presented in this chapter have not been adjusted 
to address this issue, as done in other MACPAC 
analyses.





2C H A P T E R

Medicaid Primary Care Physician  
Payment Increase
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Key Points

medicaid Primary Care Physician Payment increase

 f The Patient Protection and affordable Care act (aCa, P.L. 111-148, as amended) 
includes a provision that requires state medicaid agencies to increase the payment 
rates of services furnished by certain primary care physicians in 2013 and 2014 
to medicare levels. The provision applies to fee-for-service fee schedules and 
medicaid managed care organizations (mCos). The federal government will fund 
the full cost of the difference between the prevailing fee schedule on July 1, 2009 
and the 2013 and 2014 medicare rates. 

 f in an effort to understand the operational and policy issues surrounding 
implementation of this provision and its potential effects on access, maCPaC 
conducted semi-structured interviews with six states (alabama, California, indiana, 
massachusetts, oregon, and rhode island) and the district of Columbia in late 
2012 and early 2013. several issues emerged during early implementation of the 
provision including: 

 ■ some states reported difficulty in identifying eligible providers.

 ■ states reported that the system modifications necessary for claims 
payment are more complex than routine payment rate changes, and require 
more time to implement.

 ■ some states and mCos noted that they would need to amend their 
contracts and adjust capitation payments in order to ensure that payment 
increases were passed through to physicians participating in medicaid 
mCo networks.  

 f several state medicaid officials, medicaid managed care staff, and provider 
organizations expressed concern that the effect of the provision on provider 
participation may be limited because it is set to expire after 2014. 

 f six months into implementation, questions are already being raised about the effect 
of the payment increase.  evaluation efforts could use claims data to examine 
changes in service use. However, complete national claims data are not likely to be 
available until after the provision expires at the end of 2014. surveys of physician 
attitudes or state-specific workforce data could provide useful information in a more 
timely fashion.
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2C H A P T E R

Medicaid Primary Care Physician 
Payment Increase

The Patient Protection and Affordable Care Act (ACA, P.L. 111-148, as amended) 
includes a provision that requires Medicaid to increase the payment rates of  services 
furnished by certain primary care physicians in 2013 and 2014 to Medicare levels. This 
requirement is projected to increase Medicaid rates for these services by 73 percent on 
average in 2013, although there is significant variation around this average (Zuckerman 
and Goin 2012). Primary care rates in six states (Rhode Island, New York, California, 
Michigan, New Jersey, and Florida) are expected to double. On the other hand, rates 
in three states (Wyoming, Oklahoma, and Delaware) are likely to increase by less than 
5 percent and rates in two other states (Alaska and North Dakota) are expected to 
remain the same. The federal government will fully fund the increase in payment rates.1

The Commission’s interest in this provision relates both to its work focusing on the 
implementation of  the ACA and to more general issues of  payment and access that are 
referenced in its statutory mandate. To better understand issues in implementation, we 
undertook a series of  semi-structured interviews in several states with state Medicaid 
officials, Medicaid managed care organizations (MCOs), and provider organizations. 
Because these interviews took place in fall 2012 and early winter 2013, they primarily 
focused on state planning efforts and early issues encountered in implementation, 
concerns mirrored in official comments to the Centers for Medicare & Medicaid 
Services (CMS) in the rulemaking process. We also took the opportunity to explore state 
and stakeholder perspectives on the effect the payment increase might have on enrollee 
access to primary care and plans for evaluating its impact.

This chapter begins by describing the concerns that led to the inclusion of  the payment 
rate increase in the ACA, including a review of  previous research on the effect of  
payment increases on physician participation and enrollee access to care. Subsequent 
sections provide an overview of  both statutory and regulatory requirements for 
states, and discuss some of  the concerns that have surfaced as states proceed with 
implementation. The chapter concludes with a brief  discussion of  evaluation strategies.
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Access to Primary Care and 
Physician Payment
Inclusion of  the primary care rate increase in the 
ACA reflects two related concerns about access 
to care for Medicaid enrollees. First, there were 
particular concerns that the expansion of  Medicaid 
eligibility to millions of  additional enrollees could 
compromise access to primary care physicians for 
current Medicaid enrollees and result in higher 
levels of  unmet need (Ku et al. 2011). For example, 
after Massachusetts enacted health insurance 
reforms in 2006, individuals reported longer 
wait times for office visits and more difficulty 
finding a doctor than they experienced prior to 
the reforms (KFF 2012, Long 2010).2 But the 
provision also reflects more general concerns that 
low Medicaid physician payment rates (relative 
to other payers) affect physician participation in 
Medicaid, and thus access to care (Decker 2012, 
Cunningham and May 2006). While other factors, 
such as administrative burden, are also known to 
affect physician participation, the following section 
reviews what is known about the relationship 
between fee-for-service (FFS) payment rates and 
physician participation in Medicaid. The provision 
also affects managed care payments to physicians, 
an area that has been subject to less study.

Medicaid FFS physician payment rates are, on 
average, two-thirds of  the rates that Medicare 
pays, although this varies by state and by service. 
In 2012, 38 states and the District of  Columbia 
paid 85 percent of  the Medicare rate or less for all 
physician services, while only 3 states offered rates 
that were higher than Medicare for all physician 
services on average (Zuckerman and Goin 2012).3

The disparity between Medicaid and Medicare 
payment rates is even larger for primary care 
services. In 2012, Medicaid payment rates for a 
representative sample of  primary care services 
eligible for the ACA payment increase were 

58 percent of  Medicare rates. This disparity has 
increased recently: payments for these primary 
care services were 65 percent of  Medicare’s rates 
in 2008. However, the difference over time is due 
primarily to increases in Medicare’s payments 
for certain physician services (Zuckerman and 
Goin 2012).

Because states have the authority to establish 
payment rates within broad federal parameters, 
Medicaid FFS physician rates vary across states. 
Nine states and the District of  Columbia have 
reduced physician payment rates since July 1, 2009 
(Ollove 2013).

The rate of  physician participation in Medicaid has 
historically been considered an indicator of  access. 
In a survey from 2004 and 2005, 21 percent of  all 
physicians reported that they were not accepting 
new Medicaid patients (Cunningham and May 
2006). In contrast, 4.3 percent reported that they 
were not accepting new privately insured patients, 
and 3.4 percent reported that they were not 
accepting new Medicare patients.

Lower rates relative to other payers are also 
associated with lower levels of  physician 
participation. A 2012 study found that about 
70 percent (69.4 percent) of  physicians accepted 
new Medicaid patients in 2011. In contrast, 
81.7 percent of  physicians accepted new privately 
insured patients, and 83 percent accepted new 
Medicare enrollees. New Jersey (40.4 percent) and 
California (57.1 percent) had the lowest percentage 
of  physicians accepting new Medicaid patients, 
and Minnesota (96.3 percent) and Wyoming 
(99.3 percent) had the highest. The study 
compared the share of  physicians accepting new 
patients with the Medicaid-to-Medicare fee ratio 
in each state, and found that a 10 percentage 
point increase in the fee ratio correlated with a 
4 percentage point increase in the acceptance of  
new Medicaid patients (Decker 2012).
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Medicaid enrollees are more likely to see a 
physician in an outpatient setting or emergency 
room than a physician’s office in states where rates 
are low relative to Medicare. One study found that 
as the Medicaid-to-Medicare fee ratio decreased 
(from 1 to 0.64), the likelihood of  Medicaid 
enrollees receiving physician care in an outpatient 
hospital department or emergency department 
increased by 10.7 percentage points (Decker 
2009). On the other hand, researchers have also 
demonstrated that higher payments increase 
the probability of  Medicaid enrollees having a 
visit with a doctor or other health professional 
(Shen and Zuckerman 2005).

Payment rates are just one of  several factors 
that affect physician participation in Medicaid. 
Physicians typically cite low rates as a major 
factor in not accepting new patients, but other 
factors—such as patient non-compliance, delayed 
payment, and paperwork requirements—rank 
close behind (Cunningham 2011, KFF 2011, 
Cunningham and Nichols 2005). About 70 percent 
of  physicians said that billing requirements and 
paperwork were a moderate or very important 
reason for not accepting new Medicaid patients 
in a 2004 and 2005 survey, ranked second behind 
low payment rates (84 percent) (Cunningham and 
May 2006). In the same survey, physicians reported 
that Medicaid required more prior authorizations 
than private insurance carriers.4 Close to two-
thirds (64.8 percent) of  all physicians reported 
that delayed payment was a moderately or very 
important reason for not accepting new Medicaid 
patients.

Statutory and Regulatory 
Requirements for the Primary 
Care Physician Payment 
Increase
As noted above, the ACA requires that state 
Medicaid programs pay rates at least as high as 
Medicare rates for primary care services furnished 
by certain physicians in 2013 and 2014 (§1202). It 
also requires that states implement the rate increase 
in their Medicaid managed care programs as well 
as in FFS Medicaid. The federal government will 
fund the cost of  the difference between the state’s 
Medicaid fees as of  July 1, 2009, and Medicare fees 
in 2013 and 2014 at a 100 percent federal matching 
rate. The nine states and the District of  Columbia 
that reduced Medicaid physician rates since July 
1, 2009, must fund the difference between their 
current rates and the prevailing rates on that date, 
at their usual federal medical assistance percentage 
(FMAP). The payment rate increase is expected 
to cost the federal government nearly $11.9 
billion over the two-year period and save state 
governments over $500 million in provider 
payments for those states that have increased rates 
since July 1, 2009 (CMS 2012b).5 Costs incurred to 
Medicaid agencies in implementing the provision 
are not eligible for enhanced match.

CMS published a final rule for the implementation 
of  the provision on November 6, 2012 (CMS 
2012b), and has issued six further clarifying 
documents since then.6 Selected regulatory 
requirements are described below.

Eligibility for increased payments
Not all providers are eligible for increased payment 
rates under the ACA, nor are all services included. 
Eligibility requirements and the process for 
verification are described below.
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Eligible services. The payment increase applies 
to evaluation and management services and some 
vaccine administration services. Evaluation and 
management services primarily include physician 
visits in which the physician takes a patient’s 
history, examines the patient, and engages in 
medical decisionmaking or counseling.7

Eligible providers. The statute limits increased 
payment to physicians with a primary specialty 
designation of  family medicine, general internal 
medicine, or pediatric medicine. The final rule 
identifies eligible providers to include physicians 
practicing primary care with a subspecialty 
recognized by the American Board of  Medical 
Specialties (ABMS), the American Board of  
Physician Specialties, or the American Osteopathic 
Association (AOA).8 The rule also extends 
eligibility to physicians who are not board certified 
in a primary care field if  they show that 60 percent 
of  their Medicaid billed claims for the prior 
year (or previous month, for newly participating 
physicians) were for eligible services.9

Non-physician practitioners, such as advanced 
practice nurses and physician assistants, may be 
eligible for the payment increase if  they provide 
primary care services under the supervision of  
an eligible provider. Physicians practicing in rural 
health clinics and federally qualified health centers 
are not eligible for the higher payments because 
these entities are governed by special payment 
rules and are classified under a different benefit 
category than specified in the Social Security Act.

Verification of  eligibility. Physicians are required 
to self-attest to their eligibility by providing 
evidence of  either board certification in one of  the 
specialty or subspecialty designations, or an eligible 
claims history. The proposed rule had included 
a requirement that states verify the eligibility and 
self-attestation of  each physician. Some states 
commented that this would be administratively 
burdensome and require costly modifications to 

their Medicaid Management Information Systems 
(MMIS) used to process and adjudicate claims. 
In response, CMS amended the final rule and 
instead required states to retrospectively review a 
statistically valid sample of  physicians receiving the 
higher payments in calendar year (CY) 2013 and 
CY 2014 to verify their eligibility for the payment.

CMS provided additional details and guidelines 
for the self-attestation process in further sub-
regulatory guidance:

 f States may establish reasonable time frames 
for providers to submit self-attestations 
(CMS 2013c). All providers will be eligible 
for increased rates on the date that they make 
their self-attestation but may also be eligible 
for services already provided dating back to 
January 1, 2013. Many states required that 
providers make their attestations prior to 
March 31, 2013, in order to receive retroactive 
payments. Other states will not provide 
retroactive eligibility (AAP 2013).

 f States may require providers to resubmit 
self-attestations each year (CMS 2013c).

 f Providers who participate in both Medicaid 
FFS and managed care are required to 
self-attest only once, effectively requiring 
state agencies to coordinate sharing of  
self-attestation information with managed care 
plans (CMS 2013a).

 f States may delegate self-attestation collection 
to their contracted MCOs (CMS 2013a).

Payment amounts and frequency
States were required to submit a state plan 
amendment (SPA) with their proposed 
implementation procedures by March 31, 2013.10 
This must include information on their payment 
amounts, payment type, and managed care 
methodologies, as described below.
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Payment amount. The final rule provided some 
flexibility to states in determining their payment 
rates for eligible primary care services in 2013 and 
2014. Medicare fees vary by geographic area and 
site of  service (e.g., physician office versus hospital 
outpatient department). In response to state 
concerns about administrative complexity, CMS 
does not require states to vary their new Medicaid 
rates to the same extent. In their SPAs, states were 
required to indicate how they will address the 
following options in rate setting:

 f Geography. States may pay the region-specific 
Medicare physician fee schedule rate or use an 
average rate for all counties.

 f Site of  service. States may implement site-
of-service rate adjustments or pay one rate 
for each code, based on Medicare’s rate for 
office-based services.

 f Provider type. Some states also vary rates 
based on provider type, paying mid-level 
professionals a lower rate than physicians—for 
example, paying physician assistants providing 
services under the supervision of  a physician 
80 percent of  the physician rate. The final rule 
stipulates that a state’s mid-level professional 
payment methodology in place on July 1, 2009, 
must also be used for covered services and 
eligible providers under the primary care 
payment increase provision.

In addition to updating the rates paid for vaccine 
administration codes, the rule also updates the 
maximum regional administration fee that a 
provider may charge to administer vaccines to 
children eligible for the Vaccines for Children 
(VFC) program.11

Payment type and frequency. The final rule 
provides states two alternatives for making 
payments to physicians:

 f Add-on to the existing fee schedule. Under 
this option, states would adjust their fee 

schedule to include the 2013 or 2014 Medicare 
rates and would provide the payment increase 
to physicians on a claim-by-claim basis.

 f Lump-sum supplemental payment. If  states 
do not wish to adjust payments for each claim, 
they may calculate the additional amount owed 
to each physician and pay the amount in a 
lump sum quarterly or more frequently.

States were required to specify in their SPAs which 
methodology they will use. And while CMS may 
adjust the Medicare physician fee schedule more 
than once annually, the final rule allows states the 
option to adjust their fee schedule each time a new 
Medicare physician fee schedule is published or 
once annually.

Managed care. Medicaid MCOs must comply 
with the ACA primary care payment provision in 
2013 and 2014. This obligation must be specified 
in the states’ contracts with the MCOs. For each 
MCO contract, the state is required to submit 
to CMS the methodologies the state will use to 
identify the services covered by the payment, to 
calculate the amounts owed, and to verify that 
MCOs delivered the enhanced primary care rate to 
eligible providers.

CMS developed a framework for states that could 
assist them in this process. CMS has also issued 
two additional question and answer documents 
for implementation in managed care settings that 
answer eligible provider, eligible payment, and 
operational questions specific to MCOs (CMS 
2013b, CMS 2012d).

Interaction with Medicare payments for dual 
eligibles. The payment increase will also affect 
physicians who provide care to individuals dually 
eligible for both Medicare and Medicaid. Medicare 
is the primary payer for primary care services 
for these individuals, and Medicaid covers cost 
sharing. However, in many states, Medicaid pays 
the lesser of  the Medicare cost-sharing amount 
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or the difference between the Medicaid rate and 
the amount already paid by Medicare—effectively 
limiting the physician’s total payment to the 
Medicaid rate when it is lower than Medicare’s rate. 
(For a more complete discussion of  these lesser-of  
policies, see MACPAC’s March 2013 report to the 
Congress.) When Medicaid physician fees are paid 
at Medicare rates in 2013 and 2014, primary care 
physicians serving dual eligibles under lesser-of  
policies should receive full payment of  Medicare 
coinsurance.

Issues Emerging from Early 
Implementation
The primary care payment increase provision 
is simple in concept, but has proven difficult to 
operationalize. Although states routinely make 
changes to their fee schedules and payment 
policies, this provision is distinguished by the 
fact that the changes are federally mandated for 
specific services provided by specific physicians. 
States must make administrative changes in order 
to comply with these requirements— changes that 
are not easy to make, particularly within the short 
time frame between the publication of  the final 
rule and the effective date of  the provision. The 
requirement that the payment increase also apply 
to managed care represents an additional layer of  
complexity.

In order to better understand the challenges 
associated with implementation, MACPAC 
conducted semi-structured interviews with officials 
from six states (Alabama, California, Indiana, 
Massachusetts, Oregon, and Rhode Island) and the 
District of  Columbia.12 Interviews were conducted 
from mid-October 2012 through January 2013, 
and most state Medicaid policy officials were 
interviewed around the time the final rule was 
published in November. This meant that state 
Medicaid officials were either anticipating or 

analyzing the final rule, and staff  responded to 
our interviews with some uncertainty about how 
to proceed with implementation issues such as 
site-of-service and geographic adjustments to their 
fee schedules, proposed requirements that were 
eventually made optional in the final rule.

These interviews and subsequent conversations 
with Medicaid officials and other stakeholders 
brought to light concerns in six areas: modifying 
claims-processing systems, identifying eligible 
providers, the exclusion of  mid-level and non-
physician practitioners, aligning with current 
payment methodology, the time allotted to 
implement the provision, and the temporary nature 
of  the provision. The discussion below highlights 
the themes raised in the interviews, many of  which 
were reinforced by comments on CMS’ proposed 
rule and more recent reports from states, provider 
associations, and others.

MMIS modifications. Although states make rate 
adjustments routinely, the MMIS changes required 
to implement the primary care payment increase 
are not routine, and the administrative costs of  
making them will be matched at the usual FMAP. 
The data systems changes essentially require new 
functions: flagging providers as eligible or ineligible 
for a rate increase based on self-attestation, 
paying two rates for a specific code depending on 
provider eligibility, and tracking and reporting the 
amount spent on the increased rates to CMS for 
enhanced federal match. Such changes have to 
be programmed into the MMIS system and then 
tested.

Identifying eligible providers. States consistently 
reported that determining which providers would 
be eligible for the rate increase based on specialty 
or subspecialty is both complex and burdensome. 
States must develop and implement a self-
attestation process for providers that is unique 
to the primary care payment increase. Moreover, 
not all states routinely collect board certification 
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information from their providers. Additionally, 
states reported not having complete encounter 
and FFS claims data to determine eligibility for 
providers who participate in both FFS Medicaid 
and MCOs and are seeking eligibility under the 
60 percent billed code threshold. States must also 
coordinate the self-attestation process with their 
managed care contractors.

Non-physician providers. Some states 
interviewed indicated that the effect of  the 
provision on access to care may be limited because 
the statute excludes independently practicing 
non-physician practitioners. Some states rely on 
these providers, particularly in underserved and 
rural areas.13 And for non-physician practitioners 
practicing under the supervision of  a physician, 
the state must verify that the supervising physician 
has self-attested to his or her eligibility, another 
possible layer of  complexity.

Aligning alternative payment methods. Not 
all states use procedure codes in the same way, 
and aligning alternative payment methods with 
Medicare’s payment rates can be a challenge. 
For example, some states will pay for pediatric 
vaccine administration using the service codes 
associated with the vaccines instead of  the vaccine 
administration codes.14 The requirement that states 
pay at Medicare rates for certain codes makes it 
necessary for states to crosswalk codes unique to 
their state with those used by Medicare, and, in 
some cases, amend their payment policy.

In some cases, states indicated that the provision 
conflicts with other efforts to implement 
alternative payment methods. For example, 
some states are considering accountable care 
organizations or bundled payments as alternatives 
to traditional FFS methods. Among states that are 
implementing alternative payment methods, the 
primary care rate increase means that while they 
are moving away from the traditional volume-based 
FFS system, they have to maintain some form of  

it to ensure their compliance with the primary care 
rate increase provisions.

Implementation time frame. Publication of  the 
final rule on November 6, 2012, gave states little 
time to be ready for making increased payments on 
January 1, 2013. In addition to the systems changes 
and provider outreach activities described above 
(which may include additional steps in a managed 
care environment, discussed later), each state had 
to submit a SPA. All states were able to meet CMS’ 
March 31, 2013, deadline to submit their SPA, 
and as of  mid-June, SPAs had been approved for 
nearly half  of  the states. Thus, only these states 
were allowed to make increased payments five 
months after the effective date of  the provision. 
At the time of  our interviews, state Medicaid 
officials had anticipated delays and were planning 
to make at least some increased payments to 
providers retroactively, even in states that planned 
to implement the provision as an add-on to the 
standing fee schedule.

Primary care rates in 2015 and beyond. A 
consistent theme from MACPAC’s interviews 
was a concern that the effect of  the provision on 
provider participation may be limited because it 
is set to expire after 2014. Several of  the states 
included in our interviews indicated that they are 
unlikely to be able to maintain the rates in 2015 
and beyond without the enhanced federal matching 
funds. For example, the California legislature 
passed a law in June 2012 (AB 1467 [Monning], 
Chapter 23, Statutes of  2012), that mandated that 
rates return to pre-2013 levels in 2015 unless the 
enhanced federal match continues. Others voiced 
concern that rolling back rates in 2015 to pre-2013 
levels would be perceived as a rate reduction 
rather than a discontinuation of  the rate increase 
and could negatively affect provider recruitment 
efforts. Such concerns were also cited as a rationale 
for making lump-sum supplemental payments 
rather than incremental additional payments for 
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each primary care claim. Similarly, some states 
reported concerns that because the rate increase is 
temporary, it will not provide enough incentive for 
non-participating physicians to become Medicaid 
providers.

Implementation Issues 
Specific to Managed Care
Many of  the challenges reported by states in 
implementing the provision within FFS extend 
to managed care, including identifying eligible 
providers, modifying administrative systems, and 
coordinating attestation. In addition, states must 
develop a methodology to adjust payments to 
MCOs to account for the increase in spending 
on eligible services and report this amount 
for enhanced federal funding. This requires 
contracting with actuaries to calculate and certify 
rates, and then amending contracts with managed 
care plans to reflect new rates.

Managed care rate setting. States typically 
pay participating managed care plans through a 
capitation payment—a fixed payment for a defined 
package of  benefits, usually paid on a per member 
per month basis.15 The methodology that states 
use to determine these capitation rates must be 
certified by actuaries and approved by CMS. To 
meet the requirements of  the statute, states must 
adjust those methodologies to pass the primary 
care increase through to eligible physicians and 
identify the payment amount eligible for full 
federal funding.

CMS published technical guidance that states could 
use for this task, proposing three risk models that 
would generally be considered reasonable and 
acceptable and would deliver enhanced payment 
to eligible physicians participating in managed care 
networks:

 f Full-risk prospective capitation. The 
state calculates the capitation rates for 2013 
and 2014 inclusive of  the primary care rate 
increase. This model shifts financial risk 
entirely to the managed care plan because there 
would be no reconciliation to actual utilization.

 f Prospective capitation with risk 
sharing that incorporates retrospective 
reconciliation. The state calculates the 
capitation rates for 2013 and 2014 inclusive 
of  the primary care rate increase but 
retrospectively analyzes encounter data and 
reconciles payments to the plans to ensure that 
capitation payments were sufficient to cover 
the rate increase. States may reimburse plans 
for the full amount of  any shortfall, or use 
a risk-sharing arrangement so that the state 
only gives the plan additional funds for costs 
outside of  a specified risk corridor.

 f Non-risk reconciled payments for 
enhanced rates. The state makes 2013 and 
2014 capitation payments to managed care 
contractors without adjusting for the primary 
care rate increase. Instead, the managed 
care contractor reports primary care service 
utilization at some interval (e.g., quarterly), 
and the state reviews the report and pays 
accordingly.

According to CMS, every state has proposed to use 
one of  these models (CMS 2013d). In some cases, 
states have customized the model to better fit their 
program (Mercer 2013).

Under any of  these models, states must make a 
judgment about the share of  capitation payments 
that is attributable to eligible primary care services 
at the Current Procedural Terminology (CPT) 
code level. This task is challenging because MCOs 
may use varying payment methods to compensate 
providers (Mercer 2013). For example, MCOs may 
employ salaried physicians or use sub-capitated 
agreements. Neither method is tied to the volume 
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or type of  services the physician provides. MCOs 
may also use a different coding system that would 
require a crosswalk, perhaps imperfect, to those 
used in the Medicare physician fee schedule.

When calculating the additional primary care 
payment for MCOs, states must also decide 
whether to calculate a single, average amount for 
all enrollees or to vary the payment across different 
subgroups to reflect differences in their utilization 
of  the eligible primary care services. Calculating 
the impact at this rate-cell level might better align 
payment to take into account differences in plans’ 
enrollment mix, but would likely be more difficult 
to administer (Mercer 2013).

Also at issue is the availability of  data to conduct 
the provider and procedure-level analyses required 
to calculate the level of  rate increases. Actuaries 
typically use plan encounter data and financial 
statements, which may not have sufficient detail for 
this purpose.

Managed care contract amendments. Finally, 
states must renegotiate contracts with MCOs, a 
source of  concern among state officials in our 
interviews.16 Some states anticipated this in late 
2012 and either put contract changes on hold 
or put in placeholders for the payment increase 
during contract negotiations with MCOs. They 
anticipated amending those contracts upon receipt 
of  formal guidance and approval of  their plans 
from CMS. CMS will use approved SPAs and 
payment increase methodologies in their approval 
of  contract amendments.

Evaluation
Given the limited two-year time period that the 
primary care payment increase will be in effect, 
questions are already being raised as to whether 
an extension of  the policy is warranted. Although 
prior research suggests an association between 

relatively higher physician fees and physician 
participation, it is not clear whether this scenario 
will be borne out.

At the time of  our interviews, state officials were 
more focused on implementation than evaluation. 
Moreover, complete national claims data that could 
be used to examine changes in service use will not 
be available until well after the payment increase 
expires at the end of  2014. On the other hand, 
surveys of  physician attitudes or state-specific 
workforce data could provide useful information in 
a more timely fashion.

States are required to submit certain physician 
participation and utilization information, pre- 
and post-implementation, to CMS (42 CFR 
447.400(d)). CMS will specify the format that states 
will use to submit data and when submissions are 
due, and is likely to elaborate on what information 
is expected at that time. The regulation requires 
CMS to make the information from states available 
on the Medicaid website. State-specific information 
that includes participation among non-physician 
practitioners, as well as provider specialty and 
subspecialty details, could prove useful in assessing 
the effect of  the provision in advance of  a more 
comprehensive and systematic evaluation.

Efforts to implement the primary care payment 
increase are ongoing, and we can expect more 
states to begin making increased payments as they 
receive SPA approval. As states transition to day-
to-day operation, more information will become 
available. In the months ahead, the Commission 
will continue to monitor implementation and will 
be looking at efforts of  state, federal, and academic 
evaluators to see what can be learned to inform 
future work.
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Endnotes
1 The increase, as described later in this chapter, is the 
difference between the prevailing fee schedule on July 1, 
2009, and the 2013 and 2014 Medicare rates. This difference 
is fully funded by the federal government; administrative 
costs associated with implementing this change are funded at 
a state’s usual FMAP.

2 The Massachusetts reform had some positive effects: 
more people reported having a usual source of  care, and 
the number of  people who had one physician office visit in 
the past year increased (Long and Masi 2009). On the other 
hand, individuals’ reported level of  unmet need was nearly at 
the same level it was pre-reform.

3 Published Medicaid FFS rates may not reflect total 
payments to physicians. In fiscal year 2012, 20 states made 
supplemental payments to physicians, typically those 
employed by state university hospitals (MACPAC 2013). 
These payments are made in addition to the standard fee 
schedule payments.

4 Prior authorization is the requirement that a provider 
must obtain prior approval from a health insurer (including 
Medicaid) before providing a service to an enrollee. Without 
this approval, the insurer may deny a claim and not pay the 
provider for the service.

5 These figures represent aggregate projections. The state 
savings come with two caveats. The first is that savings 
figures do not include administrative costs incurred by states 
as they operationalize the provision. Secondly, some states 
will have to pay the difference between current rates and the 
rates as of  July 1, 2009, with their usual federal match.

6 The first two documents came out at the same time as 
the final rule (CMS 2012c and 2012d). An additional set 
came out in 2012 (CMS 2012a), and three more have been 
published in 2013 (CMS 2013a, 2013b, and 2013c).

7 Evaluation and management codes are designated as codes 
99201 through 99499 in the CPT code set. The vaccine 
administration services covered by the payment provision 
are CPT codes 90460 and 90461 for administration and 
counseling related to children’s vaccines, and 90471–90474 
for other vaccine administration. For codes for which there 
is no Medicare rate, CMS will publish applicable rates. 
States with alternative methodologies for paying for vaccine 
administration may also be eligible to increase those rates in 
an equivalent manner, subject to CMS approval.

8 The ABMS recognizes approximately five eligible family 
medicine subspecialties, and some examples include 
adolescent medicine, geriatric medicine, and sports medicine. 
Among the list of  internal medicine subspecialties recognized 
by ABMS (19 total) and AOA (11 total), some examples 
include diabetes and metabolism, gastroenterology, and 
rheumatology. Among the list of  pediatric subspecialties 
recognized by ABMS (20 total) and AOA (5 total), some 
examples include neonatology or neonatal-perinatal medicine, 
pediatric allergy and immunology, and pediatric pulmonology. 
CMS has published additional information in a question and 
answer document (CMS 2012b).

9 Sub-regulatory guidance offered an example of  a physician 
who is board certified in dermatology and who practices in 
the community as a family practitioner. This physician would 
be eligible if  he or she could support his or her attestation 
with 60 percent claims history.

10 SPAs may be made retroactive to the first day of  the 
federal fiscal quarter in which they were submitted to 
CMS. For example, the primary care payment increase was 
scheduled to become effective on January 1, 2013. Therefore, 
states had until March 31, 2013, to submit the SPA so that 
they could make retroactive payments for services provided 
on or after January 1, 2013.

11 The VFC program was authorized in the Omnibus Budget 
Reconciliation Act of  1993 (P.L. 103-66, as amended). The 
program makes vaccines available to providers at no cost, 
who must administer the vaccines to children who cannot 
otherwise pay. The final rule published for the primary care 
payment increase updates the amount that providers may 
charge for the administration of  vaccines, although providers 
may not charge for the vaccines themselves.

12 States were selected based on three criteria: (1) states 
with the potential to derive a significant benefit from the 
increase (i.e., those with a Medicaid-to-Medicare fee ratio 
of  0.9 or less based on 2008 data), (2) states with different 
potential challenges in implementing the payment increase, 
and (3) states from different regions of  the country. To 
ensure inclusion of  states facing different implementation 
challenges, we included states representing different levels 
of  managed care penetration and with different physician 
payment arrangements.

13 States have the authority to pay health care professionals 
other than physicians, such as certified nurse practitioners 
and nurse midwives, and states have differing requirements 
as to what extent these professionals are paid based on 
physician fee schedules.
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14 State health departments and other local and territorial 
public health agencies distribute vaccines to private 
providers at no charge through the VFC program. Under 
these circumstances, the vaccines are not eligible for 
payment. Because of  this, some states may use the service 
codes associated with the vaccine to pay providers for the 
administration of  the vaccine instead of  the codes set aside 
for vaccine administration.

15 For more discussion of  managed care payment policy, see 
Section D of  MACPAC’s June 2011 report to the Congress.

16 Contracts with MCOs serving Medicaid enrollees are 
required by CMS to include a provision that allows a state to 
amend the contract to come into compliance with a newly 
issued legislative mandate.
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Overview
MACStats, a standing section in all MACPAC reports to the Congress, presents data and information 
on Medicaid and the State Children’s Health Insurance Program (CHIP) that otherwise can be 
difficult to find and are spread out across multiple sources. The June 2013 edition of  MACStats is 
divided into five sections, each prefaced by key points.

Section 1: Trends in Medicaid Enrollment and Spending
 f Growth in Medicaid spending and enrollment has varied over the years, reflecting shifts in 

federal and state policy along with changing economic conditions (Figure 1).

 f Individuals qualifying for Medicaid on the basis of  a disability accounted for half  of  real 
Medicaid spending growth since fiscal year (FY) 1975 (Table 2). Over the same period, 
non-disabled children accounted for the largest Medicaid enrollment increase in absolute 
numbers.

Section 2: Health and Other Characteristics of   
Medicaid/CHIP Populations

 f The characteristics of  individuals enrolled in Medicaid and CHIP differ from those with other 
types of  coverage, but there is also great diversity within the Medicaid/CHIP population 
(Tables 3–11).

 f Medicaid/CHIP enrollees generally report being in poorer health and using more services than 
individuals who have other health insurance or who are uninsured (Tables 4, 7, and 10).

Section 3: Medicaid Enrollment and Benefit Spending
 f Individuals eligible on the basis of  a disability and those aged 65 and older account for about a 

quarter of  Medicaid enrollees, but about two-thirds of  program spending (Tables 12 and 13).

 f Medicaid spending per enrollee is affected by large numbers of  individuals with limited benefits 
in some states (Table 14).

 f Users of  Medicaid long-term services and supports are a small but high-cost population 
(Figures 5–7).
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Section 4: Medicaid Managed Care
 f About half  of  Medicaid enrollees are in comprehensive risk-based managed care plans. When 

limited-benefit plans and primary care case management programs are also included, more than 
70 percent of  enrollees are in some form of  managed care (Tables 15 and 17).

 f The share of  enrollees in comprehensive risk-based plans in FY 2010 was 62 percent among 
non-disabled children, 47 percent among non-disabled adults, 29 percent among individuals 
eligible on the basis of  a disability, and 12 percent among those aged 65 and older (Table 17).

Section 5: Technical Guide to the June 2013 MACStats
This section provides supplemental information to accompany the tables and figures in Sections 1–4 
of  MACStats. It describes some of  the data sources used in MACStats, the methods that MACPAC 
uses to analyze these data, and reasons why numbers in MACStats tables and figures—such as those 
on enrollment and spending—may differ from each other or from those published elsewhere.
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Key Points

Trends in medicaid enrollment and spending

 f medicaid spending and enrollment are affected by both federal and state policy choices and 

economic factors. for example, the Congress made a number of changes that expanded 

eligibility for pregnant women and children between 1984 and 1990, with delayed effective 

dates or phase-in provisions that resulted in substantial enrollment growth through the 

mid-1990s (figure 1). economic recessions spurred enrollment growth at the beginning and 

end of the first decade of the 2000s.

 f individuals qualifying for medicaid on the basis of a disability accounted for half of real 

medicaid spending growth since fiscal year (fy) 1975. of the real (adjusted for health 

care inflation) growth in medicaid spending between fy 1975 and fy 2010, 50.9 percent 

was attributable to individuals qualifying for medicaid on the basis of a disability. about 

three-quarters of the growth for this group was driven by increased enrollment, with the 

remainder being attributable to growth in per capita spending (Table 2).

 f enrollment trends vary by eligibility group. Children (excluding those eligible on the basis of a 

disability) experienced the largest enrollment increase in absolute numbers, from 9.6 million 

in fy 1975 to 30.0 million in fy 2010 (Table 2). However, enrollment among the smaller 

group of individuals qualifying for medicaid on the basis of a disability showed the largest 

annual growth rate over this time period (3.9 percent).
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FIGURE 1. Medicaid Enrollment and Spending, FY 1966–FY 2012
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coverage financed by CHiP. enrollment data for fiscal year (fy) 2010–2012 are projected. data prior to fy 1977 have been adjusted to the current federal fiscal 
year basis (october 1 to september 30). The amounts in this figure may differ from those published elsewhere due to slight differences in the timing of data and 
the treatment of certain adjustments. enrollment counts are full-year equivalents and, for fiscal years prior to fy 1990, have been estimated from counts of persons 
served. (see section 5 of maCstats for a discussion of how enrollees are counted.)

Source: data compilation provided to maCPaC by Centers for medicare & medicaid services (Cms), office of the actuary, april 2013.
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FIGURE 2. Medicaid Spending in Nominal and Real Dollars, FY 1975–FY 2010
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line also shows real fy 2010 dollars, but based on inflation for health care in particular. real historical medicaid spending adjusted for health care inflation is higher 
than when adjusted for economy-wide inflation, which reflects the long history of health care inflation in excess of economy-wide inflation. The drop in spending for 
fy 2006, compared to fy 2005, is the result of the implementation of medicare Part d.

Sources: nominal medicaid spending based on data compilation from the Centers for medicare & medicaid services (Cms), office of the actuary, april 2013; real 
spending based on maCPaC analysis of nominal spending and quarterly national income and Product account (niPa) historical tables for Quarter 4 of 2012 from the 
bureau of economic analysis, u.s. department of Commerce (http://www.bea.gov/histdata/niyear.asp).

http://www.bea.gov/histdata/NIyear.asp
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TABLE 1.  Medicaid Beneficiaries (Persons Served) by Eligibility Group,  
FY 1975 – FY 2010 (thousands)

Year Total Children Adults Disabled Aged Unknown
1975 22,007 9,598 4,529 2,464 3,615 1,801
1976 22,815 9,924 4,773 2,669 3,612 1,837
1977 22,832 9,651 4,785 2,802 3,636 1,958
1978 21,965 9,376 4,643 2,718 3,376 1,852
1979 21,520 9,106 4,570 2,753 3,364 1,727
1980 21,605 9,333 4,877 2,911 3,440 1,044
1981 21,980 9,581 5,187 3,079 3,367 766
1982 21,603 9,563 5,356 2,891 3,240 553
1983 21,554 9,535 5,592 2,921 3,372 134
1984 21,607 9,684 5,600 2,913 3,238 172
1985 21,814 9,757 5,518 3,012 3,061 466
1986 22,515 10,029 5,647 3,182 3,140 517
1987 23,109 10,168 5,599 3,381 3,224 737
1988 22,907 10,037 5,503 3,487 3,159 721
1989 23,511 10,318 5,717 3,590 3,132 754
1990 25,255 11,220 6,010 3,718 3,202 1,105
1991 27,967 12,855 6,703 4,033 3,341 1,035
1992 31,150 15,200 7,040 4,487 3,749 674
1993 33,432 16,285 7,505 5,016 3,863 763
1994 35,053 17,194 7,586 5,458 4,035 780
1995 36,282 17,164 7,604 5,858 4,119 1,537
1996 36,118 16,739 7,127 6,221 4,285 1,746
1997 34,872 15,791 6,803 6,129 3,955 2,195
1998 40,096 18,969 7,895 6,637 3,964 2,631
1999 39,748 18,233 7,446 6,690 3,698 3,682
2000 41,212 18,528 8,538 6,688 3,640 3,817
2001 45,164 20,181 9,707 7,114 3,812 4,349
2002 46,839 21,487 10,847 7,182 3,789 3,534
2003 50,716 23,742 11,530 7,664 4,041 3,739
2004 54,250 25,415 12,325 8,123 4,349 4,037
2005 56,276 25,979 12,431 8,205 4,395 5,266
2006 56,264 26,358 12,495 8,334 4,374 4,703
2007 55,210 26,061 12,264 8,423 4,044 4,418
2008 56,962 26,479 12,739 8,685 4,147 4,912
2009 60,880 28,344 14,245 9,031 4,195 5,066
20101 63,730 30,024 15,368 9,341 4,289 4,709

Notes: beneficiaries (enrollees for whom payments are made) are shown here because they provide the only historical time series data directly available prior to 
fiscal year (fy) 1990. most current analyses of individuals in medicaid reflect enrollees. for additional discussion, see section 5 of maCstats. The increase in 
fy 1998 reflects a change in how medicaid beneficiaries are counted: beginning in fy 1998, a medicaid-eligible person who received only coverage for managed 
care benefits was included in this series as a beneficiary. excludes medicaid-expansion CHiP enrollees. 

Children and adults who qualify for medicaid on the basis of a disability are included in the disabled category. in addition, although disability is not a basis of 
eligibility for aged individuals, states may also report some enrollees aged 65 and older in the disabled category. unlike the majority of the June 2013 maCstats, 
this table (along with Table 2) does not recode individuals aged 65 and older who are reported as disabled, due to a lack of necessary detail in the historical data. 
Generally, individuals whose eligibility group is unknown are persons who were enrolled in the prior year but had a medicaid claim paid in the current year.
1   This table shows the number of beneficiaries. see Table 12 for the number of medicaid enrollees in fy 2010, which is larger than the number of beneficiaries. 

fy 2010 unavailable for idaho and missouri; fy 2009 values used instead.

Sources: for fy 1999 to fy 2010: maCPaC analysis of medicaid statistical information system (msis) data. for fy 1975 to fy 1998: Cms medicare & 
medicaid statistical supplement, 2010 edition, Table 13.4, http://www.cms.gov/research-statistics-data-and-systems/statistics-Trends-and-reports/
medicaremedicaidstatsupp/2010.html.

http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/MedicareMedicaidStatSupp/2010.html
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/MedicareMedicaidStatSupp/2010.html
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TABLE 2. Components of Growth in Real Medicaid Benefit Spending, FY 1975 – FY 2010

FY 1975  
(in FY 2010 

dollars) FY 20101

Annual 
Growth 
Rate

Relative 
Contribution to 
Real Spending 

Growth, FY 1975 
to FY 2010

All eligibility groups
spending per beneficiary $4,463 $6,5882 1.1% 29.7%
number of beneficiaries (millions) 20.2 59.0 3.1 70.3
Total benefit spending (millions) $90,181 $388,611 4.3 100.0

Children
spending per beneficiary $1,748 $2,4812 1.0 3.2
number of beneficiaries (millions) 9.6 30.0 3.3 16.1
Total benefit spending (millions) $16,776 $74,398 4.3 19.3

Adults
spending per beneficiary $3,494 $3,7262 0.2 0.4
number of beneficiaries (millions) 4.5 15.4 3.6 13.5
Total benefit spending (millions) $15,825 $57,256 3.7 13.9

Disabled
spending per beneficiary $9,795 $18,8572 1.9 12.7
number of beneficiaries (millions) 2.5 9.3 3.9 38.3
Total benefit spending (millions) $24,136 $176,1433 5.8 50.9

Aged
spending per beneficiary $9,252 $18,8412 2.1 13.4
number of beneficiaries (millions) 3.6 4.3 0.5 2.4
Total benefit spending (millions) $33,445 $80,8153 2.6 15.9

Notes: beneficiaries are shown here because they provide the only historical time series data available prior to fiscal year (fy) 1990. most current analyses 
of individuals in medicaid reflect enrollees, as shown in Table 12. for additional discussion of the definitions of enrollees and beneficiaries, see section 5 of 
maCstats.  

dollar amounts were adjusted for inflation using the gross domestic product (GdP) price deflator for health care. in this table, real medicaid spending growth 
is attributed to spending per beneficiary and number of beneficiaries. The effect of the interaction between these two factors is allocated between them in 
proportion to each factor’s contribution to spending growth.

The number of beneficiaries excludes individuals whose basis of medicaid eligibility is unknown. in this analysis, fy 1975 benefit spending for these individuals 
with an unknown basis of eligibility was allocated proportionally to the four eligibility groups in the table. fy 2010 benefit spending reflects medicaid statistical 
information system (msis) data that have been adjusted to match Cms-64 totals; see section 5 of maCstats for a discussion of the methodology used.

results can differ if using different years or eras. The period fy 1975 to fy 2010 is used here to examine factors driving growth over the medicaid program’s 
long history, rather than a particular time period (e.g., recent growth fueled by recessions in the early and late 2000s).
1  fy 2010 data unavailable for idaho and missouri; fy 2009 values used instead.    
2   benefit spending per beneficiary shown here differs from the fy 2010 benefit spending per full-year equivalent (fye) enrollee shown in Table 14 and figure 4. 

Per beneficiary numbers are used here because they are the only readily available data prior to fy 1990; they reflect the average amount spent on individuals 
for whom at least one medicaid payment was made during the year. Per fye numbers reflect the average amount spent on individuals enrolled in medicaid for 
the entire year.

3   Total benefit spending shown here differs from the fy 2010 benefit spending in Table 13 and figure 3. unlike the majority of the June 2013 maCstats, this 
table (along with Table 1) does not recode individuals aged 65 and older who are reported as eligible on the basis of a disability.

Sources: maCPaC analysis of Cms 2012 medicare and medicaid statistical supplement data from Tables 13.4 and 13.10 (for fy 1975) and medicaid statistical 
information system (msis) annual person summary (aPs) and Cms-64 net financial management report data as of may 2013 (for fy 2010).
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S E C T I O N

Health and Other Characteristics of  
Medicaid/CHIP Populations

This section uses data from the federal National Health Interview Survey (NHIS) 
to describe how Medicaid and State Children’s Health Insurance (CHIP) enrollees 
differ from individuals with other types of  coverage in terms of  their self-reported 
demographic, socioeconomic, and health characteristics as well as their use of  care. It 
also explores how subpopulations of  individuals enrolled in Medicaid or CHIP can differ 
markedly from one another, even within the same age group.

Our analysis divides the U.S. population into three age groups corresponding to key 
eligibility pathways in Medicaid and CHIP: children aged 0 to 18, adults aged 19 to 
64, and adults aged 65 and older. Tables for each age group explore the following 
self-reported characteristics from the survey data: health insurance coverage and 
demographics, health characteristics, and use of  health care. (See Section 5 for a 
discussion of  how estimates of  insurance coverage may vary depending on the data 
source and the time period examined.)

The data are presented in two parts. First, we provide comparisons of  Medicaid/CHIP 
enrollees in that age group to individuals with other sources of  health insurance. Second, 
we show estimates for selected subgroups of  Medicaid/CHIP enrollees in that age 
group. The data presented are for the combined Medicaid/CHIP population because, as 
described in Section 5, surveys like the NHIS generally do not support valid estimates 
separately for Medicaid and CHIP enrollees.

Our analyses of  subgroups of  children are divided into three groups: 

 f children who receive Supplemental Security Income (SSI) benefits and are therefore 
disabled under that program’s definition;

 f children who do not receive SSI, but who are classified as children with special health 
care needs (CSHCN); and

 f children who neither receive SSI nor are considered CSHCN.
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Our analyses of  Medicaid enrollees aged 19 to 64 
years old are divided into three categories, the first 
two of  which are primarily composed of  persons 
with disabilities:

 f individuals also enrolled in Medicare (dual 
eligibles), nearly all of  whom have obtained 
their Medicare coverage after a two-year 
waiting period following their initial receipt 
of  Social Security Disability Insurance (SSDI) 
benefits;

 f Medicaid enrollees receiving SSI who are not 
enrolled in Medicare; and

 f Medicaid enrollees who are neither SSI nor 
Medicare enrollees.

Our analyses of  Medicaid enrollees aged 65 and 
older focus on the differences between those 
reporting a functional limitation, and those not 
reporting a functional limitation. Individuals with 
a functional limitation are those who reported any 
degree of  difficulty—ranging from “only a little 
difficult” to “can’t do at all”—performing any 
of  a dozen activities (such as walking specified 
distances, moving objects such as a chair, or going 
out to do things like shopping) by themselves and 
without special equipment. It should be noted 
that individuals with functional limitations can 
vary substantially in their health needs—from 
being bedridden to being relatively healthy but 
responding that walking a quarter of  a mile is 
“only a little difficult.” (Individuals in institutions 
such as nursing homes or assisted living facilities 
are not interviewed in the NHIS.)
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Key Points

Health and other Characteristics of medicaid/CHiP Populations

Children under age 19 (Tables 3-5)

 f more than a third (36.2 percent) of children were reported to be medicaid or CHiP enrollees at the time of the 

survey, while 54.5 percent of children were in private coverage, and 8 percent were uninsured.

 f Children enrolled in medicaid or CHiP were more likely to be Hispanic (34.4 percent) than are privately insured 

children (12.5 percent) and less likely to be Hispanic than are uninsured children (39.3 percent); medicaid/CHiP 

children were more likely to be non-Hispanic black (23.7 percent) than are privately insured (10 percent) or 

uninsured children (12.3 percent).

 f Children enrolled in medicaid or CHiP were more likely than privately insured or uninsured children to be in fair or 

poor health and to have certain impairments and health conditions (e.g., attention deficit hyperactivity disorder/

attention deficit disorder (adHd/add), asthma, autism).

 f Children enrolled in medicaid or CHiP were more likely to have had a visit to the emergency department (ed) in 

the past year and to have been regularly taking prescription medications for at least three months.

 f differences in self-reported health status exist among children enrolled in medicaid or CHiP. among these 

children, 22.7 percent of those receiving supplemental security income (ssi) were reported to be in fair or poor 

health, compared to 13.8 percent for non-ssi children with special health care needs (CsHCn) and less than 

1 percent for children who are neither ssi nor CsHCn.

 f Prevalence of specific health conditions varies among children enrolled in medicaid or CHiP. The prevalence 

of adHd/add among children enrolled in medicaid or CHiP was 38.8 percent for children receiving ssi, 38.2 

percent for non-ssi CsHCn, and 2.1 percent for children who were neither receiving ssi nor CsHCn. The 

prevalence of asthma for children receiving ssi was 32.3 percent, compared to 40.2 percent for non-ssi CsHCn 

and 11.1 percent for children who were neither ssi nor CsHCn.

 f ssi children and non-ssi CsHCn were each nearly twice as likely to visit health care providers four or more 

times within a year as are children with medicaid or CHiP who are neither ssi nor CsHCn.
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Adults aged 19 to 64 (Tables 6-8)

 f nearly 1 in 10 (9.5 percent) of non-institutionalized adults aged 19 to 64 reported that they were enrolled in 

medicaid.

 f medicaid enrollees in this age group were more likely to be female and to be the parent of a dependent child, 

compared to those with private insurance, medicare, or no insurance.

 f adults younger than 65 enrolled in medicaid (who are generally eligible on the basis of being the parent of a 

dependent child, pregnant, or disabled) reported that they were in worse health than were those enrolled in private 

coverage or the uninsured, but were in better health than those enrolled in medicare (nearly all of whom are eligible 

for that program on the basis of a disability).

 f adults younger than 65 enrolled in medicaid were more likely than those with private insurance to have had four or 

more visits to a doctor or other health professional in the past 12 months.

 f adults with medicaid were more likely than those with private insurance or no insurance to have visited the ed 

during the past year. even after controlling for differences in enrollees’ health, demographic, and socioeconomic 

characteristics, adults younger than 65 enrolled in medicaid were still more likely to have had an ed visit.

 f among 19- to 64-year-olds, nearly all individuals who are dually enrolled in both medicaid and medicare qualify for 

these programs on the basis of a disability.

 f among adults younger than 65 enrolled in medicaid, 11.3 percent reported they were also enrolled in medicare. 

Conversely, of the medicare enrollees in this age group, 30.3 percent also were enrolled in medicaid.

 f differences in self-reported health exist among 19- to 64-year-olds enrolled in medicaid. individuals dually enrolled 

in medicaid and medicare, as well as non-dual ssi beneficiaries report fair or poor health (61.2 and 56.5 percent, 

respectively) at much higher rates than do non-ssi, non-dual enrollees (19.9 percent).

 f among 19- to 64-year-olds enrolled in medicaid, those who were also enrolled in medicare or ssi were more likely 

to have limitations in activities of daily living (adLs)—as well as the presence of chronic conditions such as heart 

disease, diabetes, depression, chronic bronchitis, and arthritis—than the overall medicaid population for this age 

group.

 f Persons with disabilities also had higher use of care—in particular, for at-home care and visits to a doctor or other 

health professional in the past 12 months—than 19- to 64-year-old medicaid enrollees overall. individuals dually 

enrolled in medicaid and medicare and non-dual ssi beneficiaries were also more likely than 19- to 64-year-old 

medicaid enrollees overall to have had an ed visit in the past 12 months.
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Adults aged 65 and older (Tables 9-11)

 f among non-institutionalized adults aged 65 and older, 7.5 percent reported being enrolled in medicaid. most 

of these medicaid enrollees (92.1 percent) reported being dually eligible for medicare, which covered nearly all 

individuals aged 65 and older.

 f medicaid enrollees aged 65 and older were more likely to be female and less likely to be white (non-Hispanic) than 

were those with medicare or private coverage.

 f Compared to those enrolled in private coverage or medicare, medicaid enrollees aged 65 and older were more 

likely to report being in fair or poor health, being in worse health compared to 12 months before, and having any 

of several limitations in their adLs. medicaid enrollees aged 65 and older were also more likely to have lost all 

of their natural teeth, or have any of a number of specific chronic conditions (e.g., depression, diabetes, chronic 

bronchitis).

 f medicaid enrollees aged 65 and older were also more likely than those with private or medicare coverage to have 

received at-home care, to have had multiple visits to a doctor or other health professional, and to have visited an 

ed in the past 12 months.

 f because more than three-quarters of medicaid enrollees aged 65 and older had functional limitations, these 

individuals drive the overall characteristics of enrollees in this age range, and thus do not show significant 

differences from the total as often as do those with no functional limitations.

 f Compared to the overall group of medicaid enrollees aged 65 and older, medicaid enrollees who had no functional 

limitations were less likely to be 85 years old or older, to report being in fair or poor health, and to have any of 

several specific chronic health conditions. They were also less likely to have visited a doctor or other health 

professional, or to have visited an ed in the past 12 months.
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Key Points

medicaid enrollment and benefit spending

 f individuals eligible on the basis of a disability and those aged 65 and older account for 

about a quarter of medicaid enrollees, but about two-thirds of program spending (Tables 

12 and 13).

 f medicaid spending per enrollee is affected by large numbers of individuals with limited 

benefits in some states (Table 14).

 f among individuals dually enrolled in medicaid and medicare, those aged 65 and older 

account for about 60 percent of enrollment and medicaid benefit spending (Tables 

12 and 13).

 f a large share of medicaid spending for enrollees eligible on the basis of a disability 

and enrollees aged 65 and older is for long-term services and supports (LTss), while 

a substantial portion of spending for non-disabled children and adults is for capitation 

payments to managed care plans (figures 3 and 4).

 f Long-term services and supports (LTss) users account for only about 6 percent of medicaid 

enrollees, but nearly half of all medicaid spending (figure 5). acute care represents a 

minority of medicaid spending for most LTss users (figure 6), and average medicaid benefit 

spending for these individuals is more than 10 times that of enrollees who are not using LTss 

(figure 7).

 f medicaid benefit spending per enrollee varies substantially across states (Table 14). 

reasons for this variation may include the breadth of benefits that states choose to cover; 

the proportion of enrollees receiving the full benefit package or a more limited version; 

enrollee case mix (based on health status and other characteristics); the underlying costs 

of delivering health care services in specific geographic areas; and state policies regarding 

provider payments, care management, and other program features.



94 | J u n e  2 0 1 3

| RepoRt to the CongRess on MediCaid and Chip
SE

C
TI

O
N

 3

TA
BL

E 
12

. 
 M

ed
ic

ai
d 

En
ro

llm
en

t b
y 

St
at

e,
 E

lig
ib

ili
ty

 G
ro

up
, a

nd
 D

ua
l E

lig
ib

le
 S

ta
tu

s,
 F

Y 
20

10
 (t

ho
us

an
ds

)

Pe
rc

en
ta

ge
 o

f E
nr

ol
le

es
 in

  
El

ig
ib

ili
ty

 G
ro

up
1

Du
al

 E
lig

ib
le

 S
ta

tu
s2

Al
l d

ua
l e

lig
ib

le
s

Du
al

 e
lig

ib
le

s 
w

ith
 

fu
ll 

be
ne

fit
s

Du
al

 e
lig

ib
le

s 
w

ith
 

lim
ite

d 
be

ne
fit

s

St
at

e
To

ta
l

Ch
ild

re
n

Ad
ul

ts
Di

sa
bl

ed
Ag

ed
To

ta
l

Pe
rc

en
ta

ge
 

ag
e 

65
+

To
ta

l
Pe

rc
en

ta
ge

 
ag

e 
65

+
To

ta
l

Pe
rc

en
ta

ge
 

ag
e 

65
+

To
ta

l
66

,0
24

48
.1

%
27

.8
%

14
.5

%
9.

5%
9,

75
5

59
.6

%
7,

36
6

59
.8

%
2,

38
9

58
.9

%
al

ab
am

a
1,

01
6

50
.1

17
.3

20
.9

11
.6

20
6

56
.3

97
52

.7
10

9
59

.5
al

as
ka

12
6

55
.4

24
.4

13
.2

7.
0

14
53

.8
14

53
.4

0
67

.2
ar

izo
na

1,
53

1
44

.5
40

.3
8.

9
6.

2
15

3
58

.4
11

9
54

.6
34

71
.7

ar
ka

ns
as

69
9

52
.1

17
.0

20
.9

10
.0

12
5

53
.9

70
59

.6
55

46
.7

Ca
lif

or
ni

a
11

,3
35

38
.3

43
.7

9.
1

9.
0

1,
26

2
70

.3
1,

23
1

70
.2

31
76

.2
Co

lo
ra

do
70

0
58

.3
19

.7
13

.7
8.

3
89

58
.8

66
61

.1
23

52
.2

Co
nn

ec
tic

ut
71

2
44

.4
32

.5
10

.2
12

.9
13

3
65

.3
79

58
.3

54
75

.6
de

la
w

ar
e

22
5

40
.8

41
.6

11
.1

6.
4

26
53

.6
12

54
.4

14
52

.9
di

st
ric

t o
f C

ol
um

bi
a

21
3

37
.9

36
.6

17
.4

8.
1

26
60

.2
20

59
.4

6
63

.2
fl

or
id

a
3,

70
3

51
.1

20
.8

15
.4

12
.7

67
6

65
.2

36
9

69
.1

30
7

60
.5

Ge
or

gi
a

1,
87

0
59

.2
16

.3
15

.2
9.

3
27

2
58

.9
13

8
59

.1
13

5
58

.6
Ha

w
ai

i
26

1
41

.5
38

.7
10

.4
9.

4
35

68
.2

31
68

.7
4

63
.9

id
ah

o3
22

3
61

.4
13

.5
17

.5
7.

6
32

49
.7

22
49

.3
10

50
.6

i ll
in

oi
s

2,
78

0
53

.6
27

.7
11

.0
7.

6
34

6
56

.3
30

7
55

.5
39

62
.5

i n
di

an
a

1,
17

4
55

.2
22

.3
14

.8
7.

6
16

6
48

.9
10

6
53

.8
60

40
.4

io
w

a
55

5
47

.2
30

.5
14

.5
7.

8
86

50
.2

71
47

.4
15

63
.3

Ka
ns

as
39

4
56

.4
14

.4
19

.6
9.

6
68

50
.8

48
52

.9
20

45
.8

Ke
nt

uc
ky

90
7

47
.8

15
.9

25
.7

10
.6

18
5

50
.8

11
0

51
.7

75
49

.4
Lo

ui
si

an
a

1,
17

7
52

.0
19

.4
18

.9
9.

7
19

1
58

.3
10

9
56

.2
81

61
.0

m
ai

ne
41

1
30

.7
27

.3
25

.8
16

.3
10

5
60

.2
57

46
.0

48
76

.9
m

ar
yl

an
d

95
2

47
.7

29
.1

15
.2

8.
0

12
0

56
.8

80
56

.7
40

57
.1

m
as

sa
ch

us
et

ts
1,

65
4

29
.2

44
.4

16
.2

10
.2

27
0

53
.0

24
8

49
.1

22
96

.8
m

ic
hi

ga
n

2,
25

7
52

.0
26

.0
15

.6
6.

3
27

5
47

.6
24

0
47

.1
35

50
.9

m
in

ne
so

ta
93

6
47

.4
28

.3
14

.0
10

.4
14

3
54

.1
12

9
53

.1
14

63
.3

m
is

si
ss

ip
pi

77
2

51
.8

15
.0

21
.7

11
.6

15
8

56
.2

83
58

.6
74

53
.5

m
is

so
ur

i3
1,

03
3

52
.8

18
.4

19
.6

9.
1

18
1

49
.7

16
4

49
.5

17
51

.8
m

on
ta

na
13

3
56

.8
16

.4
17

.3
9.

6
24

53
.2

16
53

.7
8

52
.4

ne
br

as
ka

25
0

57
.5

18
.1

15
.3

9.
1

41
51

.4
38

50
.5

3
62

.2
ne

va
da

34
0

59
.5

19
.6

12
.8

8.
0

45
59

.4
23

65
.4

22
53

.1
ne

w
 H

am
ps

hi
re

16
7

59
.2

14
.1

17
.3

9.
4

33
45

.6
22

45
.8

10
45

.1



 J u n e  2 0 13  | 95

MACStats: MEDICAID AND CHIP PROGRAM STATISTICS |

SE
C

TI
O

N
 3

Pe
rc

en
ta

ge
 o

f E
nr

ol
le

es
 in

  
El

ig
ib

ili
ty

 G
ro

up
1

Du
al

 E
lig

ib
le

 S
ta

tu
s2

Al
l d

ua
l e

lig
ib

le
s

Du
al

 e
lig

ib
le

s 
w

ith
 

fu
ll 

be
ne

fit
s

Du
al

 e
lig

ib
le

s 
w

ith
 

lim
ite

d 
be

ne
fit

s

St
at

e
To

ta
l

Ch
ild

re
n

Ad
ul

ts
Di

sa
bl

ed
Ag

ed
To

ta
l

Pe
rc

en
ta

ge
 

ag
e 

65
+

To
ta

l
Pe

rc
en

ta
ge

 
ag

e 
65

+
To

ta
l

Pe
rc

en
ta

ge
 

ag
e 

65
+

ne
w

 J
er

se
y

1,
02

6
55

.3
%

12
.9

%
17

.1
%

14
.8

%
21

0
66

.1
%

18
3

65
.5

%
27

69
.8

%
ne

w
 m

ex
ic

o
57

6
60

.4
20

.1
12

.1
7.

5
70

59
.9

39
60

.2
30

59
.6

ne
w

 y
or

k
5,

57
0

37
.6

39
.1

12
.2

11
.1

79
7

67
.9

69
4

66
.6

10
3

76
.9

no
rt

h 
Ca

ro
lin

a
1,

87
6

52
.3

20
.8

17
.0

9.
8

32
4

55
.6

25
3

55
.2

71
57

.2
no

rt
h 

da
ko

ta
82

52
.9

21
.5

14
.1

11
.5

16
58

.0
13

57
.4

3
60

.4
oh

io
2,

24
6

49
.6

25
.0

17
.3

8.
1

32
6

50
.4

22
2

52
.9

10
4

45
.0

ok
la

ho
m

a
82

9
55

.5
21

.9
14

.6
8.

0
12

0
53

.7
99

53
.6

21
54

.2
or

eg
on

64
4

50
.1

25
.9

15
.0

9.
0

10
0

56
.3

65
58

.1
35

52
.8

Pe
nn

sy
lv

an
ia

2,
41

7
44

.6
20

.8
24

.6
10

.0
41

5
54

.5
34

8
53

.3
68

60
.8

rh
od

e 
is

la
nd

20
5

44
.8

20
.9

20
.1

14
.1

42
58

.3
36

57
.0

6
66

.3
so

ut
h 

Ca
ro

lin
a

90
9

51
.0

22
.9

16
.9

9.
2

15
5

53
.9

13
5

53
.3

20
58

.0
so

ut
h 

da
ko

ta
13

1
58

.6
17

.1
14

.5
9.

8
22

59
.1

14
60

.8
8

55
.8

Te
nn

es
se

e
1,

50
2

51
.9

20
.7

17
.9

9.
5

26
9

52
.1

15
7

50
.0

11
1

55
.2

Te
xa

s
4,

84
4

63
.9

13
.7

13
.1

9.
2

66
6

65
.5

42
1

67
.0

24
5

63
.0

u t
ah

35
2

58
.0

25
.3

12
.1

4.
7

32
45

.1
29

44
.3

4
51

.2
ve

rm
on

t
19

6
34

.8
41

.6
12

.2
11

.4
36

60
.1

28
55

.9
8

75
.5

vi
rg

in
ia

1,
00

7
54

.7
16

.8
17

.6
10

.9
18

4
56

.6
12

4
59

.4
60

50
.7

W
as

hi
ng

to
n

1,
35

3
56

.1
21

.5
15

.3
7.

1
17

2
54

.3
12

9
57

.4
43

45
.3

W
es

t v
irg

in
ia

43
0

47
.5

15
.0

27
.7

9.
8

84
49

.6
51

50
.6

33
48

.1
W

is
co

ns
in

1,
23

2
39

.1
36

.1
13

.1
11

.8
22

2
64

.3
20

2
64

.2
20

64
.7

W
yo

m
in

g
87

64
.9

15
.6

12
.8

6.
8

11
52

.3
7

51
.8

4
53

.5

No
te

s:
 e

nr
ol

lm
en

t n
um

be
rs

 g
en

er
al

ly
 in

cl
ud

e 
in

di
vi

du
al

s 
ev

er
 e

nr
ol

le
d 

in
 m

ed
ic

ai
d-

fin
an

ce
d 

co
ve

ra
ge

 d
ur

in
g 

th
e 

ye
ar

, e
ve

n 
if 

fo
r a

 s
in

gl
e 

m
on

th
; h

ow
ev

er
, i

n 
th

e 
ev

en
t i

nd
iv

id
ua

ls
 w

er
e 

al
so

 e
nr

ol
le

d 
in

 C
Hi

P-
fin

an
ce

d 
m

ed
ic

ai
d 

co
ve

ra
ge

 (i
.e

., 
m

ed
ic

ai
d-

ex
pa

ns
io

n 
CH

iP
) d

ur
in

g 
th

e 
ye

ar
, t

he
y 

ar
e 

ex
cl

ud
ed

 if
 th

ei
r m

os
t r

ec
en

t e
nr

ol
lm

en
t m

on
th

 w
as

 in
 m

ed
ic

ai
d-

ex
pa

ns
io

n 
CH

iP.
 n

um
be

rs
 e

xc
lu

de
 in

di
vi

du
al

s 
en

ro
lle

d 
on

ly
 in

 m
ed

ic
ai

d-
ex

pa
ns

io
n 

CH
iP

 d
ur

in
g 

th
e 

ye
ar

 a
nd

 e
nr

ol
le

es
 in

 th
e 

te
rr

ito
rie

s.

al
th

ou
gh

 s
ta

te
-le

ve
l i

nf
or

m
at

io
n 

is
 n

ot
 y

et
 a

va
ila

bl
e,

 th
e 

es
tim

at
ed

 n
um

be
r o

f i
nd

iv
id

ua
ls

 e
ve

r e
nr

ol
le

d 
in

 m
ed

ic
ai

d 
(e

xc
lu

di
ng

 m
ed

ic
ai

d-
ex

pa
ns

io
n 

CH
iP

) i
s 

70
.7

 m
illi

on
 fo

r f
is

ca
l y

ea
r (

fy
) 2

01
1 

an
d 

71
.6

 m
illi

on
 fo

r f
y 

20
12

. 
Th

es
e 

fy
 2

01
1–

fy
 2

01
2 

fig
ur

es
 e

xc
lu

de
 a

bo
ut

 1
 m

illi
on

 e
nr

ol
le

es
 in

 th
e 

te
rr

ito
rie

s 
(m

aC
Pa

C 
co

m
m

un
ic

at
io

n 
w

ith
 C

en
te

rs
 fo

r m
ed

ic
ar

e 
&

 m
ed

ic
ai

d 
se

rv
ic

es
 o

ffi
ce

 o
f t

he
 a

ct
ua

ry
, f

eb
ru

ar
y 

20
13

).
1   

 Ch
ild

re
n 

an
d 

ad
ul

ts
 u

nd
er

 a
ge

 6
5 

w
ho

 q
ua

lif
y 

fo
r m

ed
ic

ai
d 

on
 th

e 
ba

si
s 

of
 a

 d
is

ab
ilit

y 
ar

e 
in

cl
ud

ed
 in

 th
e 

di
sa

bl
ed

 c
at

eg
or

y.
 a

bo
ut

 6
90

,0
00

 e
nr

ol
le

es
 a

ge
d 

65
 a

nd
 o

ld
er

 a
re

 id
en

tif
ie

d 
in

 th
e 

da
ta

 a
s 

di
sa

bl
ed

; g
iv

en
 th

at
 d

is
ab

ilit
y 

is
 n

ot
 a

n 
el

ig
ib

ilit
y 

pa
th

w
ay

 fo
r i

nd
iv

id
ua

ls
 a

ge
d 

65
 a

nd
 o

ld
er

, m
aC

Pa
C 

re
co

de
s 

th
es

e 
en

ro
lle

es
 a

s 
ag

ed
. 

2   
 du

al
 e

lig
ib

le
s 

ar
e 

in
di

vi
du

al
s 

w
ho

 a
re

 e
nr

ol
le

d 
in

 b
ot

h 
m

ed
ic

ai
d 

an
d 

m
ed

ic
ar

e;
 th

os
e 

w
ith

 li
m

ite
d 

be
ne

fit
s 

on
ly

 re
ce

iv
e 

m
ed

ic
ai

d 
as

si
st

an
ce

 w
ith

 m
ed

ic
ar

e 
pr

em
iu

m
s 

an
d 

co
st

 s
ha

rin
g.

 Z
er

oe
s 

in
di

ca
te

 e
nr

ol
lm

en
t c

ou
nt

s 
le

ss
 

th
an

 5
00

 th
at

 ro
un

d 
to

 z
er

o.
 

3   
 fy

 2
01

0 
da

ta
 u

na
va

ila
bl

e 
fo

r i
da

ho
 a

nd
 m

is
so

ur
i; 

fy
 2

00
9 

va
lu

es
 s

ho
w

n 
in

st
ea

d.

So
ur

ce
: m

aC
Pa

C 
an

al
ys

is
 o

f m
ed

ic
ai

d 
st

at
is

tic
al

 in
fo

rm
at

io
n 

sy
st

em
 (m

si
s)

 a
nn

ua
l p

er
so

n 
su

m
m

ar
y 

(a
Ps

) d
at

a 
fro

m
 C

m
s 

as
 o

f m
ay

 2
01

3.

TA
BL

E 
12

, C
on

tin
ue

d



96 | J u n e  2 0 1 3

| RepoRt to the CongRess on MediCaid and Chip
SE

C
TI

O
N

 3

TA
BL

E 
13

. 
 M

ed
ic

ai
d 

Be
ne

fit
 S

pe
nd

in
g 

by
 S

ta
te

, E
lig

ib
ili

ty
 G

ro
up

, a
nd

 D
ua

l E
lig

ib
le

 S
ta

tu
s,

 F
Y 

20
10

 (m
ill

io
ns

)

Pe
rc

en
ta

ge
 o

f B
en

ef
it 

Sp
en

di
ng

 
At

tr
ib

ut
ab

le
 to

 E
lig

ib
ili

ty
 G

ro
up

1
Du

al
 E

lig
ib

le
 S

ta
tu

s2

Al
l d

ua
l e

lig
ib

le
s

Du
al

 e
lig

ib
le

s 
w

ith
 

fu
ll 

be
ne

fit
s

Du
al

 e
lig

ib
le

s 
w

ith
 

lim
ite

d 
be

ne
fit

s

St
at

e
To

ta
l

Ch
ild

re
n

Ad
ul

ts
Di

sa
bl

ed
Ag

ed
To

ta
l

Pe
rc

en
ta

ge
 

at
tr

ib
ut

ab
le

 
to

 a
ge

 6
5+

To
ta

l

Pe
rc

en
ta

ge
 

at
tr

ib
ut

ab
le

 
to

 a
ge

 6
5+

To
ta

l

Pe
rc

en
ta

ge
 

at
tr

ib
ut

ab
le

 
to

 a
ge

 6
5+

To
ta

l
$3

88
,6

11
 

19
.1

%
14

.7
%

42
.8

%
23

.3
%

$1
40

,5
73

 
60

.5
%

$1
35

,4
06

 
60

.8
%

$5
,1

66
 

52
.5

%
al

ab
am

a
4,

74
9

27
.2

9.
1

38
.6

25
.1

1,
75

7
65

.9
1,

51
6

67
.7

24
2

55
.2

al
as

ka
1,

20
7

28
.2

15
.9

38
.0

17
.8

33
5

54
.2

33
4

54
.2

1
70

.5
a r

izo
na

9,
38

4
20

.9
36

.9
29

.0
13

.3
1,

91
3

59
.3

1,
85

2
59

.1
61

64
.4

ar
ka

ns
as

3,
94

0
21

.2
4.

8
46

.5
27

.5
1,

73
6

59
.8

1,
51

0
63

.3
22

6
37

.0
Ca

lif
or

ni
a

42
,1

42
15

.9
15

.2
41

.5
27

.4
15

,3
58

67
.9

15
,2

72
67

.9
87

69
.9

Co
lo

ra
do

4,
05

2
22

.6
12

.8
42

.3
22

.3
1,

37
1

60
.8

1,
33

7
61

.2
34

45
.4

Co
nn

ec
tic

ut
5,

74
4

15
.3

12
.6

36
.4

35
.6

3,
09

1
62

.7
2,

99
4

62
.8

96
60

.4
de

la
w

ar
e

1,
28

9
19

.0
30

.6
33

.2
17

.2
36

9
57

.8
34

0
58

.9
29

45
.8

di
st

ric
t o

f C
ol

um
bi

a
1,

79
2

11
.9

12
.6

54
.2

21
.3

54
4

60
.8

52
3

61
.2

21
49

.4
fl

or
id

a
17

,3
90

17
.9

13
.4

42
.2

26
.6

6,
89

4
62

.9
6,

16
8

64
.2

72
6

51
.5

Ge
or

gi
a

7,
78

5
22

.3
14

.1
43

.1
20

.6
2,

22
8

62
.7

1,
99

8
64

.0
23

0
51

.7
Ha

w
ai

i
1,

42
8

15
.9

26
.5

29
.7

27
.8

53
6

72
.4

52
8

72
.6

8
61

.1
id

ah
o3

1,
27

7
20

.7
10

.3
51

.0
18

.0
40

8
52

.0
39

2
52

.4
16

42
.5

ill
in

oi
s

15
,3

36
24

.8
18

.5
40

.1
16

.6
3,

99
2

55
.5

3,
90

4
55

.8
88

45
.1

in
di

an
a

5,
92

1
18

.1
11

.7
45

.2
25

.1
2,

58
1

55
.9

2,
45

4
57

.1
12

7
33

.2
io

w
a

3,
11

9
17

.3
12

.1
48

.0
22

.6
1,

38
5

50
.4

1,
35

5
50

.3
30

55
.6

Ka
ns

as
2,

43
8

19
.5

8.
5

48
.6

23
.4

1,
02

0
53

.2
98

6
53

.7
34

38
.9

Ke
nt

uc
ky

5,
60

6
23

.4
12

.4
45

.7
18

.5
1,

78
1

57
.1

1,
64

4
58

.1
13

7
45

.3
Lo

ui
si

an
a

6,
96

4
19

.7
12

.4
50

.5
17

.5
2,

04
4

56
.5

1,
88

2
56

.7
16

2
54

.3
m

ai
ne

2,
29

6
16

.2
10

.4
47

.6
25

.8
1,

06
2

54
.6

98
8

53
.1

74
74

.3
m

ar
yl

an
d

7,
08

2
18

.9
16

.8
44

.6
19

.7
2,

12
7

59
.1

2,
01

6
59

.5
11

1
50

.1
m

as
sa

ch
us

et
ts

11
,7

81
13

.6
19

.3
42

.4
24

.6
4,

86
4

55
.9

4,
82

6
55

.6
38

95
.9

m
ic

hi
ga

n
11

,6
55

19
.0

15
.7

45
.1

20
.2

3,
82

2
58

.7
3,

74
1

59
.0

81
43

.0
m

in
ne

so
ta

7,
58

9
17

.5
12

.2
47

.5
22

.8
3,

27
8

50
.5

3,
25

5
50

.5
23

52
.3

m
is

si
ss

ip
pi

4,
14

6
21

.7
11

.5
42

.9
23

.8
1,

48
4

65
.5

1,
30

8
67

.9
17

6
47

.4
m

is
so

ur
i3

7,
74

8
23

.4
9.

4
48

.1
19

.1
2,

60
3

52
.9

2,
56

8
53

.1
35

40
.9

m
on

ta
na

93
6

23
.7

11
.9

39
.1

25
.4

37
5

63
.8

35
6

64
.8

20
46

.7
n e

br
as

ka
1,

73
0

23
.6

10
.0

42
.8

23
.6

69
7

53
.9

69
3

53
.9

4
60

.4



 J u n e  2 0 13  | 97

MACStats: MEDICAID AND CHIP PROGRAM STATISTICS |

SE
C

TI
O

N
 3

TA
BL

E 
13

, C
on

tin
ue

d

Pe
rc

en
ta

ge
 o

f B
en

ef
it 

Sp
en

di
ng

 
At

tr
ib

ut
ab

le
 to

 E
lig

ib
ili

ty
 G

ro
up

1
Du

al
 E

lig
ib

le
 S

ta
tu

s2

Al
l d

ua
l e

lig
ib

le
s

Du
al

 e
lig

ib
le

s 
w

ith
 

fu
ll 

be
ne

fit
s

Du
al

 e
lig

ib
le

s 
w

ith
 

lim
ite

d 
be

ne
fit

s

St
at

e
To

ta
l

Ch
ild

re
n

Ad
ul

ts
Di

sa
bl

ed
Ag

ed
To

ta
l

Pe
rc

en
ta

ge
 

at
tr

ib
ut

ab
le

 
to

 a
ge

 6
5+

To
ta

l

Pe
rc

en
ta

ge
 

at
tr

ib
ut

ab
le

 
to

 a
ge

 6
5+

To
ta

l

Pe
rc

en
ta

ge
 

at
tr

ib
ut

ab
le

 
to

 a
ge

 6
5+

ne
va

da
1,

50
9

28
.5

%
12

.8
%

41
.9

%
16

.9
%

38
3

62
.1

%
34

0
64

.1
%

43
46

.6
%

ne
w

 H
am

ps
hi

re
1,

33
2

24
.8

8.
4

38
.1

28
.7

62
2

58
.4

59
8

58
.8

24
49

.1
ne

w
 J

er
se

y
10

,2
24

16
.2

7.
1

44
.6

32
.0

4,
77

0
63

.8
4,

72
7

63
.7

43
69

.4
ne

w
 m

ex
ic

o
3,

44
3

45
.7

19
.3

31
.6

3.
4

33
9

30
.4

28
6

25
.5

53
56

.7
ne

w
 y

or
k

52
,1

22
10

.5
18

.8
42

.2
28

.5
22

,7
70

60
.9

22
,5

17
60

.8
25

3
72

.5
no

rt
h 

Ca
ro

lin
a

10
,9

07
21

.8
14

.2
45

.0
19

.1
3,

51
8

58
.6

3,
39

7
59

.0
12

1
48

.0
no

rt
h 

da
ko

ta
68

8
15

.4
9.

9
42

.5
32

.2
38

2
57

.0
37

8
57

.1
5

52
.6

oh
io

15
,2

62
13

.6
13

.6
47

.2
25

.6
6,

05
1

58
.7

5,
80

1
59

.7
25

0
36

.6
ok

la
ho

m
a

4,
11

9
26

.9
12

.3
42

.0
18

.8
1,

36
6

53
.7

1,
33

8
53

.7
28

50
.8

or
eg

on
4,

00
7

17
.5

17
.7

40
.6

24
.2

1,
45

7
64

.7
1,

39
9

65
.5

58
45

.7
Pe

nn
sy

lv
an

ia
18

,7
66

16
.7

9.
0

49
.5

24
.8

7,
12

2
62

.0
7,

01
8

62
.0

10
4

56
.7

rh
od

e 
is

la
nd

1,
92

6
22

.2
12

.1
46

.4
19

.2
69

5
51

.4
68

8
51

.4
8

53
.3

s o
ut

h 
Ca

ro
lin

a
5,

17
3

20
.5

15
.7

43
.9

20
.0

1,
74

3
59

.3
1,

71
9

59
.4

24
53

.4
so

ut
h 

da
ko

ta
78

4
24

.9
11

.8
41

.2
22

.1
29

4
58

.3
27

6
59

.0
18

48
.8

Te
nn

es
se

e
8,

51
8

24
.6

17
.3

40
.9

17
.2

2,
50

3
56

.5
2,

28
6

57
.9

21
7

41
.4

Te
xa

s
27

,2
00

32
.2

9.
5

40
.3

18
.0

7,
21

3
64

.8
6,

54
2

64
.7

67
1

65
.2

ut
ah

1,
71

6
25

.9
14

.3
48

.8
11

.1
47

0
37

.5
46

2
37

.5
8

40
.9

ve
rm

on
t

1,
25

0
4

4
4

4
4

4
4

4
4

4

vi
rg

in
ia

6,
46

7
23

.3
10

.3
45

.0
21

.3
2,

27
4

55
.6

2,
15

8
56

.3
11

6
43

.1
W

as
hi

ng
to

n
7,

06
3

22
.7

15
.3

40
.8

21
.3

2,
31

9
62

.8
2,

22
0

63
.7

99
41

.1
W

es
t v

irg
in

ia
2,

55
3

16
.2

7.
6

47
.7

28
.5

1,
07

6
66

.7
1,

01
8

67
.8

59
47

.7
W

is
co

ns
in

6,
52

1
11

.9
17

.9
41

.1
29

.1
3,

16
3

58
.5

3,
13

3
58

.6
30

53
.8

W
yo

m
in

g
53

8
22

.9
10

.5
43

.1
23

.6
24

0
52

.6
22

4
53

.1
16

45
.3

No
te

s:
 in

cl
ud

es
 fe

de
ra

l a
nd

 s
ta

te
 fu

nd
s.

 e
xc

lu
de

s 
ad

m
in

is
tra

tiv
e 

sp
en

di
ng

, t
he

 te
rri

to
rie

s,
 a

nd
 m

ed
ic

ai
d-

ex
pa

ns
io

n 
CH

iP
 e

nr
ol

le
es

. b
en

ef
it 

sp
en

di
ng

 fr
om

 m
ed

ic
ai

d 
st

at
is

tic
al

 in
fo

rm
at

io
n 

sy
st

em
 (m

si
s)

 d
at

a 
ha

s 
be

en
 a

dj
us

te
d 

to
 

re
fle

ct
 C

m
s-

64
 to

ta
ls

; s
ee

 s
ec

tio
n 

5 
of

 m
aC

st
at

s 
fo

r m
et

ho
do

lo
gy

.
1   

 Ch
ild

re
n 

an
d 

ad
ul

ts
 u

nd
er

 a
ge

 6
5 

w
ho

 q
ua

lif
y 

fo
r m

ed
ic

ai
d 

on
 th

e 
ba

si
s 

of
 a

 d
is

ab
ilit

y 
ar

e 
in

cl
ud

ed
 in

 th
e 

di
sa

bl
ed

 c
at

eg
or

y.
 a

bo
ut

 6
90

,0
00

 e
nr

ol
le

es
 a

ge
d 

65
 a

nd
 o

ld
er

 a
re

 id
en

tif
ie

d 
in

 th
e 

da
ta

 a
s 

di
sa

bl
ed

; g
iv

en
 th

at
 d

is
ab

ilit
y 

is
 

no
t a

n 
el

ig
ib

ilit
y 

pa
th

w
ay

 fo
r i

nd
iv

id
ua

ls
 a

ge
d 

65
 a

nd
 o

ld
er

, m
aC

Pa
C 

re
co

de
s 

th
es

e 
en

ro
lle

es
 a

s 
ag

ed
. 

2   
du

al
 e

lig
ib

le
s 

ar
e 

in
di

vi
du

al
s 

w
ho

 a
re

 e
nr

ol
le

d 
in

 b
ot

h 
m

ed
ic

ai
d 

an
d 

m
ed

ic
ar

e;
 th

os
e 

w
ith

 li
m

ite
d 

be
ne

fit
s 

on
ly

 re
ce

iv
e 

m
ed

ic
ai

d 
as

si
st

an
ce

 w
ith

 m
ed

ic
ar

e 
pr

em
iu

m
s 

an
d 

co
st

 s
ha

rin
g.

3   
fi

sc
al

 y
ea

r (
fy

) 2
01

0 
da

ta
 u

na
va

ila
bl

e 
fo

r i
da

ho
 a

nd
 m

is
so

ur
i; 

fy
 2

00
9 

va
lu

es
 s

ho
w

n 
in

st
ea

d.
4   

du
e 

to
 la

rg
e 

di
ffe

re
nc

es
 in

 th
e 

w
ay

 m
an

ag
ed

 c
ar

e 
sp

en
di

ng
 is

 re
po

rte
d 

by
 v

er
m

on
t i

n 
Cm

s-
64

 a
nd

 m
si

s 
da

ta
, m

aC
Pa

C’
s 

ad
ju

st
m

en
t m

et
ho

do
lo

gy
 is

 o
nl

y 
ap

pl
ie

d 
to

 to
ta

l m
ed

ic
ai

d 
sp

en
di

ng
. 

So
ur

ce
s:

 m
aC

Pa
C 

an
al

ys
is

 o
f m

ed
ic

ai
d 

st
at

is
tic

al
 in

fo
rm

at
io

n 
sy

st
em

 (m
si

s)
 a

nn
ua

l p
er

so
n 

su
m

m
ar

y 
(a

Ps
) d

at
a 

an
d 

Cm
s-

64
 f

in
an

ci
al

 m
an

ag
em

en
t r

ep
or

t (
fm

r)
 n

et
 e

xp
en

di
tu

re
 d

at
a 

fro
m

 C
m

s 
as

 o
f m

ay
 2

01
3.



98 | J u n e  2 0 1 3

| RepoRt to the CongRess on MediCaid and Chip
SE

C
TI

O
N

 3

TA
BL

E 
14

. 
 M

ed
ic

ai
d 

Be
ne

fit
 S

pe
nd

in
g 

Pe
r F

ul
l-Y

ea
r E

qu
iv

al
en

t (
FY

E)
 E

nr
ol

le
e 

by
 S

ta
te

 a
nd

 E
lig

ib
ili

ty
 G

ro
up

, F
Y 

20
10

 T
ot

al
 

 C
hi

ld
re

n 
 A

du
lts

 
 D

is
ab

le
d 

 A
ge

d 

Be
ne

fit
 s

pe
nd

in
g 

 
pe

r 
FY

E
Be

ne
fit

 s
pe

nd
in

g 
 

pe
r 

FY
E

Be
ne

fit
 s

pe
nd

in
g 

 
pe

r 
FY

E
Be

ne
fit

 s
pe

nd
in

g 
 

pe
r 

FY
E

Be
ne

fit
 s

pe
nd

in
g 

 
pe

r 
FY

E

St
at

e

Pe
rc

en
ta

ge
 

of
 F

YE
s 

w
ith

 li
m

ite
d 

be
ne

fit
s1

Al
l 

en
ro

lle
es

 Ex
cl

ud
in

g 
th

os
e 

w
ith

 
lim

ite
d 

be
ne

fit
s2

Pe
rc

en
ta

ge
 

of
 F

YE
s 

w
ith

 
lim

ite
d 

be
ne

fit
s1

Al
l 

en
ro

lle
es

 Ex
cl

ud
in

g 
th

os
e 

w
ith

 
lim

ite
d 

be
ne

fit
s2  

Pe
rc

en
ta

ge
 

of
 F

YE
s 

w
ith

 
lim

ite
d 

be
ne

fit
s1

Al
l 

en
ro

lle
es

Ex
cl

ud
in

g 
th

os
e 

w
ith

 
lim

ite
d 

be
ne

fit
s2

Pe
rc

en
ta

ge
 

of
 F

YE
s 

w
ith

 
lim

ite
d 

be
ne

fit
s1

Al
l 

en
ro

lle
es

Ex
cl

ud
in

g 
th

os
e 

w
ith

 
lim

ite
d 

be
ne

fit
s2  

Pe
rc

en
ta

ge
 

of
 F

YE
s 

w
ith

 
lim

ite
d 

be
ne

fit
s1

Al
l 

en
ro

lle
es

 Ex
cl

ud
in

g 
th

os
e 

w
ith

 
lim

ite
d 

be
ne

fit
s2  

To
ta

l
11

.5
%

$7
,2

64
 

$7
,9

15
 

1.
5%

$2
,8

48
 

$2
,8

71
 

27
.7

%
$4

,3
43

 
$5

,2
59

 
9.

9%
$1

9,
16

6 
$2

0,
88

9 
23

.0
%

$1
6,

43
0 

$2
0,

54
9 

al
ab

am
a

22
.8

5,
61

3
6,

57
2

0.
1

3,
07

1
3,

07
0

74
.3

3,
35

5
6,

74
7

19
.9

9,
63

7
11

,3
16

55
.0

11
,2

16
22

,1
40

al
as

ka
0.

3
12

,0
16

12
,0

41
0.

0
5,

95
4

5,
95

3
0.

0
9,

35
0

9,
34

8
0.

6
30

,8
57

31
,0

27
2.

5
27

,6
51

28
,2

71
ar

izo
na

7.
9

7,
16

1
7,

43
6

2.
5

3,
32

0
3,

35
8

11
.1

6,
91

3
7,

38
1

7.
0

20
,8

51
21

,3
17

26
.7

13
,9

37
17

,9
21

ar
ka

ns
as

19
.9

6,
69

7
7,

73
6

2.
4

2,
68

0
2,

70
9

71
.5

2,
18

6
5,

39
1

19
.7

14
,1

96
16

,2
84

36
.9

17
,7

00
25

,8
96

Ca
lif

or
ni

a
29

.0
4,

77
3

6,
25

6
7.

2
1,

93
7

2,
03

2
64

.8
1,

82
8

3,
16

2
0.

8
18

,3
99

18
,4

65
3.

9
12

,5
50

12
,8

59
Co

lo
ra

do
4.

3
7,

58
4

7,
68

7
0.

2
2,

94
2

2,
91

0
3.

8
5,

80
4

5,
33

0
10

.8
20

,5
67

22
,6

35
19

.9
17

,8
86

21
,8

61
Co

nn
ec

tic
ut

6.
8

10
,0

10
10

,5
59

–
3,

22
2

3,
22

2
0.

0
4,

46
7

4,
46

7
16

.3
32

,0
03

37
,5

52
38

.6
27

,9
82

44
,2

74
de

la
w

ar
e

14
.8

7,
12

9
7,

99
9

2.
1

3,
28

0
3,

33
3

17
.7

5,
62

6
6,

38
5

26
.0

18
,5

14
24

,0
93

52
.3

17
,1

99
33

,8
71

di
st

ric
t o

f C
ol

um
bi

a
3.

0
10

,9
69

11
,0

74
–

3,
01

3
3,

01
3

0.
6

5,
09

9
4,

77
3

5.
0

29
,0

02
30

,1
95

19
.9

25
,6

45
31

,1
07

fl
or

id
a

10
.3

6,
16

4
6,

45
3

0.
2

2,
07

9
2,

06
2

5.
9

5,
54

3
5,

30
8

20
.9

14
,6

50
17

,5
31

39
.1

11
,3

62
17

,0
06

Ge
or

gi
a

8.
3

5,
34

5
5,

59
3

0.
0

1,
99

1
1,

98
8

0.
8

6,
19

1
5,

83
8

19
.2

13
,1

26
15

,6
89

45
.6

10
,4

43
17

,7
09

Ha
w

ai
i

1.
4

6,
42

3
6,

47
6

0.
0

2,
36

5
2,

36
5

0.
0

4,
76

1
4,

75
5

4.
6

17
,0

27
17

,7
23

9.
1

18
,2

59
19

,8
25

id
ah

o3
5.

0
7,

42
5

7,
71

5
–

2,
53

1
2,

53
1

0.
0

7,
57

6
7,

57
6

11
.8

18
,3

66
20

,5
31

30
.0

15
,6

85
21

,7
27

ill
in

oi
s

5.
2

6,
29

5
6,

50
1

0.
1

2,
88

2
2,

88
1

13
.9

4,
36

9
4,

68
4

4.
8

21
,9

31
22

,8
24

11
.5

13
,5

81
15

,1
03

in
di

an
a

5.
4

6,
15

8
6,

37
1

–
1,

95
5

1,
95

5
0.

0
3,

76
4

3,
76

4
19

.9
17

,1
94

20
,7

75
28

.1
19

,7
55

26
,7

05
io

w
a

10
.5

7,
03

7
7,

57
6

1.
1

2,
53

2
2,

54
6

26
.3

3,
17

2
3,

39
7

6.
3

20
,1

37
21

,2
94

22
.3

19
,1

96
24

,1
12

Ka
ns

as
5.

7
7,

88
4

8,
21

0
0.

0
2,

71
2

2,
70

8
0.

6
5,

95
3

5,
73

7
14

.0
17

,5
30

20
,0

31
24

.7
18

,0
15

23
,3

80
Ke

nt
uc

ky
9.

0
7,

50
0

8,
02

4
0.

0
3,

66
0

3,
65

7
0.

4
7,

47
3

7,
42

2
15

.8
12

,1
46

13
,9

91
39

.2
12

,1
76

18
,8

38
Lo

ui
si

an
a

15
.3

6,
73

8
7,

55
2

0.
0

2,
47

8
2,

47
7

47
.5

4,
91

8
7,

38
1

14
.3

17
,4

07
19

,8
51

44
.4

11
,8

05
19

,7
05

m
ai

ne
12

.9
6,

92
7

7,
70

0
0.

1
3,

40
9

3,
41

2
0.

4
2,

60
5

2,
61

0
13

.1
14

,9
74

16
,9

45
57

.1
10

,2
91

21
,7

68
m

ar
yl

an
d

7.
9

8,
98

7
9,

30
1

0.
9

3,
47

1
3,

46
4

12
.0

5,
77

5
5,

42
2

11
.0

24
,1

15
26

,6
42

29
.9

21
,1

03
28

,8
65

m
as

sa
ch

us
et

ts
6.

6
8,

52
7

9,
02

6
3.

4
4,

05
4

4,
16

9
9.

0
3,

89
8

4,
16

7
0.

3
19

,7
17

19
,7

62
16

.6
19

,5
90

23
,0

07
m

ic
hi

ga
n

6.
1

6,
24

7
6,

53
8

1.
0

2,
20

3
2,

21
6

17
.2

4,
30

7
4,

94
4

4.
6

16
,5

47
17

,1
61

13
.2

19
,6

77
22

,2
58

m
in

ne
so

ta
5.

2
10

,3
95

10
,8

41
0.

9
3,

73
7

3,
75

2
11

.7
4,

96
7

5,
47

3
3.

9
30

,4
98

31
,5

26
11

.8
24

,6
71

27
,4

93
m

is
si

ss
ip

pi
15

.3
6,

51
7

7,
10

4
0.

0
2,

78
3

2,
78

2
36

.3
5,

77
1

6,
43

9
21

.0
11

,9
12

14
,2

80
44

.3
12

,2
95

20
,2

23
m

is
so

ur
i3

5.
3

9,
30

5
9,

63
3

0.
1

3,
99

1
3,

99
1

23
.1

5,
65

7
6,

18
1

4.
1

21
,7

70
22

,5
79

9.
2

18
,8

90
20

,6
14

m
on

ta
na

6.
5

9,
03

7
9,

46
1

–
3,

76
3

3,
76

3
–

7,
84

5
7,

84
5

15
.9

18
,4

03
21

,2
46

33
.5

22
,3

08
32

,2
29

ne
br

as
ka

1.
1

8,
74

0
8,

80
7

0.
0

3,
36

2
3,

36
2

0.
2

6,
66

5
6,

62
0

2.
2

21
,7

91
22

,2
42

7.
8

24
,6

53
26

,6
02

ne
va

da
7.

4
5,

92
2

6,
07

7
0.

1
2,

81
6

2,
80

2
2.

0
4,

64
2

4,
25

3
22

.3
16

,9
05

20
,7

38
41

.3
10

,9
30

16
,8

67
ne

w
 H

am
ps

hi
re

6.
3

9,
92

4
10

,4
05

–
4,

07
3

4,
07

3
–

7,
37

9
7,

37
9

18
.8

20
,5

15
24

,6
61

29
.6

29
,2

07
40

,1
77



 J u n e  2 0 13  | 99

MACStats: MEDICAID AND CHIP PROGRAM STATISTICS |

SE
C

TI
O

N
 3

 T
ot

al
 

 C
hi

ld
re

n 
 A

du
lts

 
 D

is
ab

le
d 

 A
ge

d 

Be
ne

fit
 s

pe
nd

in
g 

 
pe

r 
FY

E
Be

ne
fit

 s
pe

nd
in

g 
 

pe
r 

FY
E

Be
ne

fit
 s

pe
nd

in
g 

 
pe

r 
FY

E
Be

ne
fit

 s
pe

nd
in

g 
 

pe
r 

FY
E

Be
ne

fit
 s

pe
nd

in
g 

 
pe

r 
FY

E

St
at

e

Pe
rc

en
ta

ge
 

of
 F

YE
s 

w
ith

 li
m

ite
d 

be
ne

fit
s1

Al
l 

en
ro

lle
es

 Ex
cl

ud
in

g 
th

os
e 

w
ith

 
lim

ite
d 

be
ne

fit
s2

Pe
rc

en
ta

ge
 

of
 F

YE
s 

w
ith

 
lim

ite
d 

be
ne

fit
s1

Al
l 

en
ro

lle
es

 Ex
cl

ud
in

g 
th

os
e 

w
ith

 
lim

ite
d 

be
ne

fit
s2  

Pe
rc

en
ta

ge
 

of
 F

YE
s 

w
ith

 
lim

ite
d 

be
ne

fit
s1

Al
l 

en
ro

lle
es

Ex
cl

ud
in

g 
th

os
e 

w
ith

 
lim

ite
d 

be
ne

fit
s2

Pe
rc

en
ta

ge
 

of
 F

YE
s 

w
ith

 
lim

ite
d 

be
ne

fit
s1

Al
l 

en
ro

lle
es

Ex
cl

ud
in

g 
th

os
e 

w
ith

 
lim

ite
d 

be
ne

fit
s2  

Pe
rc

en
ta

ge
 

of
 F

YE
s 

w
ith

 
lim

ite
d 

be
ne

fit
s1

Al
l 

en
ro

lle
es

 Ex
cl

ud
in

g 
th

os
e 

w
ith

 
lim

ite
d 

be
ne

fit
s2  

ne
w

 J
er

se
y

3.
2%

$1
1,

64
5

$1
1,

86
6

0.
0%

$3
,3

74
$3

,3
73

1.
8%

$8
,0

81
$7

,3
76

5.
0%

$2
8,

22
8

$2
9,

57
0

13
.7

%
$2

4,
18

8
$2

7,
63

9
ne

w
 m

ex
ic

o
12

.3
7,

05
5

7,
54

9
0.

0
5,

24
7

5,
23

9
38

.8
7,

64
1

9,
54

8
17

.0
17

,2
66

20
,3

29
40

.9
3,

09
2

3,
90

8
ne

w
 y

or
k

5.
5

11
,1

39
11

,5
00

2.
2

3,
13

6
3,

18
4

6.
5

5,
64

7
5,

61
6

3.
5

34
,4

95
35

,5
08

15
.0

26
,8

14
30

,7
03

no
rt

h 
Ca

ro
lin

a
8.

9
7,

19
7

7,
67

6
0.

1
2,

94
1

2,
93

8
28

.0
6,

07
2

7,
49

4
9.

3
16

,8
87

18
,3

50
21

.9
12

,7
63

15
,8

79
no

rt
h 

da
ko

ta
4.

6
10

,8
21

11
,2

62
–

3,
08

4
3,

08
4

0.
0

6,
12

5
6,

12
4

11
.1

28
,5

18
31

,8
06

22
.8

28
,2

28
36

,1
53

oh
io

4.
7

7,
98

7
8,

24
8

–
2,

13
8

2,
13

8
0.

0
4,

70
7

4,
70

7
14

.5
20

,8
53

23
,8

59
26

.3
25

,4
18

33
,6

72
ok

la
ho

m
a

7.
5

6,
22

7
6,

57
5

0.
1

2,
88

9
2,

88
9

28
.0

4,
53

1
5,

48
4

7.
6

16
,0

34
17

,1
99

17
.1

13
,3

46
15

,7
95

o r
eg

on
10

.7
8,

08
3

8,
80

7
3.

0
2,

79
6

2,
86

8
14

.3
6,

62
1

7,
21

3
16

.4
18

,5
72

21
,7

85
31

.9
19

,3
46

27
,5

97
Pe

nn
sy

lv
an

ia
7.

5
9,

26
7

9,
86

6
0.

2
3,

48
6

3,
48

1
24

.3
4,

49
4

5,
39

0
4.

5
17

,1
85

17
,8

81
17

.1
22

,3
57

26
,5

74
rh

od
e 

is
la

nd
3.

4
11

,1
26

11
,3

56
0.

0
5,

51
9

5,
49

0
3.

9
7,

12
0

7,
12

1
3.

3
23

,4
27

24
,0

05
13

.8
15

,0
61

17
,0

85
so

ut
h 

Ca
ro

lin
a

8.
7

6,
82

2
7,

24
9

0.
1

2,
70

5
2,

70
2

32
.4

5,
33

4
6,

66
9

5.
0

16
,1

69
16

,8
98

12
.8

13
,8

56
15

,6
83

so
ut

h 
da

ko
ta

6.
3

7,
51

2
7,

82
9

0.
0

3,
14

1
3,

14
1

0.
1

6,
42

4
6,

40
1

17
.0

19
,2

31
22

,5
05

33
.7

15
,7

59
22

,5
63

Te
nn

es
se

e
7.

6
6,

63
9

6,
97

5
0.

0
3,

09
9

3,
09

4
0.

1
6,

01
9

5,
91

6
18

.1
14

,7
11

17
,3

04
43

.1
11

,7
52

19
,3

99
Te

xa
s

9.
6

7,
36

5
7,

66
3

0.
0

3,
69

8
3,

67
0

38
.0

7,
52

4
9,

12
0

14
.0

18
,9

37
21

,3
11

34
.9

12
,1

99
16

,6
76

u t
ah

1.
6

6,
94

1
6,

91
8

0.
0

3,
07

5
3,

06
9

1.
1

4,
67

4
4,

33
3

4.
4

22
,7

63
23

,6
15

12
.7

13
,9

80
15

,6
10

ve
rm

on
t

4.
4

7,
79

2
4

–
4

4
–

4
4

7.
4

4
4

26
.7

4
4

vi
rg

in
ia

7.
2

7,
84

2
8,

22
5

0.
0

3,
28

9
3,

28
8

6.
6

5,
90

3
5,

95
6

16
.1

18
,4

21
21

,3
90

27
.6

14
,4

75
19

,1
69

W
as

hi
ng

to
n

11
.1

6,
42

6
6,

78
1

0.
2

2,
50

0
2,

48
6

43
.4

5,
52

7
7,

05
1

11
.2

16
,0

28
17

,5
72

19
.7

18
,2

08
21

,9
05

W
es

t v
irg

in
ia

8.
1

7,
31

9
7,

78
5

0.
0

2,
48

8
2,

48
8

0.
0

4,
82

4
4,

82
3

13
.8

11
,4

32
12

,9
22

37
.9

20
,0

52
31

,0
36

W
is

co
ns

in
9.

2
6,

28
9

6,
75

4
4.

7
1,

94
4

1,
98

6
16

.5
3,

22
8

3,
51

0
4.

3
18

,0
60

18
,7

21
8.

7
14

,8
58

16
,1

30
W

yo
m

in
g

6.
7

7,
97

1
8,

20
0

0.
8

2,
77

6
2,

79
4

12
.2

6,
57

6
6,

70
0

14
.6

23
,7

78
26

,8
33

35
.0

25
,9

71
37

,6
98

No
te

s:
 in

cl
ud

es
 fe

de
ra

l a
nd

 s
ta

te
 fu

nd
s.

 e
xc

lu
de

s 
ad

m
in

is
tra

tiv
e 

sp
en

di
ng

, t
he

 te
rr

ito
rie

s,
 a

nd
 m

ed
ic

ai
d-

ex
pa

ns
io

n 
CH

iP.
 C

hi
ld

re
n 

an
d 

ad
ul

ts
 u

nd
er

 a
ge

 6
5 

w
ho

 q
ua

lif
y 

fo
r m

ed
ic

ai
d 

on
 th

e 
ba

si
s 

of
 a

 d
is

ab
ilit

y 
ar

e 
in

cl
ud

ed
 in

 th
e 

di
sa

bl
ed

 c
at

eg
or

y.
 a

bo
ut

 6
90

,0
00

 e
nr

ol
le

es
 a

ge
d 

65
 a

nd
 o

ld
er

 a
re

 id
en

tif
ie

d 
in

 th
e 

da
ta

 a
s 

di
sa

bl
ed

; g
iv

en
 th

at
 d

is
ab

ilit
y 

is
 n

ot
 a

n 
el

ig
ib

ilit
y 

pa
th

w
ay

 fo
r i

nd
iv

id
ua

ls
 a

ge
d 

65
 a

nd
 o

ld
er

, m
aC

Pa
C 

re
co

de
s 

th
es

e 
en

ro
lle

es
 a

s 
ag

ed
. 

be
ne

fit
 s

pe
nd

in
g 

fro
m

 m
ed

ic
ai

d 
st

at
is

tic
al

 in
fo

rm
at

io
n 

sy
st

em
 (m

si
s)

 d
at

a 
ha

s 
be

en
 a

dj
us

te
d 

to
 re

fle
ct

 C
m

s-
64

 to
ta

ls
; s

ee
 s

ec
tio

n 
5 

of
 m

aC
st

at
s 

fo
r m

et
ho

do
lo

gy
.

in
 th

is
 ta

bl
e,

 e
nr

ol
le

es
 w

ith
 li

m
ite

d 
be

ne
fit

s 
ar

e 
de

fin
ed

 a
s 

th
os

e 
re

po
rt

ed
 b

y 
st

at
es

 in
 m

si
s 

as
 re

ce
iv

in
g 

co
ve

ra
ge

 o
f o

nl
y 

fa
m

ily
 p

la
nn

in
g 

se
rv

ic
es

, a
ss

is
ta

nc
e 

w
ith

 m
ed

ic
ar

e 
pr

em
iu

m
s 

an
d 

co
st

 s
ha

rin
g,

 o
r e

m
er

ge
nc

y 
se

rv
ic

es
. 

ad
di

tio
na

l i
nd

iv
id

ua
ls

 m
ay

 re
ce

iv
e 

lim
ite

d 
be

ne
fit

s 
fo

r o
th

er
 re

as
on

s,
 b

ut
 a

re
 n

ot
 b

ro
ke

n 
ou

t h
er

e.

Ze
ro

es
 in

di
ca

te
 a

m
ou

nt
s 

le
ss

 th
an

 0
.0

5 
pe

rc
en

t t
ha

t r
ou

nd
 to

 z
er

o.
 d

as
he

s 
in

di
ca

te
 a

m
ou

nt
s 

th
at

 a
re

 tr
ue

 z
er

oe
s.

1   
Th

es
e 

pe
rc

en
ta

ge
s 

ar
e 

lik
el

y 
to

 b
e 

un
de

re
st

im
at

ed
 b

ec
au

se
 c

om
pa

ris
on

s 
w

ith
 o

th
er

 d
at

a 
so

ur
ce

s 
in

di
ca

te
 th

at
 s

om
e 

st
at

es
 d

o 
no

t i
de

nt
ify

 a
ll 

of
 th

ei
r l

im
ite

d-
be

ne
fit

 e
nr

ol
le

es
 in

 m
si

s.
2   

Ca
lc

ul
at

ed
 b

y 
re

m
ov

in
g 

lim
ite

d-
be

ne
fit

 e
nr

ol
le

es
 a

nd
 th

ei
r s

pe
nd

in
g.

 
3   

fi
sc

al
 y

ea
r (

fy
) 2

01
0 

da
ta

 u
na

va
ila

bl
e 

fo
r i

da
ho

 a
nd

 m
is

so
ur

i; 
fy

 2
00

9 
va

lu
es

 s
ho

w
n 

in
st

ea
d.

4  d
ue

 to
 la

rg
e 

di
ffe

re
nc

es
 in

 th
e 

w
ay

 m
an

ag
ed

 c
ar

e 
sp

en
di

ng
 is

 re
po

rt
ed

 b
y 

ve
rm

on
t i

n 
Cm

s-
64

 a
nd

 m
si

s 
da

ta
, m

aC
Pa

C’
s 

ad
ju

st
m

en
t m

et
ho

do
lo

gy
 is

 o
nl

y 
ap

pl
ie

d 
to

 to
ta

l m
ed

ic
ai

d 
sp

en
di

ng
. 

So
ur

ce
s:

 m
aC

Pa
C 

an
al

ys
is

 o
f m

ed
ic

ai
d 

st
at

is
tic

al
 in

fo
rm

at
io

n 
sy

st
em

 (m
si

s)
 a

nn
ua

l p
er

so
n 

su
m

m
ar

y 
(a

Ps
) d

at
a 

an
d 

Cm
s-

64
 f

in
an

ci
al

 m
an

ag
em

en
t r

ep
or

t (
fm

r)
 n

et
 e

xp
en

di
tu

re
 d

at
a 

fro
m

 C
m

s 
as

 o
f m

ay
 2

01
3.

TA
BL

E 
14

, C
on

tin
ue

d 



100 | J u n e  2 0 1 3

| RepoRt to the CongRess on MediCaid and Chip
SE

C
TI

O
N

 3

FIGURE 3.   Distribution of Medicaid Benefit Spending by Eligibility Group and Service 
Category, FY 2010

22% 24% 

34% 

25% 

7% 

15% 

25% 

16% 

15% 

8% 

4% 

4% 5% 

5% 

1% 

24% 

44% 
45% 

15% 

9% 

14% 

1% 

22% 

18% 

18% 

2% 

14% 

48% 

3% 3% 
9% 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Total
$388.6 billion

Child
$74.4 billion

Adult
$57.3 billion

Disabled
$166.3 billion

Aged
$90.7 billion

Pe
rc

en
t o

f B
en

ef
it 

Sp
en

di
ng

 

* * 

Notes: LTss is long-term services and supports. includes federal and state funds. excludes spending for administration, the territories, and medicaid-expansion 
CHiP enrollees. Children and non-aged adults who qualify for medicaid on the basis of a disability are included in the disabled category. about 690,000 enrollees 
aged 65 and older are identified in the data as disabled; given that disability is not an eligibility pathway for individuals aged 65 and older, maCPaC recodes these 
enrollees as aged. amounts are fee for service unless otherwise noted. benefit spending from medicaid statistical information system (msis) data has been 
adjusted to reflect Cms-64 totals; see section 5 of maCstats for methodology, including a list of services in each category. fiscal year (fy) 2010 data unavailable 
for idaho and missouri; fy 2009 values used instead.

* values less than 1 percent are not shown.

Sources: maCPaC analysis of medicaid statistical information system (msis) annual person summary (aPs) data and Cms-64 financial management report 
(fmr) net expenditure data from Cms as of may 2013.
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FIGURE 4.  Medicaid Benefit Spending Per Full-Year Equivalent (FYE) Enrollee by Eligibility 
Group and Service Category, FY 2010
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Notes: LTss is long-term services and supports. includes federal and state funds. excludes spending for administration, the territories, and medicaid-expansion 
CHiP enrollees. Children and non-aged adults who qualify for medicaid on the basis of a disability are included in the disabled category. about 690,000 enrollees 
aged 65 and older are identified in the data as disabled; given that disability is not an eligibility pathway for individuals aged 65 and older, maCPaC recodes these 
enrollees as aged. amounts are fee for service unless otherwise noted. benefit spending from medicaid statistical information system (msis) data has been 
adjusted to reflect Cms-64 totals; see section 5 of maCstats for methodology, including a list of services in each category. amounts reflect all enrollees, including 
those with limited benefits; see Table 14 notes for more information. fiscal year (fy) 2010 data unavailable for idaho and missouri; fy 2009 values used instead.

* values less than $100 not shown.

Sources: maCPaC analysis of medicaid statistical information system (msis) annual person summary (aPs) data and Cms-64 financial management report 
(fmr) net expenditure data from Cms as of may 2013.
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FIGURE 5.   Distribution of Medicaid Enrollment and Benefit Spending by Users and  
Non-Users of Long-Term Services and Supports, FY 2010
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Notes: HCbs is home and community-based services; LTss is long-term services and supports. includes federal and state funds. excludes administrative spending 
and spending and enrollees in the territories and in medicaid-expansion CHiP. benefit spending from medicaid statistical information system (msis) data has been 
adjusted to match Cms-64 totals; see section 5 of maCstats for methodology, including a list of services in each category. fiscal year (fy) 2010 data unavailable 
for idaho and missouri; fy 2009 values used instead. LTss users are defined here as enrollees using at least one LTss service during the year under a fee-for-
service arrangement, regardless of the amount. (The data do not allow a breakout of LTss services delivered through managed care.) for example, an enrollee with 
a short stay in a nursing facility for rehabilitation following a hospital discharge and an enrollee with permanent residence in a nursing facility would both be counted 
as LTss users. more refined definitions that take these and other factors into account would produce different results and will be considered in future Commission 
work.
1   all states have HCbs waivers that provide a range of LTss for targeted populations of enrollees who require institutional levels of care. based on a comparison 

with Cms-372 data (a state-reported source containing aggregate spending and enrollment for HCbs waivers), the number of HCbs waiver enrollees may be 
underreported in msis.

Sources: maCPaC analysis of medicaid statistical information system (msis) annual person summary (aPs) data and Cms-64 financial management report 
(fmr) net expenditure data from Cms as of may 2013.
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FIGURE 6.  Distribution of Medicaid Benefit Spending by Long-Term Services and Supports 
Use and Service Category, FY 2010
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Notes: HCbs is home and community-based services, LTss is long-term services and supports. includes federal and state funds. excludes administrative spending 
and spending and enrollees in the territories and in medicaid-expansion CHiP. benefit spending from medicaid statistical information system (msis) data has been 
adjusted to match Cms-64 totals; see section 5 of maCstats for methodology, including a list of services in each category. fiscal year (fy) 2010 data unavailable 
for idaho and missouri; fy 2009 values used instead. LTss users are defined here as enrollees using at least one LTss service during the year under a fee-for-
service arrangement, regardless of the amount. (The data do not allow a breakout of LTss services delivered through managed care.) for example, an enrollee with 
a short stay in a nursing facility for rehabilitation following a hospital discharge and an enrollee with permanent residence in a nursing facility would both be counted 
as LTss users. more refined definitions that take these and other factors into account would produce different results and will be considered in future Commission 
work.
1   all states have HCbs waivers that provide a range of LTss for targeted populations of enrollees who require institutional levels of care. based on a comparison 

with Cms-372 data (a state-reported source containing aggregate spending and enrollment for HCbs waivers), the number of HCbs waiver enrollees may be 
underreported in msis.

Sources: maCPaC analysis of medicaid statistical information system (msis) annual person summary (aPs) data and Cms-64 financial management report 
(fmr) net expenditure data from Cms as of may 2013.
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FIGURE 7.  Medicaid Benefit Spending Per Full-Year Equivalent (FYE) Enrollee by Long-Term 
Services and Supports Use and Service Category, FY 2010
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Notes: HCbs is home and community-based services, LTss is long-term services and supports. includes federal and state funds. excludes administrative spending 
and spending and enrollees in the territories and in medicaid-expansion CHiP. benefit spending from medicaid statistical information system (msis) data has been 
adjusted to match Cms-64 totals; see section 5 of maCstats for methodology, including a list of services in each category. fiscal year (fy) 2010 data unavailable 
for idaho and missouri; fy 2009 values used instead. LTss users are defined here as enrollees using at least one LTss service during the year under a fee-for-
service arrangement, regardless of the amount. The data do not allow a breakout of LTss services delivered through managed care. for example, an enrollee with a 
short stay in a nursing facility for rehabilitation following a hospital discharge and an enrollee with permanent residence in a nursing facility would both be counted 
as LTss users. more refined definitions that take these and other factors into account would produce different results and will be considered in future Commission 
work.
1   all states have HCbs waivers that provide a range of LTss for targeted populations of enrollees who require institutional levels of care. based on a comparison 

with Cms-372 data (a state-reported source containing aggregate spending and enrollment for HCbs waivers), the number of HCbs waiver enrollees may be 
underreported in msis.    

Sources: maCPaC analysis of medicaid statistical information system (msis) annual person summary (aPs) data and Cms-64 financial management report 
(fmr) net expenditure data from Cms as of may 2013.
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Key Points

medicaid managed Care

 f The term managed care may refer to several different arrangements, including 

comprehensive risk-based and limited-benefit plans that provide a contracted set of services 

in exchange for a capitated (per member per month) payment, as well as primary care case 

management (PCCm) programs that typically pay primary care providers a small monthly 

fee to coordinate enrollees’ care. depending on the definition that is used, the national 

percentage of medicaid enrollees in managed care ranges from about half (reflecting 

individuals in comprehensive risk-based plans) to more than 70 percent (Tables 15 and 17).

 f The use of managed care varies widely by state, both in the arrangements used and the 

populations served. in 2011, all but three states reported using some form of managed 

care, including comprehensive risk-based plans, limited-benefit plans, or PCCm programs 

(Tables 15 and 16).

 f The national percentage of medicaid enrollees in any form of managed care ranged from 

41 percent among enrollees aged 65 and older to 87 percent among non-disabled child 

enrollees in fiscal year (fy) 2010 (Table 17). Participation in comprehensive risk-based 

managed care plans was lowest among the aged and disabled eligibility groups (12 and 

29 percent, respectively) and highest among non-disabled adults and children (47 and 62 

percent).

 f for individuals dually enrolled in medicaid and medicare, enrollment in medicaid limited-

benefit plans (which typically cover only behavioral health, transportation, or dental services) 

is more common than enrollment in medicaid comprehensive risk-based plans or PCCm 

programs. forty-one percent of individuals dually enrolled in medicaid and medicare were 

enrolled in some form of medicaid managed care in fy 2010 (Table 17).

 f The national percentage of medicaid benefit spending on any form of managed care ranges 

from about 9 percent among enrollees aged 65 and older to more than 40 percent among 

non-disabled child and adult enrollees (Table 18). in states with comprehensive risk-based 

managed care, these plans account for the majority of managed care spending.
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Technical Guide to the  
June 2013 MACStats

This section provides supplemental information to accompany the tables and figures 
in Sections 1–4 of  MACStats. It describes some of  the data sources used in MACStats, 
the methods that MACPAC uses to analyze these data, and reasons why numbers in 
MACStats tables and figures—such as those on enrollment and spending—may differ 
from each other or from those published elsewhere.

Interpreting Medicaid and CHIP Enrollment and 
Spending Numbers 
Previous MACPAC reports have discussed reasons why estimates of  Medicaid and State 
Children’s Health Insurance Program (CHIP) enrollment and spending may vary.1 Here, 
Tables 19–22 are used to illustrate how various factors can affect enrollment numbers. 
Table 19 shows enrollment numbers for the entire U.S. population in 2010.2 Tables 
20–22 divide the U.S. population into the three age groups that are commonly used in 
MACPAC analyses because they correspond to some of  the key eligibility pathways in 
Medicaid and CHIP: children aged 0 to 18; adults aged 19 to 64; and adults aged 65 and 
older.

Data sources
Medicaid and CHIP enrollment and spending numbers are available from administrative 
data, which states and the federal government compile in the course of  administering 
these programs. The latest year of  available data may differ, depending on the source. 
The administrative data used in this edition of  MACStats include the following, which 
are submitted by the states to the Centers for Medicare & Medicaid Services (CMS):

 f Form CMS-64 data for state-level Medicaid spending, which is used throughout 
MACStats;
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TABLE 19.  Medicaid and CHIP Enrollment by Data Source and Enrollment Period, 2010

Medicaid and CHIP 
Enrollment (All Ages)

Administrative Data Survey Data (NHIS)

Ever enrolled  
during the year Point in time Point in time

medicaid 66.0 million 53.5 million not available
CHiP 7.9 million 5.3 million not available
Totals for medicaid and CHiP 74.0 million 58.8 million 47.7 million
U.S. Population Census Bureau Survey Data (NHIS)

310.3 million 308.8 million
304.1 million, excluding 
active-duty military and 
individuals in institutions

Medicaid and CHIP Enrollment as a Percentage of U.S. Population
23.8% 19.1% 15.7%

see Table 22 for notes.

Sources: maCPaC analysis of medicaid statistical information system (msis) annual person summary (aPs) data from Cms as of may 2013, CHiP statistical 
enrollment data system (seds) data from Cms as of may 2013, data from the national Health interview survey (nHis), and u.s. Census bureau data on the 
monthly postcensal resident population, by single year of age, sex, race, and Hispanic origin.

TABLE 20.  Medicaid and CHIP Enrollment by Data Source and Enrollment Period Among 
Children Under Age 19, 2010

Medicaid and CHIP 
Enrollment Among Children 
Under Age 19

Administrative Data Survey Data (NHIS)

Ever enrolled  
during the year Point in time Point in time

medicaid 32.1 million 26.7 million not available
CHiP 7.7 million 5.1 million not available
Totals for medicaid and CHiP 39.8 million 31.8 million 28.2 million
Children Under Age 19 Census Bureau Survey Data (NHIS)

79.1 million 78.8 million
79.0 million, excluding 
active-duty military and 
individuals in institutions

Medicaid and CHIP Enrollment as a Percentage of All Children Under 19
50.3% 40.4% 35.7%

see Table 22 for notes.

Sources: maCPaC analysis of medicaid statistical information system (msis) annual person summary (aPs) data from Cms as of may 2013, CHiP statistical 
enrollment data system (seds) data from Cms as of may 2013, data from the national Health interview survey (nHis), and u.s. Census bureau data on the 
monthly postcensal resident population, by single year of age, sex, race, and Hispanic origin.
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TABLE 21.  Medicaid and CHIP Enrollment by Data Source and Enrollment Period Among 
Adults Aged 19-64, 2010

Medicaid and CHIP 
Enrollment Among  
Adults Age 19–64

Administrative Data Survey Data (NHIS)

Ever enrolled  
during the year Point in time Point in time

medicaid 27.7 million 21.2 million not available

CHiP 0.2 million 0.2 million not available

Totals for medicaid and CHiP 27.9 million 21.4 million 16.5 million

Adults Age 19–64 Census Bureau Survey Data (NHIS)

190.6 million 189.7 million
186.4 million, excluding 
active-duty military and 
individuals in institutions

Medicaid and CHIP Enrollment as a Percentage of All Adults Age 19–64
14.6% 11.3% 8.9%

see Table 22 for notes.

Sources: maCPaC analysis of medicaid statistical information system (msis) annual person summary (aPs) data from Cms as of may 2013, CHiP statistical 
enrollment data system (seds) data from Cms as of may 2013, data from the national Health interview survey (nHis), and u.s. Census bureau data on the 
monthly postcensal resident population, by single year of age, sex, race, and Hispanic origin.

TABLE 22.  Medicaid and CHIP Enrollment by Data Source and Enrollment Period Among 
Adults Aged 65 and Older, 2010

Medicaid and CHIP 
Enrollment Among  
Adults Age 65 and Older

Administrative Data Survey Data (NHIS)

Ever enrolled  
during the year Point in time Point in time

medicaid 6.3 million 5.5 million not available

CHiP – – not available

Totals for medicaid and CHiP 6.3 million 5.5 million 3.0 million

Adults Age 65 and Older Census Bureau Survey Data (NHIS)

40.7 million 40.2 million
38.7 million, excluding 
active-duty military and 
individuals in institutions

Medicaid and CHIP Enrollment as a Percentage of All Adults Age 65 and Older
15.5% 13.8% 7.7%

Notes: excludes u.s. territories. medicaid enrollment numbers obtained from administrative data include 8.5 million individuals ever enrolled during the year who 
received limited benefits (e.g., emergency services only, medicaid payment only for medicare enrollees’ cost sharing), of whom 0.6 million were under age 19, 
6.4 million were aged 19 to 64, and 1.5 million were aged 65 or older. in the event individuals were reported to be in both medicaid and CHiP during the year, 
individuals were counted only once in the administrative data, based on their most recent source of coverage. overcounting of enrollees in the administrative 
data may occur because individuals may move and be enrolled in two states’ medicaid programs during the year. The national Health interview survey (nHis) 
excludes individuals in institutions (such as nursing homes) and active-duty military; in addition, surveys such as nHis generally do not count limited benefits 
as medicaid/CHiP coverage. administrative data (with the exception of idaho and missouri, for which fiscal year (fy) 2009 values were used) and Census 
bureau data are for fy 2010 (october 2009 through september 2010); the nHis data are for sources of insurance at the time of the survey in calendar year 
2010. The Census bureau number in the ever-enrolled column was the estimated u.s. resident population in the month in fy 2010 with the largest count; the 
number of residents ever living in the united states during the year is not available. The Census bureau point-in-time number is the average estimated monthly 
number of u.s. residents for fy 2010.

Sources: maCPaC analysis of medicaid statistical information system (msis) annual person summary (aPs) data from Cms as of may 2013, CHiP statistical 
enrollment data system (seds) data from Cms as of may 2013, data from the national Health interview survey (nHis), and u.s. Census bureau data on the 
monthly postcensal resident population, by single year of age, sex, race, and Hispanic origin.
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 f Medicaid Statistical Information System 
(MSIS) data for person-level detail, which is 
used throughout MACStats;

 f Medicaid managed care enrollment reports, 
which are used in Tables 15 and 16;3 and

 f Statistical Enrollment Data System (SEDS) 
data for CHIP enrollment, used in Tables 
19–22.

Additional information is available from nationally 
representative surveys based on interviews of  
individuals. The survey data used in Tables 3–11 
are from the federal National Health Interview 
Survey (NHIS), which is described below in more 
detail.

Tables 19–22 show 2010 survey-based estimates 
of  Medicaid/CHIP enrollment as well as 
comparable (point-in-time) estimates from the 
administrative data. Estimates of  Medicaid/CHIP 
enrollment from survey data tend to be lower than 
numbers from administrative data because survey 
respondents tend to underreport Medicaid and 
CHIP, among other reasons described later in this 
section.

Enrollment period examined
The number of  individuals enrolled at a particular 
point during the year will be lower than the total 
number enrolled at any point during an entire year. 
For example, the administrative data in Table 20 
show that 50.3 percent of  children (39.8 million) 
were enrolled in Medicaid or CHIP at some time 
during fiscal year (FY) 2010. However, numbers 
from the same data source illustrate that the 
number of  children enrolled at a particular point in 
time (31.8 million, or approximately 40.4 percent 
of  children) is much smaller than the number ever 
enrolled during the year.

Point-in-time data may also be referred to as 
average monthly enrollment or full-year equivalent 
enrollment.4 Full-year equivalent enrollment is 

often used for budget analyses (such as those 
by the CMS Office of  the Actuary) and when 
comparing enrollment and expenditure numbers 
(such as in Figure 1). Per enrollee spending levels 
based on full-year equivalents (Table 14) ensure 
that amounts are not biased by individuals’ 
transitions in and out of  Medicaid coverage during 
the year.

Enrollees versus beneficiaries
Depending on the source and the year in question, 
data may include slightly different numbers of  
individuals in Medicaid. Certain terms commonly 
used to refer to people with Medicaid have very 
specific definitions in administrative data sources 
provided by CMS:5

 f Enrollees (less commonly referred to as 
eligibles) are individuals who are eligible for 
and enrolled in Medicaid or CHIP. Prior to 
FY 1990, CMS did not track the number of  
Medicaid enrollees, only beneficiaries. For 
some historical numbers, CMS has estimated 
the number of  enrollees prior to 1990 
(Figure 1).

 f Beneficiaries or persons served (less commonly 
referred to as recipients) are enrollees who 
receive covered services or for whom Medicaid 
or CHIP payments are made. Prior to FY 1998, 
individuals were not counted as beneficiaries 
if  managed care payments were the only 
Medicaid payments made on their behalf. 
Beginning in FY 1998, however, Medicaid 
managed care enrollees with no fee-for-
service (FFS) spending were also counted as 
beneficiaries, which had a large impact on the 
numbers (Table 1).6

The following example illustrates the difference in 
these terms. In FY 2010, there were 31.8 million 
non-disabled child Medicaid enrollees (Table 12). 
However, there were 30 million beneficiaries in 
this eligibility group—that is, during FY 2010, a 
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Medicaid FFS or managed care capitation payment 
was made on their behalf  (Table 1).7 Generally, 
the number of  beneficiaries will approach the 
number of  enrollees as more of  these individuals 
use Medicaid-covered services or are enrolled in 
managed care.8

Institutionalized and 
limited-benefit enrollees
Administrative Medicaid data include enrollees 
who were in institutions such as nursing homes, 
as well as individuals who received only limited 
benefits (for example, only coverage for emergency 
services). Survey data tend to exclude such 
individuals from counts of  coverage; the NHIS 
estimates in Tables 3–11 do not include the 
institutionalized.

Table 22 shows point-in-time enrollment among 
those aged 65 and older—5.5 million from the 
administrative data and 3.0 million from the survey 
data (NHIS). In percentage terms, the difference 
between the administrative data and the survey 
data is largest for this age group. This is primarily 
because the NHIS excludes the institutionalized 
and because, when Medicaid pays only for 
Medicare enrollees’ cost sharing, the NHIS 
generally does not count it as Medicaid coverage. 
Based on administrative data, 1.5 million Medicaid 
enrollees aged 65 and older received only limited 
benefits from Medicaid.

State Children’s Health 
Insurance Program Enrollees
Medicaid-expansion CHIP enrollees are children 
who are entitled to the covered services of  a state’s 
Medicaid program, but whose Medicaid coverage is 
generally funded with CHIP dollars. Depending on 
the data source, Medicaid enrollment and spending 
figures may include both Medicaid enrollees 
funded with Medicaid dollars and Medicaid-

expansion CHIP enrollees funded with CHIP 
dollars. We generally exclude Medicaid-expansion 
CHIP enrollees from Medicaid analyses where 
possible in MACStats, but in some cases data 
sources do not allow these children to be broken 
out separately.

Methodology for Adjusting 
Benefit Spending Data
The FY 2010 Medicaid benefit spending amounts 
shown in the June 2013 MACStats were calculated 
based on MSIS data that have been adjusted to 
match total benefit spending reported by states 
in CMS-64 data.9 Although the CMS-64 provides 
a more complete accounting of  spending and 
is preferred when examining state or federal 
spending totals, MSIS is the only data source that 
allows for analysis of  benefit spending by eligibility 
group and other enrollee characteristics.10 We 
adjust the MSIS amounts for several reasons:

 f CMS-64 data provide an official accounting of  
state spending on Medicaid for purposes of  
receiving federal matching dollars; in contrast, 
MSIS data are used primarily for statistical 
purposes.

 f MSIS generally understates total Medicaid 
benefit spending because it excludes 
disproportionate share hospital payments and 
additional types of  supplemental payments 
made to hospitals and other providers, 
Medicare premium payments, and certain other 
amounts.11

 f MSIS generally overstates net spending on 
prescribed drugs, because it excludes rebates 
from drug manufacturers. 

 f Even after accounting for differences in 
their scope and design, MSIS still tends to 
produce lower total benefit spending than the 
CMS-64.12
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 f The extent to which MSIS differs from the 
CMS-64 varies by state, meaning that a cross-
state comparison of  unadjusted MSIS amounts 
may not reflect true differences in benefit 
spending. See Table 23 for unadjusted benefit 
spending amounts in MSIS as a percentage of  
benefit spending in the CMS-64.

The methodology MACPAC uses for adjusting the 
MSIS benefit spending data involves the following 
steps:

 f We aggregate the service types into broad 
categories that are comparable between the 
two sources. This is necessary because there is 
not a one-to-one correspondence of  service 
types in the MSIS and CMS-64 data. Even 
service types that have identical names may 
still be reported differently in the two sources 
due to differences in the instructions given to 
states. Table 24 provides additional detail on 
the categories used.

 f We calculate state-specific adjustment factors 
for each of  the service categories by dividing 
CMS-64 benefit spending by MSIS benefit 
spending.

 f We then multiply MSIS dollar amounts in each 
service category by the state-specific factors to 
obtain adjusted MSIS spending. For example, 
in a state with a FFS hospital factor of  1.2, 
each Medicaid enrollee with hospital spending 
in MSIS would have that spending multiplied 
by 1.2; doing so makes the sum of  adjusted 
hospital spending amounts among individual 
Medicaid enrollees in MSIS total the aggregate 
hospital spending reported by states in the 
CMS-64.13

By making these adjustments to the MSIS data, we 
are attempting to provide more complete estimates 
of  Medicaid benefit spending across states that can 
be analyzed by eligibility group and other enrollee 
characteristics. Other organizations, including 

the Office of  the Actuary at CMS, the Kaiser 
Commission on Medicaid and the Uninsured, and 
the Urban Institute use methodologies that are 
similar to MACPAC’s but may differ in various 
ways—for example, by using different service 
categories or producing estimates for future years 
based on actual data for earlier years.

Understanding Data on Health 
and Other Characteristics of  
Medicaid/CHIP Populations
Section 2 of  MACStats, which encompasses 
Tables 3–11, uses data from the federal National 
Health Interview Survey to describe Medicaid 
and CHIP enrollees in terms of  their self-
reported demographic, socioeconomic, and 
health characteristics as well as their use of  care. 
Background information on the NHIS is provided 
here, along with information on how children with 
special health care needs are identified in Tables 
3–5 using this data source.

National Health Interview Survey 
data
Every year, thousands of  non-institutionalized 
Americans are interviewed about their health 
insurance and health status for the NHIS.14 
Individuals’ responses to the NHIS questions are 
the basis for the results in Tables 3–11.

The NHIS is an annual face-to-face household 
survey of  civilian non-institutionalized persons 
designed to monitor the health of  the U.S. 
population through the collection of  information 
on a broad range of  health topics.15 Administered 
by the National Center for Health Statistics within 
the Centers for Disease Control and Prevention, 
the NHIS consists of  a nationally representative 
sample from approximately 35,000 households 
containing about 87,500 people.16 Tables 3–11 
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TABLE 23. Medicaid Benefit Spending in MSIS and CMS-64 Data by State, FY 2010 (billions)

State MSIS CMS-64
MSIS as a  

Percentage of CMS-64
Total $339.9 $388.6 87.5%
alabama 4.0 4.7 85.1
alaska 1.2 1.2 96.8
arizona 9.5 9.4 101.4
arkansas 3.7 3.9 93.7
California 34.4 42.1 81.7
Colorado 3.3 4.1 81.4
Connecticut 5.4 5.7 93.8
delaware 1.3 1.3 104.1
district of Columbia 1.8 1.8 100.1
florida 16.1 17.4 92.7
Georgia 7.0 7.8 89.5
Hawaii 1.3 1.4 92.3
idaho1 1.3 1.3 104.1
illinois 11.5 15.3 75.1
indiana 5.7 5.9 95.6
iowa 3.0 3.1 96.0
Kansas 2.3 2.4 94.1
Kentucky 5.2 5.6 92.5
Louisiana 5.3 7.0 75.9
maine 1.5 2.3 63.8
maryland 6.6 7.1 93.6
massachusetts 10.8 11.8 92.0
michigan 11.4 11.7 97.5
minnesota 7.1 7.6 94.0
mississippi 3.4 4.1 81.1
missouri1 5.7 7.7 73.2
montana 0.8 0.9 81.4
nebraska 1.5 1.7 88.5
nevada 1.3 1.5 86.2
new Hampshire 1.0 1.3 75.7
new Jersey 8.0 10.2 78.7
new mexico 2.4 3.4 70.6
new york 47.4 52.1 90.9
north Carolina 9.5 10.9 87.2
north dakota 0.7 0.7 97.9
ohio 14.1 15.3 92.5
oklahoma 3.6 4.1 86.6
oregon 3.2 4.0 79.5
Pennsylvania 15.9 18.8 84.7
rhode island 1.5 1.9 77.3
south Carolina 5.0 5.2 96.7
south dakota 0.8 0.8 96.5
Tennessee 9.0 8.5 105.5
Texas 20.7 27.2 76.2
utah 2.0 1.7 116.3
vermont 1.0 1.3 79.9
virginia 5.8 6.5 89.9
Washington 6.3 7.1 89.4
West virginia 2.7 2.6 105.4
Wisconsin 5.4 6.5 82.2
Wyoming 0.6 0.5 106.3
Note: see text for a discussion of differences between medicaid statistical information system (msis) and Cms-64 data. both sources reflect unadjusted 
amounts as reported by states. includes federal and state funds. both sources exclude spending on administration, the territories, and medicaid-expansion CHiP 
enrollees; in addition, the Cms-64 amounts exclude $6.7 billion in offsetting collections from third-party liability, estate, and other recoveries.
1  fiscal year (fy) 2010 data unavailable for idaho and missouri; fy 2009 values shown instead.

Sources: maCPaC analysis of medicaid statistical information system (msis) annual person summary (aPs) data and Cms-64 financial management report (fmr) net 
expenditure data from Cms as of may 2013.
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TABLE 24.   Service Categories Used to Adjust FY 2010 Medicaid Benefit Spending in MSIS to 
Match CMS-64 Totals

Service Category MSIS Service Types CMS-64 Service Types

Hospital  f inpatient hospital
 f outpatient hospital

 f inpatient hospital non-dsH
 f inpatient hospital dsH
 f  inpatient hospital non-dsH supplemental 

payments
 f inpatient hospital Gme payments
 f outpatient hospital non-dsH
 f  outpatient hospital non-dsH supplemental 

payments
 f emergency services for aliens1

 f emergency hospital services
 f Critical access hospitals

Non-hospital acute 
care

 f Physician
 f dental
 f nurse midwife
 f nurse practitioner
 f other practitioner
 f non-hospital outpatient clinic
 f Lab and x-ray
 f sterilizations
 f abortions
 f Hospice
 f Targeted case management
 f  Physical, occupational, speech, 

and hearing therapy
 f non-emergency transportation
 f Private duty nursing
 f rehabilitative services
 f other care, excluding HCbs waiver

 f Physician
 f  Physician services supplemental payments
 f dental
 f nurse midwife
 f nurse practitioner
 f other practitioner 
 f  other practitioner supplemental payments
 f non-hospital clinic
 f rural health clinic
 f federally qualified health center
 f Lab and x-ray
 f sterilizations
 f abortions
 f Hospice
 f Targeted case management
 f statewide case management
 f Physical therapy
 f occupational therapy
 f  services for speech, hearing, and language
 f non-emergency transportation
 f Private duty nursing
 f  rehabilitative services (non-school-based)
 f school-based services
 f ePsdT screenings
 f  diagnostic screening and preventive 

services
 f  Prosthetic devices, dentures, eyeglasses
 f Care not otherwise categorized
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Service Category MSIS Service Types CMS-64 Service Types

Drugs  f drugs (gross spending)  f drugs (gross spending)
 f drug rebates

Managed care and 
premium assistance

 f  Hmo (i.e., comprehensive 
risk-based managed care;  
includes PaCe)

 f PHP
 f PCCm

 f  mCo (i.e., comprehensive risk-based 
managed care)

 f mCo drug rebates
 f PaCe
 f PaHP
 f PiHP
 f PCCm
 f Premium assistance for private coverage

LTSS non-
institutional

 f Home health
 f Personal care
 f HCbs waiver

 f Home health
 f Personal care
 f Personal care – 1915(j)
 f HCbs waiver
 f HCbs – 1915(i)
 f HCbs – 1915(j)

LTSS institutional  f nursing facility
 f iCf/id
 f  inpatient psychiatric for individuals 

under age 21
 f  mental health facility for individuals 

aged 65 and older

 f nursing facility
 f nursing facility supplemental payments
 f iCf/id
 f iCf/id supplemental payments
 f  mental health facility for under age 21 or 

aged 65+ non-dsH
 f  mental health facility for under age 21 or 

aged 65+ dsH

Medicare2, 3  f medicare Part a and Part b premiums
 f  medicare coinsurance and deductibles for 

Qmbs

Notes: dsH is disproportionate share hospital; ePsdT is early and Periodic screening, diagnostic, and Treatment; Gme is graduate medical education; HCbs is 
home and community-based services; Hmo is health maintenance organization; iCf/id is intermediate care facility for persons with intellectual disabilities; LTss is 
long-term services and supports; mCo is managed care organization; msis is medicaid statistical information system; PaCe is Program of all-inclusive Care for 
the elderly; PaHP is prepaid ambulatory health plan; PiHP is prepaid inpatient health plan; PHP is prepaid health plan, either a PaHP or a PiHP; PCCm is primary care 
case management; Qmb is qualified medicare beneficiary.

service categories and types reflect fee-for-service spending unless noted otherwise. service types with identical names in msis and Cms-64 data may still be 
reported differently in the two sources due to differences in the instructions given to states; amounts for those that appear only in the Cms-64 (e.g., dsH) are 
distributed across medicaid enrollees with msis spending in the relevant service categories (e.g., hospital).
1   emergency services for aliens are reported under individual service types throughout msis, but primarily inpatient and outpatient hospital. as a result, we include 

this Cms-64 amount in the hospital category.
2   medicare premiums are not reported in msis. We distribute Cms-64 amounts across dual-eligible enrollees in msis.
3   medicare coinsurance and deductibles are reported under individual service types throughout msis. We distribute the Cms-64 amount for Qmbs across Cms-64 

spending in the hospital and non-hospital acute categories prior to calculating adjustment factors, based on the distribution of spending for these categories 
among Qmbs in msis.

Sources: maCPaC analysis of msis annual Person summary (aPs) data and Cms-64 financial management report (fmr) net expenditure data from Cms.

TABLE 24, Continued
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are based on NHIS data, pooling the years 2009 
through 2011.17 Although there are other federal 
surveys, the NHIS is used here because it is 
generally considered to be one of  the best surveys 
for health insurance coverage estimates, and it 
captures detailed information on individuals’ health 
status.18

As with most surveys, information about 
participation in programs such as Medicaid, CHIP, 
Medicare, Supplemental Security Income (SSI), 
and Social Security Disability Insurance (SSDI) 
may not be accurately reported by respondents 
in the NHIS. As a result, they may not match 
estimates of  program participation computed 
from the programs’ administrative data. In 
addition, although the NHIS asks separately about 
participation in Medicaid and CHIP, estimates for 
the programs are not produced separately from 
the survey data for several reasons. For example, 
many states’ CHIP and Medicaid programs use the 
same name, so respondents would not necessarily 
know whether their children’s coverage was 
funded by Medicaid or CHIP. The separate survey 
questions are used to reduce surveys’ undercount 
of  Medicaid and CHIP enrollees, not to produce 
valid estimates separately for each program. Thus, 
survey estimates generally combine Medicaid and 
CHIP into a single category, as is done in Section 2 
of  MACStats.

Children with special health care 
needs
Tables 3–5 in MACStats present figures for 
children with special health care needs (CSHCN) 
who are enrolled in Medicaid or CHIP. As 
described here, MACPAC uses NHIS data to 
construct a CSHCN indicator based on responses 
to a number of  questions contained in the survey.

CSHCN are defined by the Maternal and Child 
Health Bureau (MCHB) within the Health 
Resources and Services Administration as a group 

of  children who “have or are at increased risk for 
a chronic physical, developmental, behavioral, 
or emotional condition and who also require 
health and related services of  a type or amount 
beyond that required by children generally.”19 
This definition is used by all states for policy and 
program planning purposes for CSHCN and 
encompasses children with disabilities and also 
children with chronic conditions (e.g., asthma, 
juvenile diabetes, sickle cell anemia) that range 
from mild to severe. Children with special health 
care needs are a broader group than children with 
conditions severe enough and family incomes so 
low as to qualify for SSI.20 Table 3 shows that only 
3.3 percent of  children with Medicaid or CHIP 
receive SSI.

To operationalize the MCHB definition of  
CSHCN, researchers developed a set of  survey 
questions referred to as the CSHCN Screener.21 
The CSHCN Screener is currently used in several 
national surveys, but not the NHIS. It incorporates 
four components of  the definition of  CSHCN 
considered by researchers as essential: functional 
limitations, need for health-related services, 
presence of  a health condition, and minimum 
expected duration of  health condition (e.g., 12 
months).22 

It should be noted that CSHCN can vary 
substantially in their health status and use of  health 
care services. A CSHCN could be a child with 
intensive health care needs and high health care 
expenses who has severe functional limitations 
(e.g., spina bifida, paralysis) and would qualify for 
SSI if  his or her family income were low enough.23  
On the other hand, a CSHCN could also be a 
child who has asthma, attention deficit disorder, or 
depression that is well managed through the use of  
prescription medications. Regardless of  whether 
functional limitations are mild, moderate, or 
severe, however, CSHCN share a heightened need 
for health care services in order to maintain their 
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health and to be able to function appropriately for 
their age.

Since the NHIS does not include the validated 
CSHCN Screener, MACPAC’s analysis is based on 
an alternative approach developed by the Child 
and Adolescent Health Measurement Initiative 
(CAHMI 2012), specifically for use in the 2007 
NHIS, and on other prior research.24 The CAHMI 
definition of  CSHCN (CAHMI uses the term 
“children with chronic conditions and elevated 
service use or need–CCCESUN”) includes 
children with at least one diagnosed or parent-
reported condition expected to be an ongoing 
health condition, and who also meet at least one 
of  five criteria related to elevated service use or 
elevated need:

 f is limited or prevented in his or her ability to 
do things most children of  the same age can 
do;

 f needs or uses medications prescribed by a 
doctor (other than vitamins);

 f needs or uses specialized therapies such as 
physical, occupational, or speech therapy;

 f has above-routine need or use of  medical, 
mental health, home care, or education 
services; or

 f needs or receives treatment or counseling for 
an emotional, behavioral, or developmental 
problem.25 

The NHIS varies from year to year in the 
diagnoses and health conditions that parents are 
asked about, so establishing a consistent definition 
across the 2009–2011 NHIS data in this analysis 
required modifying the survey items used in the 
CAHMI construct of  CSHCN. Estimates for 
CSHCN in this analysis are not directly comparable 
to those in prior MACPAC reports because the 
definition of  CSHCN used here differs slightly 
from the one used previously.26

Understanding Managed Care 
Enrollment and Spending Data
There are four main sources of  data on Medicaid 
managed care available from CMS.

 f Medicaid Managed Care Data Collection 
System (MMCDCS). The MMCDCS 
provides state-reported aggregate enrollment 
statistics and other basic information for each 
managed care plan within a state. CMS uses 
the MMCDCS to create an annual Medicaid 
managed care enrollment report, which is the 
source of  information on Medicaid managed 
care most commonly cited by CMS, as well 
as by outside analysts and researchers.27 CMS 
also uses the MMCDCS to produce an annual 
summary of  state Medicaid managed care 
programs that describes the managed care 
programs within a state (generally defined 
by the statutory authority under which they 
operate), each of  which may include several 
managed care plans.28

 f Medicaid Statistical Information System 
(MSIS). The MSIS provides person-level 
and claims-level information for all Medicaid 
enrollees.29 With regard to managed care, 
the information collected for each enrollee 
includes: (1) plan ID numbers and types for 
up to four managed care plans (including 
comprehensive risk-based plans, primary care 
case management programs, and limited-
benefit plans) under which the enrollee is 
covered, (2) the waiver ID number, if  enrolled 
in a 1915(b) or other waiver, (3) claims that 
provide a record of  each capitated payment 
made on behalf  of  the enrollee to a managed 
care plan (generally referred to as capitated 
claims), and (4) in some states, a record of  
each service received by the enrollee from a 
provider under contract with a managed care 
plan (which generally do not include a payment 
amount and are referred to as encounter or 
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“dummy” claims). As discussed in Chapter 
4, all states collect encounter data from their 
Medicaid managed care plans, but some do not 
report them in MSIS. Managed care enrollees 
may also have FFS claims in MSIS if  they 
used services that were not included in their 
managed care plan’s contract with the state.

 f CMS-64. The CMS-64 provides aggregate 
spending information for Medicaid by major 
benefit categories, including managed care. 
The spending amounts reported by states on 
the CMS-64 are used to calculate their federal 
matching dollars.

 f Statistical Enrollment Data System 
(SEDS). The SEDS provides aggregate 
statistics on CHIP enrollment and child 
Medicaid enrollment that include the number 
covered under FFS and managed care systems. 
SEDS is the only comprehensive source of  
information on managed care participation 
among separate CHIP enrollees across states.

In Tables 15 and 16, the statistics cited on 
managed care are from CMS’s annual Medicaid 
managed care enrollment report. However, this 
enrollment report does not provide information on 
characteristics of  enrollees in managed care aside 
from dual eligibility for Medicare (e.g., basis of  
eligibility and demographics such as age, sex, race, 
and ethnicity). It also does not include information 
on their spending and service use outside of  
managed care. As a result, we supplement 
statistics from the enrollment report with MSIS 
and CMS-64 data; for example, Tables 17 and 18 
use MSIS data to show the percentage of  various 
populations in managed care and the percentage 
of  their Medicaid benefit spending accounted for 
by managed care.

When examining managed care statistics from 
various sources, the following issues should be 
noted:

 f Figures in the annual Medicaid managed care 
enrollment report published by CMS include 
Medicaid-expansion CHIP enrollees. Although 
we generally exclude these children (about 
2 million, depending on the time period) from 
Medicaid analyses, it is not possible to do 
so with the enrollment report data cited for 
Tables 15 and 16. Tables 17 and 18—which 
show the percentage of  child, adult, disabled, 
aged, and dual-eligible enrollees who are 
enrolled in Medicaid managed care and the 
percentage of  their Medicaid benefit spending 
that was for managed care—are based on 
MSIS data and exclude Medicaid-expansion 
CHIP enrollees.30

 f The types of  managed care reported by states 
may differ somewhat between the Medicaid 
managed care enrollment report and the 
MSIS. For example, some states report a small 
number of  enrollees in comprehensive risk-
based managed care in one data source but 
not the other (Tables 15 and 17). Anomalies in 
the MSIS data are documented by CMS as it 
reviews each state’s quarterly submission, but 
not all issues may be identified in this process.31

 f The Medicaid managed care enrollment report 
provides point-in-time figures (e.g., as of  July 
1, 2011). In contrast, CMS generally uses MSIS 
to report on the number of  enrollees ever in 
managed care during a fiscal year (although 
point-in-time enrollment can also be calculated 
from MSIS based on the monthly data it 
contains).
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Endnotes
1  Medicaid and CHIP Payment and Access Commission 
(MACPAC), Report to the Congress on Medicaid and CHIP, March 
2012 (Washington, DC: MACPAC, 2012): 87–89. http://
www.macpac.gov/reports/.

2  Table 19 is modeled after Table 1 in the March 2013 
edition of  MACStats (Medicaid and CHIP Payment and 
Access Commission (MACPAC), Report to the Congress on 
Medicaid and CHIP, March 2013 (Washington, DC: MACPAC, 
2013): 75. http://www.macpac.gov/reports/). Table 1 of  the 
March 2013 MACStats shows estimates for 2012 and is partly 
based on projections by the CMS Office of  the Actuary. 
To produce the age breaks used in Tables 19–22, however, 
numbers were calculated by MACPAC directly from the 
MSIS. FY 2010 is the latest year for which data are available 
in MSIS for all but two states.

3  MACPAC has adjusted benefit spending from MSIS to 
match CMS-64 totals; see the discussion later in Section 5 for 
details.

4  Because administrative data are grouped by month, the 
point-in-time number from administrative data generally 
appears under a few different titles—average monthly 
enrollment, full-year equivalent enrollment, or person-years. 
Average monthly enrollment takes the state-submitted 
monthly enrollment numbers and averages them over the 
12-month period. It produces the same result as full-year 
equivalent enrollment or person-years, which is the sum of  
the monthly enrollment totals divided by 12.

5  See, for example, Centers for Medicare & Medicaid 
Services (CMS), Brief  summaries and glossary in Health 
care financing review 2010 statistical supplement (Baltimore, MD: 
CMS, 2010). http://www.cms.gov/Research-Statistics-
Data-and-Systems/Statistics-Trends-and-Reports/
MedicareMedicaidStatSupp/Medicare-and-Medicaid-
Statistical-Supplement-List.html.

6  States make capitated payments for all individuals enrolled 
in managed care plans, even if  no health care services are 
used. Therefore, all managed care enrollees are currently 
counted as beneficiaries, regardless of  whether or not they 
have any health service use.

7  Some individuals who are counted as beneficiaries in CMS 
data for a particular fiscal year were not enrolled in Medicaid 
during that year; they are individuals who were enrolled 
and received services in a prior year, but for whom a lagged 
payment was made in the following year. These individuals 
usually have an “unknown” basis of  eligibility in CMS data.

8  Analyses of  growth in the number of  Medicaid 
beneficiaries will sometimes refer to “enrollment growth” in 
a generic sense.

9  Medicaid benefit spending reported here excludes amounts 
for Medicaid-expansion CHIP enrollees, the territories, 
administrative activities, the Vaccines for Children program 
(which is authorized by the Medicaid statute but operates as a 
separate program), and offsetting collections from third-party 
liability, estate, and other recoveries.

10  For a discussion of  these data sources, see Chapter 4 
and Medicaid and CHIP Payment and Access Commission 
(MACPAC), Improving Medicaid and CHIP data for policy 
analysis and program accountability, in Report to the Congress on 
Medicaid and CHIP, March 2011 (Washington, DC: MACPAC, 
2011). http://www.macpac.gov/reports/MACPAC_ 
March2011_ web.pdf.

11  Some of  these amounts, including disproportionate share 
hospital (DSH) and other supplemental payments, are lump 
sums not related to service use by an individual Medicaid 
enrollee. Nonetheless, we refer to these CMS-64 amounts as 
benefit spending, and the adjustment methodology described 
here distributes them across Medicaid enrollees with MSIS 
spending in the relevant service categories (e.g., hospital).

12  Government Accountability Office (GAO), Medicaid: 
Data sets provide inconsistent picture of  expenditures (Washington, 
DC: 2012). http://www.gao.gov/assets/650/649733.pdf; 
Administrative databases, in Databases for estimating health 
insurance coverage for children: A workshop summary, edited by T. 
Plewes (Washington, DC: The National Academies Press, 
2010): 72. http://www.nap.edu/ catalog/13024.html.

13  The sum of  adjusted MSIS benefit spending amounts 
for all service categories totals CMS-64 benefit spending, 
exclusive of  offsetting collections from third-party liability, 
estate, and other recoveries. These collections, $6.8 billion in 
FY 2010, are not reported by type of  service in the CMS-64 
and are not reported at all in MSIS.

14  Although the discussion in this section generally omits the 
term non-institutionalized for brevity, all estimates exclude 
individuals living in nursing homes and other institutional 
settings.

15  Centers for Disease Control and Prevention (CDC), About 
the National Health Interview Survey (Atlanta, GA: CDC, 2012). 
http://www.cdc.gov/nchs/nhis/about_nhis.htm.
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16  The annual NHIS questionnaire consists of  three major 
components—the Family Core, the Sample Adult Core, and 
the Sample Child Core. The Family Core collects information 
for all family members regarding household composition 
and socioeconomic and demographic characteristics, along 
with basic indicators of  health status, activity limitation, and 
health insurance. The Sample Adult and Sample Child Cores 
obtain additional information on the health of  one randomly 
selected adult and child in the family.

17  Data were pooled to yield sufficiently large samples to 
produce reliable subgroup estimates and to increase the 
capacity to detect meaningful differences between subgroups 
and insurance categories.

18  G. Kenney and V. Lynch, Monitoring children’s health 
insurance coverage under CHIPRA using federal surveys, 
in Databases for estimating health insurance coverage for children: A 
workshop summary, edited by T. Plewes (Washington, DC: The 
National Academies Press, 2010): 72. http://www.nap.edu/ 
catalog/13024.html.

19  M. McPherson, et al., A new definition of  children with 
special health care needs, Pediatrics 102 (1998): 137–140.

20  For children under age 18 to be determined disabled 
under SSI rules, the child must have a medically determinable 
physical or mental impairment(s) that causes marked and 
severe functional limitations and that can be expected 
to cause death or last at least 12 months (§1614(a)(3)(C)
(i) of  the Social Security Act). For additional discussion 
of  disability as determined under the SSI program and 
its interaction with Medicaid eligibility, see Chapter 1 in 
MACPAC’s March 2012 report to the Congress.

21  The CSHCN Screener was developed by CAHMI and 
is currently used in the National Survey of  Children with 
Special Health Care Needs, the Medical Expenditure Panel 
Survey, and other federal surveys. For more information 
on the CSHCN Screener, see C.D. Bethell, D. Read, R.E. 
Stein, et al., Identifying children with special health care 
needs: Development and evaluation of  a short screening 
instrument. Ambulatory Pediatrics 2 (2002): 38–48.

22  Child and Adolescent Health Measurement Initiative 
(CAHMI), Approaches to identifying children and adults with special 
health care needs: A resource manual for state Medicaid agencies 
and managed care organizations (Baltimore, MD: Centers for 
Medicare and Medicaid Services, 2002).

23  Children who are receiving SSI should meet the criteria 
for being a CSHCN; however, some do not. While we do not 
have enough information to assess the reasons that children 
who are reported to have SSI did not meet the criteria for 
CSHCN, it could be because: (1) the parent erroneously 
reported in the survey that the child received SSI, or (2) the 
NHIS condition list did not capture, or the parent did not 
recognize, any of  the NHIS conditions as reflecting the 
child’s health circumstances.

24  Child and Adolescent Health Measurement Initiative 
(CAHMI), Identifying children with chronic conditions and elevated 
service use or need (CCCESUN) in the National Health Interview 
Survey (NHIS) (Portland, OR: Oregon Health and Science 
University, 2012); Davidoff, A.J., Identifying children with 
special health care needs in the National Health Interview 
Survey: A new resource for policy analysis. Health Services 
Research 39 (2004): 53–71.

25  The CAHMI algorithm differs from the CSHCN Screener 
in three main respects (CAHMI 2012—see endnote 24 for 
source). First, the CSHCN Screener uses a non-condition 
specific approach, which identifies a broader range of  
children with chronic childhood conditions who have special 
needs. The CAHMI algorithm limits CSHCN to children 
identified by parents as having a specific diagnosis in a 
condition set collected in the NHIS. Second, the CSHCN 
Screener captures children with above routine use of  medical 
and health services that is the result of  an ongoing condition, 
based on brief  follow-up questions. The NHIS does not 
include the duration of  conditions or identify elevated service 
use or need directly related to each condition. Thus, the 
CAHMI algorithm collects data on elevated service use and 
need independent from the condition set. Third, the CAHMI 
algorithm identifies a small number of  additional children 
as having elevated need when parents report an unmet need 
due to cost through one of  three survey items. As a result of  
these differences, the children identified from the CAHMI 
algorithm in the NHIS are not equivalent in health and 
function characteristics to children identified by the CSHCN 
Screener in other surveys. The CAHMI criteria differ from 
criteria developed by Davidoff  (2004—see endnote 24 for 
source) in that Davidoff  does not recognize unmet need due 
to cost as part of  the definition of  elevated need.

http://www.nap.edu/ catalog/13024.html
http://www.nap.edu/ catalog/13024.html


 J u n e  2 0 13  | 133

MACStats: MEDICAID AND CHIP PROGRAM STATISTICS |

SE
C

TI
O

N
 5

26  The algorithm in this analysis begins with the NHIS 
conditions referred to as the limited condition set by 
CAHMI (2012—see endnote 24 for source), then excludes 
seven conditions that were dropped in the 2011 NHIS 
(depression, learning disability, cancer, neurological problem, 
phobia or fears, gum disease, lung or breathing problem). 
To capture CSHCN potentially lost from this change and 
other children with a broader range of  chronic conditions, 
affirmative responses to three other survey items were 
treated as qualifying conditions (has difficulties with 
emotions/concentration/behavior or getting along in last 
four weeks, has chronic condition that limits activity, and 
fair or poor health). These items were also added to better 
align the CSHCN definition with the 18-year-olds, whom 
the NHIS treats as adults. The NHIS Sample Adult Core 
contains slightly different condition items. In order to align 
the CSHCN definitions more closely, the condition set for 
18-year-olds was expanded to add mental retardation or 
developmental problems that cause difficulty with activity, 
cancer, symptoms of  depression in the past 30 days, fair 
or poor health, and any unspecified condition that causes 
functional limitation and is chronic. In the MACPAC analysis, 
two or more emergency department visits reported in the last 
12 months was added as another measure of  elevated service 
use.

27  Centers for Medicare & Medicaid Services (CMS), 
Medicaid managed care enrollment report (Baltimore, MD: CMS). 
http://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Data-and-Systems/Medicaid-
Managed-Care/Medicaid-Managed-Care-Enrollment-Report.
html.

28  Centers for Medicare & Medicaid Services (CMS), National 
summary of  state Medicaid managed care programs as of  July 1, 2011 
(Baltimore, MD: CMS). http://www.medicaid.gov/Medicaid-
CHIP-Program-Information/By-Topics/Data-and-Systems/
Medicaid-Managed-Care/State-Program-Descriptions.html.

29  For enrollees with no paid claims during a given period 
(e.g., fiscal year), their MSIS data are limited to person-level 
information (e.g., basis of  eligibility, age, sex, etc.).

30  We generally exclude Medicaid-expansion CHIP children 
from Medicaid analyses because their funding stream (CHIP, 
under Title XXI of  the Social Security Act) differs from that 
of  other Medicaid enrollees (Medicaid, under Title XIX). In 
addition, spending (and often enrollment) for the Medicaid-
expansion CHIP population is reported by CMS in CHIP 
statistics, along with information on separate CHIP enrollees.

31  See Centers for Medicare & Medicaid Services (CMS), 
MSIS state data characteristics/anomalies report, January 7, 
2013 (Baltimore, MD: CMS, 2013). http://www.cms.gov/
Research-Statistics-Data-and-Systems/Computer-Data-
and-Systems/MedicaidDataSourcesGenInfo/downloads/
anomalies1.pdf.
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access to Care for Persons with disabilities

 f This chapter summarizes a literature review on access to care for non-
institutionalized adults with disabilities under age 65 who are medicaid-only 
enrollees, a group with a wide range of health care needs and functional limitations. 
We found little research directly examining access to acute care for our study 
population and therefore reviewed a wider range of studies based on large-scale 
population surveys, provider and stakeholder data, consumer interviews and other 
qualitative data, and state medicaid program data.

 f access to health care among medicaid-only enrollees with disabilities is 
comparable to that of other insured persons with disabilities, based on large-scale 
population survey data.

 f unmet need among medicaid-only enrollees with disabilities is lower compared to 
individuals with disabilities covered by private insurance or medicare-only, based 
on survey data. Preventive services are potentially underused among medicaid 
enrollees with disabilities, though findings vary by service. 

 f interviews with providers, plans, and other stakeholders share three areas of 
concern: 1) disability competency training in medical schools for non-pediatric 
specialists; 2) accessibility of equipment and services; and 3) access to dental 
services. However, studies specific to medicaid are rare and leave an unclear 
picture of access for our study population.

 f several access barriers figure prominently in qualitative studies of adults with 
disabilities: 1) scheduling appointments and receiving timely primary care; 2) 
communication with providers and staff; 3) accessibility of health care facilities and 
services; 4) finding a doctor who understands their disability; and 5) transportation. 
However, these experiences may not be representative of experiences among 
medicaid enrollees with disabilities.

 f studies using state medicaid program data provide little information on access 
to care for medicaid enrollees with disabilities. studies do not have comparison 
groups with other forms of coverage and include no data on service use prior to 
enrollment.

 f further research is needed on: 1) the impact of enabling services on access to 
care; 2) disability competency and accessibility in medicaid provider networks; 
and 3) evaluation and best practices in risk-based managed care. additional 
areas of research are the role of non-physician practitioners in access to care for 
subpopulations with disabilities, and best practices in service delivery.
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3C H A P T E R

Access to Care for Persons 
with Disabilities

Medicaid enrollees under age 65 with disabilities are a heterogeneous population with 
a wide range of  health care needs and functional limitations, including mobility and 
cognitive limitations, difficulty with self-care, and difficulty participating in everyday 
activities (KCMU 2011, Allen et al. 2000). They include persons with genetic disorders, 
such as Down syndrome; persons with traumatic brain injury and spinal cord injury; 
and persons with disabilities stemming from degenerative diseases, chronic diseases, and 
serious mental illnesses.

This chapter presents information from a literature review on access to care for adults 
with disabilities under age 65, with a specific focus on non-institutionalized individuals 
enrolled in Medicaid and not dually enrolled in Medicare. Medicaid-only enrollees 
constitute over 60 percent of  individuals under age 65 who are eligible for Medicaid on 
the basis of  disability (MACPAC 2012).1

Persons with disabilities require a wide range of  services to address the underlying 
causes of  disabilities as well as co-occurring conditions prevalent in this population, 
especially mental illness.2 Nearly half  of  Medicaid-only enrollees qualifying on the basis 
of  disability have a mental illness such as depression, schizophrenia, or bipolar disorder 
(Kronick et al. 2009). The prevalence of  mental illness is even higher among enrollees 
with physical health conditions (Kronick et al. 2007). Among enrollees who have one of  
the five most common physical conditions, approximately two-thirds also have a mental 
illness (Boyd et al. 2010).3

Providing appropriate access to care for this population is relatively challenging because 
a broad range of  services may be needed, and each provider must accommodate the 
unique needs related to an individual’s disability and consider the cause and nature of  the 
disability in treatment plans.
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Scope of  Literature Review
Study population. In our review, we found 
little research directly examining persons with 
disabilities enrolled only in Medicaid and therefore 
we reviewed a wider range of  studies to learn 
about access in selected care settings or among 
persons with a common disability (e.g., intellectual 
disabilities). Throughout this chapter, we note 
which studies provide evidence specifically for our 
study population—persons with disabilities under 
age 65 enrolled in Medicaid only—and which 
provide evidence for a more general population.

Services. The health services we examined 
are broadly defined as acute care services and 
included acute care hospital services, physician 
and non-physician practitioner services (including 
primary care), dental services, prescription drugs, 
and imaging and laboratory testing. These acute 
care services accounted for 74 percent of  Medicaid 
spending for this population in fiscal year 2008 
(MACPAC 2012).

Persons with disabilities may also need other 
services not examined here in order to maintain 
function and independence. These services—
referred to as long-term services and supports 
(LTSS)—usually include home health, durable 
medical equipment, personal attendant care, 
residential habilitation, minor home modifications, 
and other services. Average Medicaid spending 
on LTSS for Medicaid-only enrollees is relatively 
low compared to spending on acute care 
services (MACPAC 2012), and only a small share 
(16 percent) of  the Medicaid-only population 
with disabilities uses Medicaid-covered LTSS 
(MACPAC 2013).

Sources. We reviewed published studies and 
critical reviews on access to care for adults 
with disabilities under age 65, drawing from 
quantitative and qualitative research. These 
sources included peer-reviewed journals, federal 

and state government sources, independent 
federal agencies or advisory bodies, and web-
based published literature from universities and 
non-partisan independent research organizations 
and foundations.

A Framework for Examining 
Access to Health Care
The access framework previously developed by 
MACPAC informs this assessment of  the literature 
on access. The framework recognizes three main 
elements of  a health care coverage program as 
essential to examining access to care: (1) the 
unique characteristics of  enrollees, (2) provider 
availability and other health care system 
arrangements, and (3) utilization or realized access, 
including enrollees’ experiences with the health 
care system (MACPAC 2011). For the purposes of  
this review, we first briefly summarize the unique 
characteristics of  the population of  interest, 
and then look more systematically at the current 
knowledge and supporting evidence of  the factors 
influencing provider availability and service use as 
they relate to enrollees with disabilities.

Characteristics of  the 
Population
The health characteristics and health needs of  
persons with disabilities in Medicaid vary widely. 
Importantly, having a disability is not equivalent 
to ill-health or incapacity. Persons with disabilities 
can be both healthy and well (CDC 2005). Some 
persons with disabilities have a disability that is 
stable and unrelated to any chronic disease process 
(e.g., deafness present at birth) (CDC 2005). 
Other individuals are medically fragile or have a 
medically complex disease or disorder underlying 
the disability. In these cases, inattention to routine 
or minor medical problems can result in further 
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functional decline or life-threatening infections and 
other complications (CDC 2005, Neri and Kroll 
2003, Rimmer 1999).

Health needs and risk factors
Persons with disabilities often have health and 
medical needs stemming from the disability 
itself, an underlying condition, or common risk 
factors and co-occurring conditions. Among 
Medicaid-only enrollees with disabilities, there is 
a high prevalence of  cardiovascular and central 
nervous system diseases, in addition to mental and 
behavioral diagnoses (Kronick et al. 2009).

To address these health needs and risk factors 
appropriately, some patients may require special 
equipment or additional time with practitioners. 
For other patients, time and equipment may not be 
a factor. Instead, practitioners may need specialized 
training or need to tailor the clinical process or 
communication strategy to meet the patient’s 
clinical needs.

Selected examples of  the health needs and 
risk factors common to persons with specific 
disabilities include the following:

 f Persons with intellectual disabilities have 
difficulty recognizing and communicating 
symptoms (DFCM 2011), are at increased risk 
of  osteoporosis (Fisher and Kettl 2005, Center 
et al. 1998), and are highly susceptible to dental 
disease (Fisher 2012).

 f Persons with neurodevelopmental disabilities 
such as cerebral palsy may be medically 
complex and require ongoing care from 
specialists, they may take medications that 
increase fall risk, and physicians may encounter 
challenges attributing symptoms to the 
disabling condition or another emerging 
condition (DFCM 2011).

 f Individuals with spinal cord injury and those 
dependent on wheelchairs are at risk of  

osteoporosis, bowel dysfunction, and loss of  
muscle tone. An inability to feel pain (due 
to paralysis) places these individuals at risk 
of  unknowingly injuring themselves and 
developing major infections (McColl et al. 
2008, CDC 2005).

Prevention and wellness
Persons with disabilities have the same general 
need for health prevention and wellness services 
as persons without disabilities (McColl et al. 
2008, CDC 2005). In addition, prevention of  
secondary conditions and the maintenance of  
functional independence are vitally important to 
the well-being of  persons with disabilities. Health 
prevention services for adults and youth with 
disabilities may include prescribing exercise in a 
health care setting, and counseling and guidance 
to change eating habits or take measures to avoid 
injury (CDC 2005).4

Women with disabilities require the full spectrum 
of  reproductive and family planning health care 
services, just as women without disabilities do. 
For older women, this would include information 
related to menopause, including osteoporosis and 
insomnia (NCD 2009, Wilkinson and Cerreto 
2008).

Socioeconomic characteristics
Individuals with disabilities are more likely than 
non-disabled individuals to face socioeconomic 
disadvantages that create additional challenges to 
obtaining medical care, and this is true within the 
Medicaid population as well.

Income and education. Medicaid enrollees with 
disabilities are more likely than enrollees without 
disabilities to face economic and educational 
disadvantages. Adults receiving Supplemental 
Security Income (SSI) and enrolled in Medicaid 
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are among the poorest Medicaid enrollees, and just 
over 40 percent have no high school degree.5

In addition, low health literacy and lack of  English 
language proficiency are also challenges.

Health literacy. Health literacy—the ability to 
read and understand health care information—is 
reported to be a common challenge within disabled 
populations (NCD 2009). Low literacy may stem 
from difficulties with communication over a 
lifetime related to auditory processing disabilities, 
cognitive limitations, and neuromuscular 
limitations (NCD 2012).

People with specific disabilities that limit the 
ability to read (e.g., blindness, traumatic brain 
injury, stroke, Down syndrome, cerebral palsy) 
may have difficulty understanding written 
materials (NCD 2012). People who are deaf  or 
hard-of-hearing may lack exposure to the popular 
media due to the auditory format, which limits 
the opportunity to learn about health promotion 
activities or health services (Steinberg et al. 1998).

Individuals with low health literacy are less likely 
to be responsive to health education, to use disease 
prevention services, and to successfully manage 
their chronic illnesses (Dewalt et al. 2004).

English proficiency. Lack of  English proficiency 
can be an additional barrier for persons whose 
primary language is American Sign Language 
(ASL) or Braille. ASL and Braille are recognized 
as “succinct and separate from English under 
federal regulation and guidance.”6 ASL does not 
have a written form and does not have syntax 
equivalent to English syntax (NCD 2012). ASL 
does not have signs for many common medical 
terms like “cholesterol.” Deaf  individuals who use 
ASL as their primary language may lack English 
proficiency and have low health literacy as a result. 
A survey among deaf  individuals in Chicago found 

that one-third could not define the word “cancer” 
(Margellos et al. 2004).

A Review of  Research 
Findings on Access to Care
Information about access to care among 
persons with disabilities enrolled in Medicaid is 
based primarily on four kinds of  data sources: 
(1) large-scale population surveys, (2) provider 
and stakeholder data, (3) consumer interviews 
and other qualitative data, and (4) state Medicaid 
program data. The summary of  the research 
presented in this section is organized into four 
subsections based on each of  these four types of  
data sources. Given that research studies from 
common types of  sources often share the same 
limitations in the scope and generalizability of  
their findings, each subsection of  this chapter 
concludes with a discussion about the strengths 
and limitations of  the literature with respect to this 
chapter’s objective.

Findings from large-scale 
population surveys
Several large-scale population surveys have 
supported general research on access to care for 
non-institutionalized individuals with disabilities. 
Two federal surveys permit comparisons between 
individuals covered by Medicaid and individuals 
with other forms of  health coverage. The National 
Health Interview Survey (NHIS) can produce 
national and state-level estimates (NCHS 2010), 
while the Medical Expenditure Panel Survey 
(MEPS) is designed to be nationally representative 
(AHRQ 2009). The survey items on disability in 
the NHIS and in the household component of  the 
MEPS allow a variety of  definitions of  disability 
with respect to degree of  dependency, domains of  
disability, and source of  disability (NCHS 2010).7 
The surveys collect data on respondents’ 
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limitations in activities of  daily living (e.g., 
dressing) and functional activities (e.g., climbing a 
flight of  stairs); impairments in mobility, cognition, 
vision, and hearing; as well as conditions that cause 
these limitations.

Although the NHIS and the MEPS differ 
somewhat in wording and scope of  questions, both 
surveys ask about the respondent’s experiences 
with regular providers and about barriers to care. 
Specifically, surveys collect self-reported data about 
characteristics of  the respondent’s usual place 
of  care; reasons for not having one; problems 
experienced obtaining needed medical, mental 
health, dental, and prescription care; and reasons 
for not getting needed care, as examples. Both the 
NHIS and the MEPS also collect self-reported data 
on utilization of  preventive visits and preventive 
care, doctor visits, emergency department visits, 
inpatient hospital stays, and contact with other 
providers (AHRQ 2011, NCHS 2010).

The Behavioral Risk Factors Surveillance System 
(BRFSS) was established by the Centers for 
Disease Control and Prevention and is fielded on 
an ongoing basis by all 50 states, the District of  
Columbia, and the U.S. Territories. The BRFSS 
provides state estimates of  basic access measures 
for individuals with activity limitations. It does not 
capture Medicaid coverage but allows comparison 
between individuals with public, private, and 
no coverage (CDC 2012). Three other national 
surveys are no longer fielded, but have supported 
analysis cited in this review (Box 3-1).

There are few studies that focus specifically on 
Medicaid enrollees with disabilities under age 65 
that draw data from large-scale surveys. However, 
when complemented by additional studies of  the 
broader population of  adults with disabilities, 
survey analyses consistently draw the same 
conclusions about persons with disabilities enrolled 
in Medicaid. These conclusions are summarized 
below.

BOX 3-1.  Other Large-Scale Surveys Supporting Analyses of Medicaid Enrollees with 
Disabilities Cited in This Chapter

National Survey of SSI Children and Families (NSCF). This nationally representative survey of current and former 

recipients of supplemental security income (ssi) was last fielded from 2001 to 2002 (ssa 2012). The nsCf 

provided a rich source of information on health services use and access to care among children and young adults 

in the ssi program (and enrolled in medicaid) and a comparison group of young adults who had recently exited the 

program (former medicaid enrollees). 

Henry J. Kaiser Family Foundation (KFF)/ICR 2003 Survey. This one-time national telephone survey of adults 

ages 18 through 64 with permanent physical and mental disabilities was fielded from 2002 to 2003 for the purpose 

of comparing access to care and unmet needs for persons with severe disabilities based on source of insurance 

coverage (Kff 2003). 

National Survey of American Families (NSAF). This national survey was fielded in 1997, 1999, and 2003 by the 

urban institute as part of its assessing the new federalism project. The nsaf provided national and state-level 

estimates (for 13 states) of adults and children with different forms of health insurance coverage, including medicaid. 

The nsaf captured disability through a question on work limitations and included a rich set of questions about 

access to care and service use, as well as other topics (Coughlin et al. 2005). 
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Access to health care among persons with 
disabilities enrolled in Medicaid is comparable 
to that of  persons with other sources of  
coverage. The percentage of  individuals reporting 
that they have a usual place to go when they need 
care or have a regular doctor are commonly cited 
measures of  potential access to care. In a national 
survey of  persons with severe and permanent 
disabilities, the percentage of  persons who 
reported having no regular doctor was the same—
15 percent—for persons with Medicaid-only 
coverage, persons with Medicare-only or 
private-only insurance, and those dually enrolled 
in Medicare and Medicaid (Hanson et al. 2003). 
Persons with Medicare and supplemental private 
insurance had the lowest percentage (7 percent) 
with no regular doctor. In contrast, 69 percent of  
uninsured persons with disabilities had no regular 
doctor.

Medicaid enrollees appear to face similar challenges 
as persons with Medicare and private coverage in 
finding a regular doctor whom they perceive as 
competent to treat them. In the same study, the 
percentage of  Medicaid-only respondents who 
reported trouble finding a doctor who understood 
their disability (25 percent) was not significantly 
different from respondents with other forms of  
coverage (Hanson et al. 2003).

Studies also show that a greater or equal 
percentage of  persons with disabilities report 
having a usual source of  care relative to persons 
without disabilities but with similar incomes, 
education, and health conditions (NCHS 
2008, Iezzoni and O’Day 2006). However, few 
studies have controlled adequately for age and 
insurance type (Coughlin et al. 2008, Parish and 
Ellison-Martin 2007).

For some persons with disabilities, the lack of  
a usual source of  care may have serious health 
consequences. Young adults with developmental 
disabilities are an especially vulnerable population 

because they rely on an array of  public programs 
and services, frequently face challenges being 
actively engaged as patients, and upon adulthood 
must leave specialized pediatric clinics familiar with 
their condition and find adult care physicians who 
can meet their unique care needs (DFCM 2009). 
For such vulnerable groups, having no established 
source of  care might signal disruptions in care that 
could present particular risks.

Unmet need among persons with disabilities 
enrolled in Medicaid is lower compared to 
those with other sources of  coverage. Studies 
comparing persons with disabilities covered by 
Medicaid to those covered by private insurance or 
Medicare, or who are uninsured show Medicaid 
reduces unmet need and unmet need due to 
cost. A national study of  youth with disabilities 
transitioning into adulthood estimated that 
continuing Medicaid coverage after age 18 had 
a major impact on access to care (Hemmeter 
2011). The study analyzed the experiences of  
SSI recipients after turning age 18 and found 
that, relative to youth who continued Medicaid 
insurance after age 18, the uninsured were 42 
percentage points more likely to report an unmet 
medical need, 33 percentage points more likely to 
report an unmet dental need, and 27 percentage 
points more likely to report an unmet prescription 
drug need.

In another study of  working-age persons with 
severe and permanent disabilities, those with 
Medicaid-only coverage were significantly less likely 
than those with either Medicare-only or private 
insurance to report postponing care or skimping 
on medications due to cost (Hanson et al. 2003). 
Medicare-only enrollees were more than 12 times 
as likely as Medicaid-only enrollees to postpone 
care due to cost, despite the fact that Medicaid-
only enrollees in this sample were much poorer. 
Having unmet need has been linked to higher use 
of  hospital care and emergency departments in the 
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following year among disabled Medicaid enrollees 
(Long et al. 2005).

Unmet need among persons with disabilities 
enrolled in Medicaid is higher than among 
Medicaid enrollees without disabilities. In 
a national sample of  working-age women from 
the 1999 National Survey of  American Families, 
women with work limitations who were covered by 
Medicaid reported lower rates of  receiving medical 
care and medications when needed, were less likely 
to have cervical cancer screenings, and were less 
satisfied with their care than were other women 
covered by Medicaid, controlling for the usual type 
of  care reported (Parish and Ellison-Martin 2007).

In a 2003 national telephone survey of  
working-age adults with severe and permanent 
disabilities, one-fourth of  adults covered by 
Medicaid reported having postponed care, 40 
percent had gone without needed equipment, and 
28 percent had skipped doses of  their medications 
(Hanson et al. 2003). Studies have also identified 
disparities in access between Medicare enrollees 
with and without disabilities (Iezzoni et al. 2003) 
and among the uninsured with and without 
disabilities (Sommers 2006). Among persons with 
disabilities, those with greater impairment report 
more unmet need and difficulty accessing care than 
do those with less impairment (Sommers 2006, 
Long et al. 2002).

Use of  many health services among persons 
with disabilities enrolled in Medicaid is 
high compared to service use among those 
without disabilities. A recent national study 
of  working-age adults with disabilities found 
that having a disability is associated with more 
difficulty accessing needed care, higher emergency 
department use, and higher hospitalization rates 
than having multiple conditions but no disability 
(Gully et al. 2011). According to these data, 
persons with disabilities also reported more 
chronic and acute conditions, obesity, physical 

inactivity, and smoking when compared to 
persons without disabilities. The same study found 
substantially higher ambulatory health care visits 
to a wider array of  physicians and other providers 
among persons with disabilities than among those 
with no disability but similar health conditions. 
This pattern of  high physician contact and high 
unmet need among persons with disabilities is 
documented in other surveys as well (Gully and 
Altman 2008).

Studies have also reported higher hospital 
readmission rates among Medicaid and other 
insured beneficiaries with disabilities relative to 
their counterparts without disabilities (Sommers 
and Cunningham 2011, Gilmer and Hamblin 
2010). Lack of  engagement among patients and 
their community providers may contribute to high 
hospitalization rates. Both readmission studies 
found that a significant share of  Medicaid patients 
did not have a physician visit within 30 days after 
discharge.

Other research has estimated that the independent 
effect of  disability doubles the risk of  high use of  
services, after accounting for chronic conditions 
and disease severity (McColl and Shortt 2006). 
The authors attribute the higher consumption of  
services to needs directly related to the disability, as 
well as conditions exacerbated by social factors.

Preventive services are potentially underused 
among Medicaid enrollees with disabilities, 
though findings vary by service. The possible 
exception to the pattern of  high use documented 
above is preventive services. In the few surveys 
that support comparisons in preventive screenings, 
women with disabilities have consistently 
reported lower rates of  routine screening for 
breast cancer and cervical cancer than have 
women without disabilities (Armour et al. 2009, 
Parish and Ellison-Martin 2007, Smeltzer 2006, 
Wei et al. 2006, Ramirez et al. 2005). A similar 
pattern is apparent with respect to PSA tests for 
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prostate cancer among men with and without 
disabilities (Ramirez et al. 2005). Only one of  these 
studies tested and found statistically significant 
disparities among Medicaid enrollees (Parish 
and Ellison-Martin 2007). In one national study, 
women with disabilities were more likely than 
those without disabilities to receive influenza 
immunizations, cholesterol screenings, and 
colorectal screenings after controlling for insurance 
status (Wei et al. 2006). None of  these studies 
directly compared the experiences of  persons 
with disabilities enrolled in Medicaid to similarly 
disabled individuals with private insurance.

Findings are inconclusive regarding the effect 
of  Medicaid managed care on access to care 
among persons with disabilities. Most states 
have only recently begun to transition a large 
share of  adults with disabilities into partial or 
full-risk managed care (MACPAC 2011, Gifford 
and Paradise 2011). The only two national studies 
that have examined the experiences of  persons 
with disabilities in managed care report conflicting 
results. Using survey data from 1996 to 2004, 
Burns (2009) found that adults with disabilities in 
counties with mandatory Medicaid managed care 
were more likely to wait over 30 minutes to see a 
provider or report a problem accessing a specialist, 
and less likely to receive a flu shot, relative to adults 
with disabilities living in counties with voluntary 
managed care or fee for service (FFS).

Using other survey data from the same time 
period, Coughlin and colleagues (2008) found 
that adult Medicaid enrollees with disabilities 
living in urban counties with Medicaid managed 
care reported better access to care than their FFS 
counterparts on three measures: (1) having a 
usual source of  preventive care, (2) contact with a 
general medical doctor or specialist, and (3) receipt 
of  flu shots. The study found no improvement in 
the use of  other preventive services, and no gains 
in access in rural managed care counties.

Neither study could capture enrollment in 
managed care at the individual level and instead 
used county-level managed care status as a 
proxy for individual experience. In one study 
of  California’s voluntary Medicaid managed 
care program in which individual enrollment 
was observed, there were no differences in any 
measures of  access to care or quality of  care for 
Medicaid enrollees who enrolled voluntarily into 
managed care compared to those who remained in 
FFS (Graham et al. 2011).

Limitations of  large-scale population 
surveys
Population surveys typically used in national 
studies of  access to health care are limited in 
their ability to explain why individuals experience 
barriers to care because these sources do not 
measure such details as the percentage of  
individuals who delayed care or reported unmet 
need due to lack of  accommodation for a disability.

With respect to the performance of  managed care 
plans, research based on population surveys can 
provide only the broadest picture of  the access 
experience and does not identify plan-level factors 
that could drive results (e.g., member services such 
as case management or transportation, and enrollee 
use of  these services). In summary, national 
studies to date on access to care among persons 
with disabilities have consistently identified 
overall patterns that would benefit from further 
investigation into the factors driving them. These 
patterns include: (1) high unmet need, (2) high 
utilization rates, and (3) low preventive care use.

Findings from provider and 
stakeholder data
A small number of  statewide provider surveys 
have captured providers’ perceptions of  access to 
medical facilities and clinical practices for persons 
with disabilities. Other studies have drawn on 
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in-depth interviews with primary care physicians 
(McColl et al. 2008) and other key informants—
such as subject matter experts, non-physician 
providers, health plans, program managers, and 
agency directors—to identify critical barriers 
to access and quality of  care for persons with 
disabilities (Engquist et al. 2012, NCD 2009, 
Harder and Company 2008). These stakeholders 
share three areas of  concern summarized below.

Disability competency training in medical 
schools for non-pediatric specialties. Disability 
competency in the medical setting refers to several 
aspects of  care, including how to perform basic 
procedures; disability-specific clinical training, 
such as awareness of  atypical risk factors; cultural 
competency in the treatment of  persons with 
disabilities; and gaining experience in the diagnosis 
and treatment of  persons with a variety of  
disabilities.

In its 2009 report, the National Council on 
Disability concluded: “The absence of  professional 
training on disability competency issues for health 
care practitioners is one of  the most significant 
barriers that prevent persons with disabilities 
from receiving appropriate and effective health 
care” (NCD 2009). This conclusion was based 
on a literature review and interviews with subject 
matter experts, including federal agency officials 
and health care practitioners. A workgroup of  
California stakeholders, including representatives 
from county health departments, health plans, 
clinicians, and community-based organizations 
drew similar conclusions (Harder and Company 
2008).

Surveys of  practicing physicians provide 
additional support for closer attention to disability 
competency in medical school curriculum; 
however, none of  the data gathered pertains 
specifically to Medicaid providers. A 2003 survey 
of  primary care physicians in California found that, 
among those interacting with persons with physical 

disabilities, 68 percent had not received education 
or training on physical disability issues (McNeal et 
al. 2002). A 2004 survey of  primary care physicians 
in Connecticut found that 91 percent of  physicians 
treating adults with intellectual disabilities had 
no formal training in the care of  this population 
(Kerins et al. 2004).

A 2001 survey of  diverse health care delivery 
sites across Massachusetts provides a somewhat 
different picture (Bachman et al. 2006). The 
large majority of  responding sites served 
persons with disabilities on a daily or weekly 
basis. Three-quarters of  the responding 
providers reported they had received training in 
disability-related issues over the previous year, 
including cognitive impairments, severe psychiatric 
impairments, and communication impairments.

Accessibility of  medical equipment and 
service delivery processes. Provider surveys 
that have collected information on providers’ 
perceptions of  the accessibility of  facilities indicate 
that medical equipment and delivery processes 
that are not disability-compliant continue to 
persist as barriers to care (NCD 2009, Harder 
and Company 2008, McNeal et al. 2002). Three 
2006 case studies of  tertiary care hospitals found 
a range of  deficiencies related to accessibility, 
including lack of  accessible call systems, diagnostic 
equipment, and examination tables (Kirschner et 
al. 2007). This finding is consistent with qualitative 
interviews with consumers reporting a lack of  
accommodation in medical settings (Wilkinson et 
al. 2011, Scheer et al. 2003).

In a recently published “secret shopper” survey 
of  256 subspecialty practices in four U.S. cities, 
only 9 percent of  practices reported the ability to 
use a height-adjustable table or mechanical lift to 
accommodate a patient in a wheelchair unable to 
self-transfer (Lagu et al. 2013). Another 40 percent 
could schedule appointments with such patients, 
but reported the patient would be transferred 
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manually to a standard table, and 29 percent 
offered to examine the patient without transfer.8, 9 
The remaining 22 percent of  the practices 
reported they would not schedule appointments 
with such patients, explaining that they could not 
accommodate patients in wheelchairs unable to 
self-transfer or that the building was inaccessible.10

Access to dental services. The oral health needs 
among persons with disabilities is high. Research 
documents a combination of  high incidence 
of  oral disease, poor oral hygiene, and greater 
treatment needs in this population (HRSA 2001).

Quantitative data documenting access to dental 
services nationwide for adults with disabilities 
enrolled in Medicaid is scant (Stiefel 2002) due in 
part to the limited scope of  adult dental benefits 
in most state Medicaid programs (Wall 2012, 
McGinn-Shapiro 2008). Specialty care dentists 
and other provider advocates have raised concern 
that access to dental services is poor for adults 
with disabilities (Waldman and Perlman 2012), and 
unmet need for dental care is high (Fisher 2012).

Studies of  broader populations inclusive of  the 
study population are consistent with this assertion 
but do not directly answer this question. In one 
qualitative study, persons with disabilities generally 
reported difficulty finding a dentist willing to treat 
them (Drainoni et al. 2006). In a national analysis 
of  outpatient visit data, a significant number of  
individuals in the United States, including those 
covered by private insurance and Medicaid, were 
found to have sought care for avoidable dental 
problems in hospital emergency rooms (Elangovan 
et al. 2011, Nalliah et al. 2010). In another 
nationwide study comparing Medicaid-covered 
adults to low-income privately insured adults, 
Medicaid-covered adults reported poorer access 
to dental services (Coughlin et al. 2005). Neither 
study was specific to persons with disabilities 
covered by Medicaid.

Poor access is generally attributed to: documented 
evidence of  the small number of  dentists who 
are trained to provide specialty care dentistry 
to persons with developmental disabilities 
(Waldman and Perlman 2012); inadequate training 
in general dentistry education on treating persons 
with special health care needs (Davis 2009); and 
the small share of  dentists who participate in 
Medicaid (GAO 2010).

Limitations of  provider and stakeholder 
data
Data from physicians, other providers, and 
stakeholders complement data collected from 
consumers on access issues and help form a clearer 
picture of  delivery- and program-level barriers 
to receiving appropriate, quality care, as well as 
interventions that have facilitated access to care. 
Provider studies specific to the Medicaid program, 
however, are sparse and other studies are dated, 
leaving an unclear picture of  the current state of  
access to care for persons with disabilities enrolled 
in Medicaid. Another limitation of  provider 
surveys is that person-level estimates cannot 
be derived. Thus, the proportion of  Medicaid 
enrollees who are served by physicians with 
disability competency (or other characteristics) 
cannot be estimated from them.

Findings from consumer 
interviews
Qualitative studies using in-depth interviews 
and focus groups of  consumers with disabilities 
provide insights into the barriers that individuals 
confront, and the mechanisms by which 
individuals’ disability characteristics and related 
factors (e.g., poverty) compound the daily 
challenges they face in meeting their health and 
medical needs (Drainoni et al. 2006, Iezzoni 
and O’Day 2006, Iezzoni et al. 2006, Iezzoni 
et al. 2003, Neri and Kroll 2003, Scheer et al. 
2003). Participants were usually recruited on a 
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voluntary basis from multiple sites in a selected 
community to seek a diversity of  perspectives. 
Study participants were also recruited based on 
characteristics such as their disability attributes, 
income, insurance status, age, race, managed care 
enrollment, or geography to represent individuals 
with different experiences with the health system. 
Almost all of  these studies include individuals with 
a mix of  sources of  insurance coverage and little 
ability to stratify by source, and thus do not allow 
detailed analysis of  the experiences of  those with 
Medicaid coverage.

Several access barriers figure prominently in 
qualitative studies of  adults with disabilities and 
are summarized below. However, most findings 
on this topic do not establish the barriers most 
common to Medicaid enrollees with disabilities. 
Moreover, qualitative studies are not designed to 
assess the relative importance of  these barriers. As 
a result, these studies simply identify barriers that 
need to be investigated further to establish their 
importance for Medicaid program management.

Scheduling appointments and receiving timely 
primary care. In several qualitative studies, 
some persons with disabilities describe multiple 
barriers when scheduling appointments, including 
problems finding a doctor who accepts Medicaid 
and difficulties getting an appointment in a timely 
manner (Drainoni et al. 2006, Scheer et al. 2003). 
Difficulty getting an appointment can be related to 
the challenge of  finding a facility that can provide 
physical access for a procedure or test, with 
one study pointing to the accessibility of  dental 
services as a significant challenge (Drainoni et al. 
2006).

Factors reportedly contributing to delays in getting 
timely care have been fear or distrust of  one’s 
physician based on prior negative encounters, or 
known problems with an inaccessible provider 
office, leading patients to avoid seeking needed 
medical care in the first place (Drainoni et al. 

2006, Neri and Kroll 2003). Other factors relate 
to process or practice at the provider’s office, 
including staff  untrained in the use of  text 
telephone (TTY), telephone menu options that 
do not accommodate a relay service, and lack of  
same-day appointments (Drainoni et al. 2006, Neri 
and Kroll 2003).11

The same studies have also documented serious 
health consequences that some persons with 
disabilities have suffered when small issues were 
not addressed in a timely manner, leading to 
unnecessary hospitalizations, avoidable surgeries, 
and permanent losses of  function in some cases 
(Drainoni et al. 2006, Neri and Kroll 2003), with 
the frequency of  these consequences unknown.

Communication with providers and support 
staff. Communication difficulties may complicate 
the scheduling of  appointments, completing a 
visit with a provider, and obtaining appropriate 
care during a visit or procedure. Persons with 
disabilities have described communication barriers 
with staff  and practitioners due to the lack of  
auxiliary aids, lack of  interpreters, and staff  
untrained in the use of  TTY phone systems for 
the deaf  or hearing-impaired (Drainoni et al. 2006, 
Iezzoni et al. 2004). Rushed physicians or short 
appointment slots can also be barriers to obtaining 
appropriate care for persons with other disabilities, 
simply due to the complexity of  their health care 
needs and the additional time needed to address all 
of  their concerns (McColl et al. 2008, Drainoni et 
al. 2006).12

Communication difficulties can pose challenges 
for individuals whose primary language is ASL 
or Braille; persons who are hard-of-hearing; and 
persons with cognitive impairment, neuromuscular 
disorders, or voice and speech disorders (e.g., 
traumatic brain injury, stroke, cerebral palsy) who 
depend on alternative methods and devices to 
communicate.13 To effectively communicate with 
these patients, providers may need to modify 
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their own speech, written materials may need to 
be adapted to accessible formats, and alternative 
modalities such as video, photos, or demonstration 
may need to be used to relay important health 
information (NCD 2012).

For persons who are deaf  or hard-of-hearing, 
repeated communication difficulties can lead 
to fear and mistrust of  practitioners in general 
(Steinberg et al. 2006). Lack of  adequate 
communication assistance has been documented 
by consumers in specific cases to have led to 
allergic reactions, fear for safety and confusion 
during and after procedures, and medication errors 
(Drainoni et al. 2006).

Physical accessibility of  health care facilities 
and services. Persons with disabilities, without 
respect to insurance status and source of  coverage, 
describe physical barriers to accessing medical 
facilities (Iezzoni et al. 2006). Persons with 
mobility impairments report additional barriers 
once inside provider offices due to the physical 
layout of  the facility, inaccessible equipment, 
and lack of  adaptive devices. Examples include 
exam rooms that are too small to accommodate a 
wheelchair, exam tables and diagnostic equipment 
that are not height-adjustable (Iezzoni and O’Day 
2006), weight scales that do not accommodate a 
wheelchair (Iezzoni et al. 2010), and lack of  nurse 
call bells or bed adjustment controls (Drainoni et 
al. 2006). Patients report fears of  being injured 
when being lifted from a wheelchair if  they cannot 
transfer themselves (Iezzoni et al. 2010).

Inaccessible equipment in office-based practices 
is one reason cited by physicians for refusing 
to schedule appointments for persons with 
disabilities, and thus may contribute to patients’ 
difficulties in finding a doctor (Lagu et al. 2013). 
Mammography and other x-ray machines that do 
not accommodate persons with a range of  mobility 
impairments and the absence of  height-adjustable 
exam tables are described by women with 

disabilities as a barrier to obtaining screenings for 
breast and cervical cancer (Wilkinson et al. 2011, 
Mele et al. 2005), and as a barrier to obtaining 
treatment for breast cancer (Iezzoni et al. 2010).

Finding a doctor who understands their 
disability. Physicians’ understanding of  patients’ 
disabilities encompasses several aspects of  care, 
including how to perform basic procedures, 
knowledge of  each patient’s unique medical 
history, and disability-specific clinical training, 
such as cultural competence and experience 
distinguishing symptoms directly related to the 
underlying disability from those related to an 
emerging medical problem.

Persons with disabilities interviewed in depth 
describe difficulties finding physicians who 
understand their disabilities (Iezzoni et al. 2006). 
They also describe physicians’ misconceptions 
about persons with disabilities and their health 
needs (Wilkinson and Cerreto 2008, Drainoni et al. 
2006), and in specific cases, health problems that 
have gone undetected due to lack of  training or 
clinical experience (Scheer et al. 2003).

Transportation to provider settings. Some 
persons with disabilities identify transportation as 
an issue in accessing primary and specialty care 
practices (Scheer et al. 2003). Transportation is 
reported to be a challenge for individuals with 
different kinds of  disabilities across regions, 
especially for persons with mobility impairments 
(Iezzoni and O’Day 2006) and persons with 
intellectual disabilities (Havercamp et al. 2004).

As rural communities often lack extensive public 
transportation, persons with disabilities living in 
these areas may be more dependent on family or 
friends to drive them. Individuals living in rural 
areas have also reported difficulty gaining access to 
medical facilities in older buildings (Iezzoni et al. 
2006).
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Limitations of  consumer interview data
In general, qualitative studies using voluntary 
methods of  recruitment are subject to participant 
bias, in which those choosing to participate may 
place higher value on the subject matter of  the 
study or offer perspectives different in scope 
or intensity from those of  people who could 
have been chosen randomly from the wider 
population. Studies advertised as an opportunity 
to discuss problems with access to care may attract 
individuals with a poor history of  access.

In many cases, qualitative studies provide the only 
information about certain barriers to care. Surveys 
do not collect the same details about barriers 
(e.g., the percentage of  persons who missed an 
appointment due to unreliable transportation 
services). Without such representative data, it is not 
possible to draw conclusions as to how common 
these barriers are for persons with disabilities 
(e.g., what percentage of  individuals confront 
inaccessible facilities or equipment when seeking 
appointments, what percentage of  individuals 
delay care due to provider difficulty scheduling 
a certified interpreter). Finally, little is known 
about the extent to which individuals successfully 
overcome these barriers and obtain needed care.

State Medicaid program data
Studies using Medicaid program data usually 
examine the experience of  program enrollees in 
one state or locale (Blecker et al. 2010, Allen et al. 
2009, Banta et al. 2009, Long et al. 2005, Mitchell 
et al. 2004, Long et al. 2002), a subpopulation 
eligible for certain services or waiver programs 
(Chalmers et al. 2011, Bershadsky and Kane 
2010, Hall et al. 2007, Krahn et al. 2007, Krahn 
et al. 2006), or enrollees eligible for managed care 
(Graham et al. 2011, Burns 2009, Coughlin et al. 
2008). These studies draw from medical claims 
and encounters or other program data to describe 
participation, service levels, or referral rates, 

and some include interviews with participating 
enrollees or providers about access experiences 
with the program.

Studies of  state Medicaid programs provide 
little information on access to care for 
Medicaid enrollees with disabilities. Study 
populations and access measures have varied 
widely, and rarely include comparison groups. 
Selected examples include the following:

 f In a Florida home and community-based 
services (HCBS) waiver program for adults 
with intellectual and developmental disabilities  
(I/DD), 40 percent of  the adults enrolled did 
not see a primary care provider between 1999 
and 2003 (Hall et al. 2007). The study did not 
report on use of  specialists.

 f In Iowa, among adults under age 65 with  
I/DD either enrolled in a Medicaid HCBS 
waiver or receiving case management services, 
over 80 percent received a preventive dental 
visit in 2005 (Chalmers et al. 2011).

 f In New York City during 1999 and 2000, 
among SSI beneficiaries under age 65 in FFS 
Medicaid, 25 percent of  adults with mental 
illness had no outpatient mental health visits 
(Long et al. 2002). The study did not report 
comparable estimates for adults with other 
forms of  coverage.

 f In rural counties of  Kentucky with only 
FFS Medicaid, more than 95 percent of  SSI 
recipients had a usual source of  primary care 
in 1999. Among persons with mental illness, 
60 percent had a usual source of  mental health 
care (Mitchell et al. 2004).

 f Two studies that include multistate 
comparisons among persons with 
disabilities documented wide variations in 
Medicaid-covered maternity care across states 
in terms of  access and service use (Gavin et al. 
2006) and in diabetes care among persons 
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taking antipsychotic medications (Morrato 
et al. 2008).

Well-designed evaluations in the published 
literature are rare. In one comprehensive evaluation 
of  substance abuse treatment services for 
Medicaid-eligible adults in Oregon, adults eligible 
on the basis of  disability accessed treatment 
services at about half  the rates of  two other 
Medicaid comparison groups (Krahn et al. 2007). 
Interviews with participants, providers, and agency 
staff  identified multiple patient-, provider-, and 
program-level barriers to participation for persons 
with disabilities, including family support for 
treatment, staff  training about disability, and route 
of  referrals (Krahn et al. 2006).

One nationwide effort to collect access measures 
for a portion of  our study population is the 
National Core Indicators Project (NCI). To our 
knowledge, NCI supports the only ongoing, 
large-scale, multi-state comparison on acute care 
access for Medicaid enrollees with disabilities at 
the subpopulation level. NCI reports underscore 
the variability in access experiences reported 
in other state program data (HSRI 2013). 
Because the sample represents the most severely 
disabled persons with developmental disabilities 
who receive long-term care services and case 
management, a small portion of  all persons 
enrolled in Medicaid on the basis of  disability, we 
do not report on those findings here.14

Limitations of  program studies
The overall quality, depth, and scope of  studies 
using state program data are generally poor and the 
most recent data on some topics are over 10 years 
old. Virtually no studies assess the relationship 
between state program elements and access to care. 
Typically, studies provide descriptive information 
about service use without investigating the factors 
contributing to utilization or describing the 
characteristics of  persons who did not receive 

services. Studies do not have comparison groups 
of  similarly situated persons with other forms 
of  coverage and include no data on service use 
among Medicaid enrollees prior to enrollment. 
Thus, they do not allow conclusions as to whether 
access levels are due to community factors that 
would affect all individuals with disabilities or 
to program factors that affect only Medicaid 
enrollees. Moreover, without comparison groups, 
it is unclear whether to interpret access levels as 
“low,” “improved,” or “high.” Finally, these studies 
are not representative of  Medicaid programs or 
enrollee experiences nationally.

Further Research Needed
This review serves to inform the Commission’s 
future activities in its examination of  access to 
appropriate care. Major gaps are evident in the 
research and evidence base about access to care 
for persons with disabilities, in part because there 
are too few studies posing access questions about 
Medicaid enrollees with disabilities to assess 
which barriers are significant problems for this 
population. Additionally, access issues especially 
important to this population have not been 
explored.

Enabling services. Various studies identify lack 
of  non-emergency transportation and difficulty 
obtaining sign and oral interpretation services as 
barriers for persons with disabilities generally. State 
Medicaid programs offer these enabling services 
to specifically address these barriers. While the 
utilization of  some enabling services financed by 
Medicaid and consumer satisfaction with these 
services has been documented in state reports, the 
focus of  these evaluations is on cost and service 
process, not the effect of  the service on medical 
care.15 

Federal Medicaid rules require that states “ensure 
necessary transportation for recipients to and from 
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providers.”16 States have several options through 
which to provide transportation services, and 
this choice determines the federal matching rate 
for these services and the amount of  flexibility a 
state has in the provision of  services. In addition, 
states may choose to carve-in or carve-out 
transportation from managed care contracts 
(Hilltop Institute 2008).

With respect to translation and interpretation 
services, states face similar choices in service 
provision and payment. State Medicaid agencies 
and their subcontractors are required to “take 
reasonable steps to provide meaningful access 
to Limited English Proficient (LEP) persons,” 
including individuals with impaired hearing, 
vision, or speech.17, 18, 19 The Children’s Health 
Insurance Program Reauthorization Act allowed 
the costs incurred by state Medicaid programs 
for translation and interpretation services for 
LEP persons—including persons whose primary 
or spoken language is ASL or Braille—to be 
matched at the enhanced State Children’s Health 
Insurance Program (CHIP) federal medical 
assistance percentage (FMAP) (CMS 2010).20 CMS 
guidance further clarified that the enhanced match 
was available to assist CHIP and adult Medicaid 
enrollees to “access covered services” (CMS 2010).

These major design elements—payment, carve-out 
contracts, capitation, and waiver design—would 
affect plan and provider incentives for delivering 
enabling services and are expected to affect access. 
The impact of  enabling services on improved 
access to medical care has not been independently 
evaluated to our knowledge.

Medicaid provider networks. A small number 
of  physicians participating in Medicaid serve 
a disproportionately large share of  Medicaid 
enrollees, relative to physicians participating in 
Medicare or commercial markets (Cunningham 
and May 2006). Further research is needed on the 
disability competency of  the clinicians serving the 

largest share of  Medicaid enrollees with disabilities, 
on the accessibility of  diagnostic equipment, and 
on clinical and staff  practices in these settings.

A study using a nationally representative sample 
of  practicing physicians confirmed that the small 
percentage of  primary care physicians serving 
Medicaid patients differs in many respects from 
physicians disproportionately serving privately 
insured patients or accepting few or no Medicaid 
patients (Sommers et al. 2011).21 Physicians serving 
Medicaid patients more frequently reported 
having an interpreter available at their main 
practice, and that the settings in which they work 
are community health clinics and hospital-based 
practices, or practices owned in part by a hospital.22 

These entities generally have other incentives 
to comply with federal laws requiring physical 
accommodation for persons with disabilities.

Medicaid managed care. With a few exceptions, 
states have only recently begun to enroll a larger 
number of  persons with disabilities into full- and 
partial-risk Medicaid managed care (MACPAC 
2011, Gifford and Paradise 2011). Therefore, 
states’ experiences with setting capitation rates and 
managed care plans’ corresponding experiences 
serving high-cost, high-need populations vary 
considerably. Best practices and evaluations of  
risk-based managed care could help states improve 
managed care contracting practices and potentially 
improve oversight of  risk-based managed 
care programs as they expand to serve these 
populations.

Additional areas of  research that would be 
especially critical for building an evidence base to 
support Medicaid policy include:

 f the role of  non-physician practitioners in 
access to appropriate care for subpopulations 
with disabilities, and capacity to draw state 
comparisons using standard measures;
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 f studies evaluating the effects of  program 
changes on access to care and service use;

 f studies exploring the links between barriers to 
care, service use, and the appropriateness of  
care, cost, and efficiency of  care delivery; and

 f evidence from best practices in service delivery 
for persons with disabilities to produce access, 
quality, and health outcomes.

Access to care for children with special health 
care needs falls outside the scope of  this chapter. 
Nonetheless, the program’s performance in 
meeting the needs of  these children also deserves 
attention.
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Endnotes
1 MACPAC analysis of  Medicaid Statistical Information 
System annual person summary data and CMS-64 Financial 
Management Report net expenditure data, as shown in 
Figure 1b-2 on p. 45 of  MACPAC’s March 2012 report to the 
Congress.

2 Box 1a-1 of  MACPAC’s March 2012 report to the Congress 
(p. 19) provides examples of  Medicaid enrollees with 
disabilities.

3 The five most common physical conditions are asthma/
chronic obstructive pulmonary disease, congestive heart 
failure, coronary heart disease, diabetes, and hypertension.

4 Exercise prescription refers to an individualized plan for 
fitness-related activities designed for a specific purpose, often 
developed by a fitness or rehabilitation specialist for a patient 
with chronic illness or disability. This prescription looks 
much like a drug prescription, indicating the type of  activity, 
duration, frequency, intensity, and precautions (Suleman et al. 
2012, HHS 2008, Moore 2004).

5 MACPAC calculations based on the 2009–2011 NHIS.

6 Subregulatory guidance defines a “limited English proficient 
individual” (LEP individual) (HHS 2003). Individuals whose 
primary language is ASL or Braille are identified as LEP 
individuals by CMS guidance (CMS 2010). 

7 For a description of  questionnaire items in the MEPS, 
see the Medical Expenditure Panel Survey, Questionnaire 
Section: Health Status (AHRQ 2011). 

8 Manual transfer of  a person with a disability by medical 
staff  places the patient at risk of  being dropped or hurt in 
the process (DOJ 2010). Lifting and transferring patients is 
a major risk factor for back injury among nurses and health 
aides (Hedge 2009). 

9 Guidance from the U.S. Department of  Justice states 
that “examining a patient in their wheelchair usually is less 
thorough than on the exam table, and does not provide the 
patient equal medical services” (DOJ 2010). 

10 In accordance with federal laws, physicians cannot deny 
service to a patient who they would otherwise serve because 
the patient has a disability (DOJ 2010). 

11 A TTY, also known as a telecommunication device for the 
deaf, is a device that could be used by people who are deaf, 
hard-of-hearing, or speech-impaired. The telephone handset 
allows people to communicate over a telephone line by typing 
messages instead of  speaking. A TTY is required at both 
ends in order to communicate. An alternative to TTY is the 
Telephone Relay Service, which requires a special operator. 
See http://www.abouttty.com for more information.

12 For a more detailed discussion, see pp. 57–66 (Iezzoni and 
O’Day 2006).

13 For a description of  many of  the devices used for 
augmentative and alternative communication, see the 
Assistech article on deaf  communication (Assistech 2013).

14 The NCI is a collaborative effort between the National 
Association of  State Directors of  Developmental Disabilities 
Services (NASDDDS) and the Human Services Research 
Institute (HSRI) and supports the quality management 
systems for 36 participating states and 22 subs-state regions 
or counties. More information about NCI can be found 
at http://www.nationalcoreindicators.org/about. The 
NCI Adult Consumer Survey interviews persons with 
developmental disabilities receiving publicly funded and case 
management services. In 2011-2012, a total of  19 states and 
one sub-state region participated in this survey. These data 
are limited for our purposes because states do not report the 
insurance status of  respondents, although about 70 percent 
of  respondents participate in an HCBS waiver program. 
The generalizability of  report findings to non-participating 
states and to other persons with disabilities has not been 
established.

15 See, as an example, a review of  state reports on Medicaid 
non-emergency transportation by The Hilltop Institute 
(Hilltop Institute 2008).

16 45 CFR 1902(a)(70).

17 State Medicaid agencies and their subcontractors are 
required to take these steps as recipients of  federal financial 
assistance from the U.S. Department of  Health and Human 
Services (HHS) under Title VI and HHS regulations, 45 CFR 
80.3(b)(2).

18 According to the Office of  Civil Rights, recipients of  
federal financial assistance may include hospitals, nursing 
homes, home health agencies, managed care organizations, 
state Medicaid agencies, physicians, and other entities 
(OCR 2013). 

http://
http://
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19 The accessibility of  health care facilities is further 
mandated for people with disabilities under Section 504 
of  the Rehabilitation Act, which prohibits programs that 
receive federal financial assistance, as well as federally 
conducted programs and activities, from discriminating 
against individuals with disabilities; and Titles II and III of  
the Americans with Disabilities Act of  1990, which prohibits 
disability discrimination and requires health care providers to 
be physically and programmatically accessible to people with 
disabilities. 

20 Section 201(b) of  the Children’s Health Insurance Program 
Reauthorization Act of  2009, Pub. L. No. 111-3, enacted 
February 4, 2009.

21 The study analyzed data from the 2008 Center for Studying 
Health System Change Health Tracking Physician Survey, 
which includes 1,460 primary care physicians (internists, 
family practice physicians, and general practitioners) who 
treat adults in outpatient settings.

22 Authors found similar results for non-pediatric specialists 
in unpublished analysis.
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Key Points

update on medicaid and CHiP data for Policy analysis  
and Program accountability

 f data on medicaid and the state Children’s Health insurance Program (CHiP) play 
a key role in answering policy questions that affect program enrollees, states, 
the federal government, health care providers, and others—and in ensuring 
accountability for taxpayer dollars. This chapter provides an update on efforts 
to improve the timeliness, quality, and availability of federal administrative data 
on the programs, which maCPaC first addressed in its march 2011 report to 
the Congress.

 f federal administrative data on medicaid and CHiP are meant to provide comparable 
information across states, which maintain their own disparate data systems. 
These federal data are necessary to fully understand the programs and to make 
evidence-based policy decisions.

 f since the Commission last reported on the topic in march 2011, the Centers for 
medicare & medicaid services (Cms) has taken steps to improve federal medicaid 
and CHiP data through initiatives that include:

 ■ maCPro, a web-based system designed to collect state plan, waiver, and 
other programmatic documents in a structured and consistent format;

 ■ the Transformed medicaid statistical information system (T-msis), a 
data source building on existing person-level and claims-level msis data 
submitted by states; and

 ■ medicaid information Technology architecture (miTa), which establishes 
national guidelines and standards for state-operated medicaid and CHiP 
data systems that are funded with federal dollars.

 f improvements to medicaid and CHiP data will not occur overnight, and they will 
require significant federal and state resource investments. maCPro and T-msis 
are scheduled for roll-out in 2013, with full implementation expected to take at 
least two years. miTa is an ongoing effort with states, whose data systems are at 
varying levels of modernization.
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4C H A P T E R

Update on Medicaid and CHIP Data 
for Policy Analysis and  

Program Accountability
In its inaugural report to the Congress, MACPAC described the key role that Medicaid 
and State Children’s Health Insurance Program (CHIP) data play in answering policy 
questions that affect program enrollees, states, the federal government, health care 
providers, and others―and in ensuring accountability for taxpayer dollars. In that report, 
the Commission:

 f highlighted ways in which existing federal administrative data on Medicaid and CHIP 
can help to answer key policy and accountability questions;

 f identified major federal administrative data sources that are used for most national 
and cross-state analyses of  Medicaid and CHIP; and

 f noted areas where better data on the programs are needed (MACPAC 2011). 

Consistent with MACPAC’s statutory charge to review national and state-specific 
Medicaid and CHIP data and to submit reports and recommendations based on such 
reviews (§1900(b)(3) of  the Social Security Act), this chapter describes recent efforts by 
the Centers for Medicare & Medicaid Services (CMS) to improve the timeliness, quality, 
and availability of  federal administrative data on the programs.

The Commission strongly supports continued improvements to federal Medicaid and 
CHIP data, and encourages CMS to continue seeking input from states and other 
stakeholders as it implements its new initiatives. As the timeliness, quality, and availability 
of  data improve, so will the ability of  the Commission and others to address questions 
that are currently difficult to answer. For example, do enrollees receive appropriate 
care in both fee-for-service and managed care settings? To what extent does provider 
participation in Medicaid vary? Can the impact of  policy changes, such as the current 
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increase in payment rates for certain primary care 
providers, be assessed in a timely manner?

Brief  Overview of  Federal 
Administrative Data on 
Medicaid and CHIP
In the course of  administering the Medicaid and 
CHIP programs, states and the federal government 
receive and generate large amounts of  data. 
Sources include:

 f State plan and waiver documents. States 
describe a wide range of  program policies―
such as eligibility levels and covered benefits―
in state plan and waiver documents that must 
be approved by CMS.

 f Eligibility information. Individuals report 
information such as income, age, and other 
personal and family characteristics in the 
process of  applying for coverage.

 f Claims. Health care providers submit 
claims that document the services provided 
to enrollees, and, in turn, states (as well as 
managed care plans under contract with states) 
process payments for those claims.

 f Accounting statements. States complete 
detailed quarterly accounting statements 
to obtain federal funds for a share of  their 
Medicaid and CHIP costs.

State data systems
All states maintain comprehensive and detailed 
data on their individual Medicaid and CHIP 
programs, and are statutorily required to maintain 
a Medicaid Management Information System 
(MMIS) to process claims from providers and to 
perform a variety of  information retrieval and 
reporting functions (§1900(r) of  the Social Security 
Act). However, each state’s MMIS reflects its own 

administrative structures and processes, even when 
multiple states contract with the same private 
vendor for MMIS support. In addition, MMIS and 
other data are often housed in multiple systems 
that are fragmented within states and in formats 
that limit their comparability across states. Some 
of  the issues include:

 f Unique billing codes. Some states create 
state-specific billing codes for certain services. 
This is particularly an issue for services that 
are unique to Medicaid, such as long-term 
services and supports provided in home and 
community-based settings.

 f Payments not based on claims. Not all 
payments to providers are processed through 
a state’s MMIS. Examples may include: 
retrospective settlement amounts for providers 
who are paid on the basis of  costs, rather 
than a fee schedule; supplemental payments 
to providers made under various statutory 
authorities; and payments to certain public 
providers who receive funding through state 
or local budget processes, sometimes in lieu of  
direct payments by the state Medicaid agency.

 f Eligibility data coming from different 
systems. Although federal law requires 
states to operate their Medicaid programs 
under the authority of  a single state agency, 
multiple state and local government entities 
may have responsibility for different program 
functions. State MMISs typically receive and 
store data extracts containing eligibility-related 
information to ensure that payments are 
made only for services provided to current 
Medicaid and CHIP enrollees. However, state 
eligibility systems generally operate separately 
and distinctly from MMISs, in part because 
they may be used to enroll individuals in public 
programs other than Medicaid and CHIP.
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As acknowledged in MACPAC’s March 2011 report 
to the Congress, states have their own data that 
paint a rich picture of  their individual Medicaid 
and CHIP programs but that may not always 
be reflected in federal sources. Encounter data, 
which provide a record of  the services furnished 
to Medicaid and CHIP enrollees in managed care 
plans, are one such example. Historically, these 
data were underreported by states (OIG 2009), and 
their quality and completeness at the federal level 
went largely unexamined (Byrd and Verdier 2011). 
However, all states with managed care programs 
obtain encounter data in some form, and many 
have had years of  experience in using the data for 
a variety of  purposes that include setting capitation 
rates for plans, calculating performance measures, 
and generating ad hoc reports for state agencies, 
legislatures, and external constituencies. The 
ongoing use of  encounter data by states provides 
a continuing check on its quality at the state level, 
but the federal government is only now beginning 
to examine these data―an important change, since 
data that are not used tend not to improve (Byrd 
and Verdier 2011).

Federal administrative data 
systems
At the federal level, most administrative data 
on Medicaid and CHIP consist of  information 
reported by states to CMS on their program 
policies, the characteristics and service use of  their 
enrollees, and their program spending (Table 4-1).

These federal administrative data are critical 
because they are the only source that can provide 
a comprehensive picture of  the Medicaid and 
CHIP programs, which cost nearly $450 billion 
in fiscal year (FY) 2012 and were estimated to 
serve about 80 million people for at least part of  
the year (MACPAC 2013). Unlike the data held 
by states, federal sources are meant to provide 
comparable information in a standard format, 

allowing for national and cross-state examinations 
of  program issues. In addition, researchers may 
link administrative and survey data sources to 
provide more detailed information―for example, 
on the health and other characteristics of  program 
enrollees (Dodd and Gleason 2013)―than can be 
obtained from a single source in isolation.

In addition to serving as an important resource 
for program oversight by CMS and others, some 
general uses of  the data for analytic purposes 
include:

 f Projections. Historical data are a key source 
of  information used in projections of  future 
enrollment and spending, under both current 
law and alternative proposals, by CMS and 
other agencies such as the Congressional 
Budget Office (Truffer 2013).

 f Spending growth. Data can be used to 
identify enrollee subgroups and services 
that account for a disproportionate share of  
program spending, and also to examine the 
extent to which spending is driven by increases 
in enrollment versus increases in spending per 
enrollee. This information provides a focus for 
cost-control policies.

 f Continuity of  coverage. Data can show the 
extent to which individuals experience churn 
in their Medicaid and CHIP enrollment—a 
consideration in analyses of  access to and use 
of  services (Czajka 2012a, 2012b).

 f Quality and appropriateness of  care. Claims 
and encounter data that provide information 
on service use can be used to examine receipt 
of  recommended care, such as well-child and 
preventive dental visits for children (Bouchery 
2012a, 2012b).

 f Provider participation. Data on providers can 
inform efforts to examine their participation in 
Medicaid, as well as enrollees’ access to and use 
of  services (Baugh and Verghese 2012).
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 f Program characteristics. Qualitative 
information on service delivery and payment 
mechanisms, such as capitated managed care, 
provide important context when examining 
spending and utilization across states.

 f Program integrity. CMS is exploring how to 
make better use of  federal data sources for 

purposes of  identifying billing and utilization 
patterns that indicate potential fraud and abuse 
in Medicaid and CHIP. (See Chapter 5 on 
program integrity.)

TABLE 4-1. Key Sources of Federal Administrative Data on Medicaid and CHIP

Source Brief Description

medicaid and CHiP budget and  

expenditure system (mbes/Cbes)

reports (forms Cms-64, Cms-21, and Cms-37) detailing aggregate 

spending that are submitted by states to receive federal reimbursement for 

a share of their medicaid and CHiP spending

medicaid statistical information 

system (msis)

demographic and enrollment-related information on each person enrolled in 

medicaid and, at state option, separate CHiP programs, as well as a record 

of each claim paid for most services an enrollee receives

statistical enrollment data system 

(seds)

aggregate statistics on CHiP and child medicaid enrollment

form Cms-416 aggregate statistics on children receiving early and Periodic screening, 

diagnostic, and Treatment (ePsdT) services

form Cms-372 aggregate statistics on enrollment and spending under home and 

community-based services waivers

medicaid drug rebate (mdr) 

system

aggregate statistics on drug utilization and payments, used for calculating 

rebates to states from drug manufacturers

state medicare modernization act 

(mma) files

monthly eligibility-related information on individuals dually enrolled in 

medicaid and medicare, used for medicare Part d purposes

state plan documents documents that describe a state’s medicaid and CHiP policies under 

regular state plan (i.e., non-waiver) rules

Waiver documents documents that describe a state’s medicaid and CHiP waiver programs, 

including those operating under section 1115, 1915(b), and 1915(c) 

authorities

medicaid managed Care data 

Collection system (mmCdCs)

aggregate statistics on managed care enrollment, along with basic 

descriptive information on each managed care plan and program within a 

state

CHiP annual report Template system 

(CarTs)

information on CHiP programs, such as policies on eligibility and cost 

sharing, as well as performance measures regarding receipt of care

Note: for more information on each of these data sources, see maCPaC’s march 2011 report to the Congress.
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Recent Federal Efforts to 
Improve Data Timeliness, 
Quality, and Availability
As outlined in MACPAC’s March 2011 report 
to the Congress, Medicaid and CHIP data 
are collected from states at different times, in 
different formats, for different purposes. States 
report some information on their programs 
more than once, while gaps remain that limit the 
usefulness of  various data sources. In its report, 
the Commission noted a number of  areas where 
better federal administrative data on Medicaid and 
CHIP were needed and provided examples of  how 
improvements in these data could allow for better 
analysis of  policy and program accountability 
issues. These areas included:

 f the ability to understand service use among 
managed care enrollees, children eligible for 
Early and Periodic Screening, Diagnostic, and 
Treatment (EPSDT) benefits, and children in 
separate CHIP programs;

 f the timeliness and consistency of  various data 
sources; and

 f the availability of  information on state 
program policies.

At the time of  MACPAC’s March 2011 report to 
the Congress, CMS had established a Medicaid and 
CHIP Business Information Solutions (MACBIS) 
Council to oversee a transformation of  the 
agency’s data strategy and environment (Plewes 
2010, Thompson 2010). As part of  this effort, 
the Council commissioned a review of  existing 
Medicaid and CHIP data sources and their uses 
(Borden et al. 2010). CMS had also released a plan 
for modernizing its computer and data systems 
(CMS 2010a). The Commission noted that CMS 
activities to inventory its existing data sources 
provided a valuable starting point for addressing 
both redundancies and gaps in the information 
reported by states, and encouraged the agency to 

continue its development of  a strategic plan for 
Medicaid and CHIP data.

In a February 2013 presentation to the 
Commission, CMS highlighted two major 
initiatives aimed at improving Medicaid and 
CHIP data that are scheduled for roll-out in 2013, 
with full implementation to follow in coming 
years (Boughn 2013). The first is MACPro, a 
web-based system designed to collect state plan, 
waiver, and other programmatic documents in a 
structured and consistent format. The second is 
the Transformed Medicaid Statistical Information 
System (T-MSIS), which builds on existing person-
level and claims-level MSIS data submitted by 
states. CMS is also using its ongoing Medicaid 
Information Technology Architecture (MITA) 
initiative to establish national guidelines and 
standards for state-operated Medicaid and CHIP 
data systems that are funded with federal dollars 
(CMS 2013a). The following sections describe 
these initiatives, provide information on their 
anticipated improvements to Medicaid and CHIP 
data, and highlight areas where additional attention 
may be warranted. Although not discussed here 
in detail, CMS has also been providing technical 
assistance to states and their contractors on a 
variety of  issues such as managed care encounter 
data, separate CHIP program data, and individuals 
dually eligible for Medicare and Medicaid (CMS 
2013c, Camillo 2012, Byrd and Verdier 2011).

MACPro
MACPro is a web-based system under 
development at CMS to collect state plan, waiver, 
and other programmatic documents in a structured 
and consistent format (Boughn 2013). Capturing 
information in this manner has been cited as a 
critical need for CMS (Borden et al. 2010). With 
the exception of  certain waivers related to home 
and community-based services and managed 
care, current Medicaid and CHIP program data 
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are largely submitted, reviewed, and approved in 
paper or electronic formats that cannot be easily 
summarized or linked with other data sources.

In 2013, CMS expects that MACPro will be used 
for the submission of  state plan amendments 
(SPAs) related to the eligibility and benefit 
package provisions of  the Patient Protection 
and Affordable Care Act (ACA, P.L. 111-148, 
as amended). CMS expects to roll out additional 
components of  the system on a two-year schedule. 
During this time, the agency will maintain its 
existing processes for state plan and waiver 
approvals alongside MACPro.

As previously noted by the Commission, 
modernizing the data systems that collect 
programmatic information on Medicaid and 
CHIP would be beneficial for several reasons. 
The federal government could strengthen its 
program oversight by providing consistent and 
comprehensive information on state activities for 
use by CMS and other agency staff. Second, states 
could more easily learn about the policy choices 
made by others as they consider their own program 
changes. In addition, analysts could better identify 
the range of  policies in place across states as they 
relate to the number of  people who are covered 
by Medicaid and CHIP, the services they use, and 
the amount spent on those services―and use this 
information to identify possible best practices or 
program improvements.

As pieces of  the system are implemented over the 
next two years, the Commission encourages CMS 
to make the information collected in MACPro 
publicly available in a timely and transparent 
manner. The Commission also encourages CMS 
to ensure that existing information be made more 
readily available during the transition to MACPro. 
For example, prior to making the entirety of  
state plans available on the CMS website using 
MACPro, the agency could compile links to the 
location of  this information on state websites or 

post scanned electronic versions of  the hard-copy 
documents that it now maintains at its regional 
offices. Historically, CMS has been inconsistent in 
its efforts to keep the SPAs and waiver documents 
on its website complete and up to date.

In a 2010 letter to state Medicaid directors 
describing its process for reviewing SPAs, CMS 
acknowledged that the submission of  a SPA may 
sometimes lead to the identification of  existing 
state plan provisions that appear to be contrary to 
federal statute, regulations, or established guidance 
(CMS 2010b). In such cases, the potentially non-
compliant state plan provisions must also be 
reviewed and resolved. For states, one area of  
concern about MACPro may be that the process 
of  converting existing state plan documents 
could lead to an increase in the number of  state 
plan provisions that are questioned by CMS and 
potentially reopened for consideration, some 
of  which may have been approved under a 
previous administration’s statutory or regulatory 
interpretation.

T-MSIS
MSIS is a data source compiled by CMS from 
detailed demographic, enrollment, and claims 
information reported by all states since FY 1999. 
Currently, states must submit five MSIS files 
every quarter: one containing eligibility-related 
information on each person enrolled in Medicaid―
and optionally CHIP―and four containing 
information on paid claims for inpatient hospital 
services, institutional long-term care, drugs, and 
all other services. T-MSIS will expand the data to 
include three additional files with information on 
providers, third-party payers, and managed care 
plans.

The expanded system will also include changes to 
address several concerns about current MSIS data 
(Boughn 2013):
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 f Timeliness. T-MSIS will move states from 
quarterly to monthly data submissions and 
will replace manual reviews of  the data with 
automated quality checks that provide states 
with real-time feedback.

 f Reliability. Data reliability will be addressed in 
a number of  ways, but a key component will be 
an up-front mapping effort that requires states 
to document their source data and processes 
for populating each of  the nearly 800 data 
elements in T-MSIS (CMS 2013a). Assuring 
consistency of  this mapping across states will 
be a significant challenge.

 f Completeness. CMS will be working with 
states to ensure that existing requirements for 
managed care encounter data are met, along 
with new requirements for the reporting of  
provider and other data. However, the extent 
to which states currently collect and use these 
data for their own purposes will affect their 
T-MSIS submissions.

In its March 2011 report to the Congress, the 
Commission identified how data improvements of  
the sort currently contemplated for T-MSIS would 
be beneficial. For example:

 f CMS could reduce reporting burdens by 
directly calculating certain measures reported 
elsewhere by states. These might include 
EPSDT statistics reported for children on the 
CMS-416, as well as certain child and adult 
quality measures that would otherwise be 
voluntarily reported by states (HHS 2012a, 
2012b).

 f Encounter data could be used to make 
national and cross-state comparisons of  the 
care received by Medicaid and CHIP enrollees 
whose benefits are delivered through fee-for-
service versus managed care systems, which 
some states already do on an individual basis 
(Ku et al. 2009, Thomson Medstat 2006). 
Although these data are currently reported by 

many states, their quality and completeness 
vary (Borck et al. 2013, Byrd and Dodd 2012, 
Byrd et al. 2012, Dodd et al. 2012, Nysenbaum 
et al. 2012).

 f Complete enrollment and claims data for 
separate CHIP enrollees could be used to help 
CMS and states understand the effectiveness 
of  enrollment strategies like express lane 
eligibility, program transitions, and payment 
variation by state (Camillo 2012).

 f Results from the measurement and monitoring 
of  enrollees’ service use could be used to 
better target outreach efforts for individuals 
most in need of  services.

 f More timely data would give administrators and 
legislators a clearer picture of  the programs as 
they operate now―rather than as they did two 
or three years ago. The availability of  current 
data may be particularly important for program 
integrity efforts such as the identification of  
potential fraud and abuse by providers and 
enrollees. (See Chapter 5 on program integrity.)

An initial version of  T-MSIS was tested as a pilot 
in 12 states beginning in 2011 (Gorman 2012). 
CMS made changes to the data dictionary as 
part of  the pilot process and anticipates that full 
implementation of  T-MSIS may take up to two 
years, with some states beginning to submit the 
data in 2013.

CMS has recently added the submission of  T-MSIS 
data as a condition on approvals for states that 
receive enhanced federal match for significant 
upgrades to their data systems (see discussion of  
MITA below), as well as for certain eligibility-
related activities (CMS 2013b). However, as with 
the current MSIS, T-MSIS will not serve as the 
basis for calculating federal reimbursement to 
states―a use that could provide the most powerful 
incentive for states to submit high-quality data in 
a timely manner. To the extent that T-MSIS data 
are used for statistical reporting rather than federal 
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funding purposes, states may continue to view 
T-MSIS data as a low priority relative to the many 
competing pressures they face. As noted in the 
MITA discussion below, the spending amounts 
reported in today’s MSIS data are not always 
consistent with those reported in the CMS-64 data 
that are used to calculate federal matching funds.

T-MSIS will require a significant investment of  
resources at the state level, both in the initial 
stages of  mapping data from multiple systems into 
the federally required format and in the ongoing 
maintenance and submission of  the data. States 
may have a number of  concerns about T-MSIS 
implementation:

 f Staff  resources. Given the many activities 
related to ACA implementation currently 
under way, a small number of  state staff  may 
be responsible for implementing a wide range 
of  systems changes other than those related to 
T-MSIS. In addition, many states’ current MSIS 
submissions are extracted from legacy systems 
using coding that is not well understood. In 
some cases, T-MSIS will not be a modification 
of  an existing process, but a completely new 
development effort.

 f Data mapping. Data mapping may be 
particularly challenging for states contracting 
with several managed care plans or in cases 
where Medicaid services are coordinated and 
paid through a different state agency, such as 
the department of  mental health. It may be 
difficult for a state to coordinate the collection 
and validate the quality and consistency of  data 
coming from the other agencies or managed 
care plans. States may also have to update the 
data maps periodically, if  they make changes 
to their MMIS systems or contract with new 
managed care plans.

 f Unavailable data. States have some concerns 
about the level of  completeness that may be 
required in T-MSIS. States may be missing 

certain data elements, or, even if  they are 
collecting information for a particular data 
element, it may be that not all records have 
a valid value within that field. None of  the 
T-MSIS pilot states were able to provide all of  
the data elements required for T-MSIS, leading 
CMS to indicate that it will need to identify 
items with a low submission or population rate 
and assess how this will impact the ability to 
analyze the data (Gorman 2012).

 f Continued duplication. While T-MSIS will 
provide more robust analytic capabilities for 
CMS, states have some concerns that it may 
not provide all of  the necessary information 
to eliminate additional data requests for other 
CMS activities, such as the Payment Error Rate 
Measurement (PERM) program for Medicaid 
and CHIP.

Some activities related to the collection and 
submission of  T-MSIS data may be eligible for 
enhanced federal matching funds. Among other 
purposes, states may be able to use the enhanced 
federal funds to improve and standardize Medicaid 
and CHIP data for T-MSIS. This includes 
improving encounter data, which would also 
help states with their managed care oversight and 
monitoring capabilities. However, even with the 
availability of  enhanced federal matching funds, 
states may still struggle to finance their share of  
these and other Medicaid and CHIP costs.

MITA
MITA is a CMS initiative to establish national 
guidelines and standards for state-operated 
Medicaid and CHIP data systems that are funded 
with federal dollars. As noted earlier, each state is 
required to have an MMIS that processes claims 
from providers and performs a variety of  other 
functions. Historically, MMISs were primarily 
designed to serve as financial and accounting 
systems for provider payments. As additional 
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Medicaid functions (such as managed care 
oversight, clinical support, data analysis, fraud 
management, non-emergency transportation 
coordination, and prior authorization) became 
automated, some were added as separate systems 
while others were added into the MMIS. Some 
of  these fragmented systems had difficulty 
communicating, lost information in the process 
of  exchanging data, and could not provide 
a consolidated overview of  all provider and 
beneficiary activity.

MITA efforts are intended to ensure the use of  
standard data definitions and processes so that 
disparate state systems can operate together as a 
virtual MMIS, and so that federal data reported by 
states is comparable. Toward that goal, CMS has 
developed a framework for the standardization and 
interoperability of  state data systems (CMS 2012).

Enhanced federal funding is available for MMIS 
upgrades (at a 90 percent match) or the operation 
of  a federally certified MMIS (at a 75 percent 
match). To receive this enhanced funding, 
states are required to submit advance planning 
documents (APDs) that describe how their systems 
will meet MITA goals and objectives. These goals 
currently include the submission of  T-MSIS data, 
which has been added as a condition for obtaining 
APD approval from CMS (CMS 2013a).

MACPAC’s March 2011 report to the Congress 
cited a lack of  consistency in state-reported 
information on Medicaid and CHIP as an ongoing 
issue that limits the usefulness of  federal data 
for analytic and oversight purposes. A prominent 
example arises in comparisons of  the spending 
amounts reported in CMS-64 data (which are 
used by states to obtain federal matching funds) 
and MSIS data (which are used for statistical 
and research purposes). Even after adjusting 
for differences in scope and design (such as the 
treatment of  drug rebates and administrative 
costs), the MSIS generally produce lower 

spending figures than the CMS-64 (GAO 2012). 
Structural differences will always exist between 
these data sources. However, as part of  its MITA 
efforts, CMS could include an examination of  
inconsistencies that remain unexplained.

As noted by states, the challenges associated with 
MITA include organizational resistance when 
collaborating across state agencies, a need to 
modernize both their technology and business 
processes, and the long time-frame required to 
implement programs―often through changing 
political administrations (NASCIO 2008). 
However, there is recognition that improving the 
use of  information technology is a way for states 
to cut costs, increase productivity, and concentrate 
efforts where they are most needed (NGA 2012).

Looking Forward
Consistent with previous reporting by the 
Commission, CMS is taking a number of  steps to 
improve the timeliness, quality, and availability of  
federal administrative data on the Medicaid and 
CHIP programs. The Commission supports these 
efforts and encourages the agency to continue 
seeking input from states and other stakeholders. 
Adequate staffing, funding, and support at both 
the federal and state levels will be critical to 
ensuring that the best possible information is 
collected on Medicaid and CHIP and that it is 
disseminated in an efficient manner―for example, 
by making use of  technology that allows users to 
generate key indicators and summary reports with 
minimal need to sift through large volumes of  raw 
data. Given that plans to modernize the agency’s 
Medicaid and CHIP data systems currently rely 
on a patchwork of  program integrity, quality 
measurement, health information technology, 
and CHIP reauthorization funds (CMS 2013a), 
the Commission urges CMS to assess whether 
its available resources will be sufficient for this 
purpose.
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Key Points

update on Program integrity in medicaid

 f Program integrity activities are intended to ensure that public dollars are spent 
appropriately on delivering high-quality, medically necessary care. an effective 
program integrity approach should prevent improper payments, reduce waste and 
abuse particularly when it leads to patient harm, and help achieve value.

 f an effective program integrity strategy in medicaid requires coordination among 
state and federal agencies, a task complicated by the fact that current activities 
are governed by multiple federal statutes and regulations. each state develops 
its own approach to program integrity, while federal activities are guided by a 
comprehensive plan that was last updated in 2009. a new plan, which will take into 
account lessons learned from prior initiatives, is expected to be released in the fall 
of 2013. 

 f Program integrity includes both a discrete set of activities related to the detection 
and prevention of fraud, waste, and abuse (such as post-payment review) but also 
other aspects of medicaid program administration such as individual enrollment 
(eligibility), provider enrollment, service delivery, and payment. states and the 
federal government conduct mandatory and optional activities in all of these areas. 

 f in some programmatic areas such as eligibility determination, there are multiple 
program integrity initiatives, while other areas, such as managed care, receive 
comparatively little attention.  attention should be paid to identifying opportunities 
to better distribute and coordinate resources and shift focus to higher-value 
activities.

 f The medicaid eligibility Quality Control (meQC) and Payment error rate 
measurement (Perm) eligibility reviews are an example of duplicative program 
integrity initiatives. While both programs review the accuracy of individual medicaid 
and CHiP eligibility determinations, the rules for the two programs overlap and do 
not align well with each other. 

 f future Commission work will focus on identifying specific opportunities to 
streamline regulatory requirements, and point the way to eliminating redundant 
functions, promoting greater integration of state and federal activities, or investing 
additional resources.
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5C H A P T E R

Update on Program Integrity 
in Medicaid

This chapter continues MACPAC’s work on program integrity in Medicaid and the State 
Children’s Health Insurance Program (CHIP). As described in the Commission’s March 
2012 report to the Congress, program integrity consists of  initiatives to detect and deter 
fraud, waste, and abuse (Box 5-1). These problems exist throughout the health care 
system, not just in Medicaid and CHIP. Even so, maintaining the ability to ensure that 
federal and state dollars are spent appropriately on delivering quality, necessary care to 
eligible individuals in Medicaid and CHIP is a priority for policymakers.1

Although estimates vary, the size and reach of  the Medicaid program is expected to 
increase substantially due to changes made by the Patient Protection and Affordable Care 
Act (ACA, P.L. 111-148, as amended): in 2014, the Centers for Medicare & Medicaid 
Services (CMS) estimates that the program will cover an additional 11.5 million people 
on average over the course of  the calendar year, while the Congressional Budget Office 
(CBO) estimates that Medicaid and CHIP together will cover an additional 9 million 
people on average (CMS 2013a and CBO 2013). In addition to preparing for enrollment 
growth, states are implementing a variety of  policy and operational changes to manage 
interactions with exchange coverage and shift to value-based payment methods 
(KFF 2013). An effective program integrity approach will be essential to preventing 
improper payments, protecting enrollees, and achieving value as Medicaid and CHIP 
evolve.

Successful program integrity efforts depend on coordination among various state 
and federal agencies. The size and diversity of  the 56 state and territorial Medicaid 
programs makes these efforts complex (GAO 2012a). Furthermore, within and among 
individual states and within the federal government, program integrity activities require 
coordination among a variety of  discrete monitoring and detection activities and 
administrative processes (e.g., eligibility determinations, provider enrollment, service 
delivery, and claims payment).
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The success of  these efforts will also depend on 
investment in activities known to work. Many 
program integrity strategies have been conceived 
as independent efforts and may require rethinking 
or revisions to stay current as the evidence base 
grows or newer strategies emerge. A broad view 
of  Medicaid program integrity activities across 
a range of  programmatic areas at the state and 
federal levels can help identify opportunities to 
better distribute and coordinate resources and 
shift focus to higher-value activities. For example, 
many program integrity efforts remain focused 
on fee-for-service (FFS) payments, while states 
are increasingly shifting to capitated and other 
payment approaches. The Commission plans to 
look more carefully at program integrity issues 
related to managed care in future reports.

Previous Commission Review 
and Recommendations
Over the past two decades, but particularly since 
the passage of  the Deficit Reduction Act of  

2005 (P.L. 109-107) and creation of  the federal 
Medicaid Integrity Program, there has been 
growing interest in Medicaid program integrity at 
the federal level and greater investment by states in 
a range of  activities. In our March 2012 report, we 
described the status of  those activities, provided 
an overview of  federal and state oversight     
responsibilities, summarized how various federal 
agencies and states coordinate program integrity 
activities, described the challenges associated 
with quantifying program integrity outcomes, 
and discussed how managed care plans address 
program integrity. We identified a number of  
challenges associated with implementation of  an 
effective and efficient Medicaid program integrity 
strategy, including:

 f overlap between federal and state 
responsibilities;

 f insufficient collaboration and information 
sharing among federal agencies and states;

 f diffusion of  authority among multiple federal 
and state agencies;

BOX 5-1. Regulatory Definitions of Fraud and Abuse

medicaid regulations define fraud and abuse as follows:

 f Fraud: “an intentional deception or misrepresentation made by a person with the knowledge that the deception 

could result in some unauthorized benefit to himself or some other person. it includes any act that constitutes 

fraud under applicable federal or state law.”

 f Abuse: “Provider practices that are inconsistent with sound fiscal, business, or medical practices, and result in 

an unnecessary cost to the medicaid program, or in reimbursement for services that are not medically necessary 

or that fail to meet professionally recognized standards for health care.”

 f Waste, which is not defined in federal medicaid regulations, is not a criminal or intentional act but results in 

unnecessary expenditures to the medicaid program. examples include avoidable hospitalizations, duplication of 

services, and the use of emergency departments for non-emergent care. 

both providers and enrollees can contribute to waste, fraud, and abuse.

Source: 42 Cfr 433.304 and 42 Cfr 455.2.
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 f lack of  information on the effectiveness of  
program integrity initiatives and appropriate 
performance measures;

 f lower federal matching rates for state activities 
not directly related to fraud control;

 f incomplete and outdated data; and

 f few program integrity resources for delivery 
system models other than FFS (e.g., managed 
care).

To address these issues, the Commission made two 
recommendations related to program integrity.

First, in order to ensure that current program 
integrity requirements make efficient use of  federal 
resources and do not place undue burden on states 
or providers, the Commission recommended that 
the Secretary of  the U.S. Department of  Health 
and Human Services (HHS) (the Secretary) should 
collaborate with states to “create feedback loops 
to simplify and streamline program integrity 
requirements, determine which current federal 
program integrity initiatives are most effective, 
and take steps to eliminate programs that are 
redundant, outdated, or not cost-effective” 
(MACPAC 2012).

Second, in order to enhance states’ abilities to 
detect and deter fraud and abuse, the Commission 
recommended that the Secretary should “develop 
methods for better quantifying the effectiveness 
of  program integrity activities, assess analytic 
tools for detecting and deterring fraud and abuse 
and promote the use of  those tools that are most 
effective, improve dissemination of  best practices 
in program integrity, and enhance program 
integrity training programs” (MACPAC 2012).

Current Status of  Federal 
Medicaid Program Integrity 
Activities
Federal Medicaid program integrity activities are 
guided by a Comprehensive Medicaid Integrity 
Plan, which is developed by the Medicaid Integrity 
Group (MIG) within CMS (CMS 2009a). The plan 
was last updated in 2009; CMS is in the process 
of  updating its strategy, and a new comprehensive 
plan is expected to be released in the fall of  2013 
(CMS 2013c).

In addition to the Commission, others have also 
questioned the effectiveness and efficiency of  the 
current federal approach as outlined in the 2009 
plan. In a series of  reviews published in 2012, the 
Government Accountability Office (GAO) found 
that the hiring of  separate contractors for the 
National Medicaid Audit Program was inefficient 
and led to duplication. Other MIG oversight and 
support activities, such as the Medicaid Integrity 
Institute and State Program Integrity Assessments, 
showed mixed results (GAO 2012a, GAO 2012b).

CMS concurred with many of  the suggestions 
GAO provided to improve the efficiency of  
federal Medicaid program integrity activities, and 
as part of  a broader effort to increase program 
efficiency, has begun revising its approach to 
program integrity and expanding efforts to support 
states (CMS 2013c). This new federal approach 
aligns with the recommendations made by the 
Commission in 2012 (Table 5-1).

The new comprehensive plan will include 
additional changes based on the lessons learned 
from various initiatives implemented over the last 
eight years, including:

 f ensuring that new Medicaid initiatives, 
particularly those based on Medicare 
approaches, are appropriately tailored and take 
into account the diversity of  state programs;
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 f aligning and coordinating federal resources 
around program integrity functions and goals 
instead of  individual statutes and initiatives;

 f promoting collaboration between federal staff  
(including contractors) and states and among 
states; and

 f using risk assessment to identify areas of  
focus, rather than taking a “one size fits all” 
approach.

This updated approach to federal Medicaid 
program integrity efforts will also leverage 
improvements in Medicaid and CHIP data 
described by CMS in a February 2013 presentation 

TABLE 5-1. Updates to CMS Medicaid Program Integrity Activities

MACPAC Recommendation Recent CMS Actions Related to Recommendations

determine which federal program integrity 

activities are most effective and eliminate 

programs that are redundant, outdated, or 

not cost-effective

shifting the focus of the national medicaid audit Program from 

independent audits based on federal data to collaborative audits that 

leverage state expertise and state data

suspending collection of the annual state Program integrity 

assessment dataset while Cms streamlines questionnaires to 

eliminate duplication

assess analytic tools and promote use  

of those that are most effective

Working with states to develop new provider screening tools

using state-supplied medicaid management information system 

(mmis) data to support federal medicaid integrity Contractor audits 

while Cms separately works to improve the quality and timeliness of 

federal medicaid statistical information system (msis) data

improve dissemination of best practices Launched a medicaid program integrity workgroup to identify best 

practices for financial management and provide input for a Cms 

framework to strengthen the federal-state medicaid program oversight 

partnership

Providing a secure online platform for states to exchange best 

practices and documents on program integrity

Published prescriber guidelines to promote best practices for 

therapeutic drug classes identified as high risk

enhance program integrity training 

programs

Created a new managed care program integrity curriculum for states 

and the first Certified Program integrity Professional program of study 

through the medicaid integrity institute

offering distance learning webinars to increase access to training 

opportunities for state medicaid staff

Sources: Gao 2012b; Thompson 2012
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to the Commission (Boughn 2013). The 
Transformed Medicaid Statistical Information 
System (T-MSIS), which will begin incorporating 
state data later in 2013, builds on existing 
person-level and claims-level MSIS data submitted 
by states and will provide more robust analytic 
capabilities for CMS. See Chapter 4: Update on 
Medicaid and CHIP Data for Policy Analysis and 
Program Accountability for more details on T-MSIS 
and other CMS data improvement initiatives.

Key Programmatic Areas in 
Program Integrity
In our March 2012 report, we highlighted 
federal-state coordination as a particular concern 
for program integrity efforts. In this section, we 
present an overview of  program integrity activities 
from a state program administration point of  view, 
while highlighting strategies that are embedded 
in larger program functions (e.g., individual and 
provider enrollment, service delivery, and payment) 
and dedicated program integrity activities that 
cross multiple functions (e.g., post-payment review, 
reporting, and follow-up).

As CMS continues to refine and implement a 
national Medicaid program integrity strategy, it 
must balance the need to comply with existing 
statutory and regulatory requirements with the 
goals of  making efficient use of  federal resources 
and avoiding undue burden on states and 
providers. This is a delicate balancing act for two 
reasons.

First, program integrity relates to all aspects of  the 
program, including eligibility, provider enrollment, 
claims payment, managed care oversight, and 
federal claiming. However, states must continually 
strike a balance between tight front-end controls 
in each programmatic area and other program 
goals, particularly access to a sufficient network of  
providers and efficient program administration.

Second, a Medicaid program integrity strategy 
must be executed within a state-federal program 
structure, where the federal government and 
states have shared responsibility for financing and 
administering the program. Because federal and 
state dollars are used to pay for Medicaid services, 
both levels of  government have a strong interest 
in program integrity. However, state and federal 
government roles and responsibilities sometimes 
diverge and sometimes overlap, complicating their 
ability to jointly implement a program integrity 
strategy.

Seven programmatic areas are integral to a 
comprehensive program integrity approach: 
program integrity operations, individual 
enrollment, provider enrollment, service delivery, 
payment, post-payment review, and reporting 
and follow-up. States and the federal government 
conduct mandatory and optional activities in 
each area (Table 5-2); this section briefly reviews 
activities in each area. There are duplicative 
initiatives as well as areas that receive relatively 
little attention. There are also areas where state and 
federal responsibilities align and others where they 
overlap.

This section is followed by a more detailed 
discussion of  one specific area of  overlap and 
duplication―eligibility review―as an example of  
challenges states face in trying to comply with 
federal program integrity requirements that may 
be outdated and redundant. Future Commission 
work will investigate potential concerns surfaced 
by this analysis and help policymakers identify 
specific opportunities to streamline regulatory 
requirements, eliminate redundant functions, 
promote greater integration of  state and federal 
activities, or invest additional resources.

Program integrity operations
Program integrity is identified in Title XIX of  
the Social Security Act (the Act) as an essential 
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TABLE 5-2. Overview of State and CMS Program Integrity Activities

State CMS

Program 

integrity 

operations

establish overall strategy

develop operational plans

obtain necessary authorities

Hire and train staff

obtain necessary data

develop appropriate linkages among state and federal 
agencies

establish overall strategy

develop and implement curricula 
for the medicaid integrity institute, 
provide no-cost training to state 
staff

review and approve state 
information system plans

develop and publish performance 
standards and best practices

Provide individual and provider 
education regarding program 
integrity issues

develop appropriate linkages 
among state and federal agencies

Individual 

enrollment

determine eligibility

Collect third-party liability (TPL)  
information and coordinate benefits

verify reported information

Provide access to federal databases 
to verify individuals’ reported 
application or redetermination 
information

support cross-state information 
sharing of individual application 
verification information through 
the Public assistance reporting 
information system

Provider 

enrollment

enroll providers

Check exclusion lists

Conduct onsite inspections and verifications

report any adverse provider application actions to the 
office of inspector General

Contract with managed care plans

Provide access to medicare 
provider databases and risk screen 
findings

support cross-state information 
sharing of provider application 
verification information

review managed care contracts

Service 

delivery

develop and document coverage, billing, and  
payment policies

restrict (lock in) to certain providers those individuals 
prone to abusing services

verify eligibility at point of service

review prior authorization requests

review prospective drug utilization review requests

review proposed medicaid state 
plan amendments that relate to 
services
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State CMS

Payment apply prepayment edits

Process service and payment edits

apply TPL information

use predictive modeling to flag potential errors

suspend potential fraudulent claims

adjudicate final payments

issue explanation of benefits statements

submit claims for federal matching funds

develop, publish, and update 
national Correct Coding initiative 
edits based on typical billing issues

develop, publish, and update 
predictive modeling algorithms to 
be applied pre-payment

review state claims for federal 
matching funds

Post-payment 

review

Conduct medicaid eligibility Quality Control (meQC) and 
Payment error rate measurement (Perm) eligibility reviews

Participate in federal Perm fee-for-service (ffs) and 
managed care measurement

Pursue third-party payments when available

Perform retrospective reviews of care

Conduct surveillance and utilization review

audit payments

support federal medicaid integrity Contractor (miC) audits

Contract with recovery audit Contractors (raCs)

supply data for medicare-medicaid (medi-medi) matches

identify potential fraud

review meQC and Perm sampling 
plans

Conduct federal Perm ffs and 
managed care measurement

Conduct federal miC audits

Conduct federal medi-medi data 
matches

review claims data for potential 
fraud and abuse

Provide staff and other resources to 
support state field investigations

Reporting 

and follow-up

refer suspected fraud to law enforcement

Provide support for fraud investigations

Terminate fraudulent providers and contracts

recoup overpayments from providers

return federal share of overpayments

Calculate return on investment

Compile program integrity statistics

Complete federal state Program integrity assessment 
surveys

Participate in comprehensive state Program  
integrity reviews

identify and implement corrective actions

report the identification and collection of overpayments 
due to waste, fraud, and abuse

report administrative expenses associated with program 
integrity activities

Conduct comprehensive state 
Program integrity reviews

Conduct annual state Program 
integrity assessments

develop and implement national 
Perm corrective action plan

develop medicaid integrity review 
“lessons learned” reports

facilitate access to federal 
databases and web portals for 
reporting payment suspensions, 
provider terminations, and state 
recovery audit Contractor activity

TABLE 5-2, Continued
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program function, and all Medicaid programs 
must have “methods and procedures relating 
to the utilization of  and payment for care and 
services….as may be necessary to safeguard against 
unnecessary utilization of  such care and services 
and to assure that payments are consistent with 
efficiency, economy, and quality of  care” (§1902(a)
(30)). 

Over time, many additional statutory and 
regulatory requirements for how states must 
monitor, detect, and measure fraud, waste, and 
abuse have been added to statute and regulation. 
States have developed a variety of  strategies 
to implement these rules, ranging from largely 
decentralized to highly coordinated program 
integrity functions. States’ resource constraints are 
a fundamental issue: with limited budgets, states 
must often shift limited resources to mandated 
activities in lieu of  other preferred activities.

With the creation of  the MIG in 2005 and the 
allocation of  substantially greater resources to 
support Medicaid program integrity, the federal 
government has increased its support for state 
program integrity activities. In September 2007, 
CMS established the Medicaid Integrity Institute, a 
national Medicaid program integrity training center 
for states that has provided no-cost training to 
over 3,000 state employees and is highly regarded 
by states (GAO 2012a). The federal government 
has also created new initiatives that require state 
resources, such as the comprehensive State 
Program Integrity Reviews (MACPAC 2012). 

Other federal efforts to support states in building 
internal program integrity infrastructure and 
capacity have had more limited impact. The 
federally contracted Education Medicaid Integrity 
Contractor (Education MIC) provides support for 
the MIG in developing materials and conducting 
training on Medicaid fraud, waste, and abuse. As 
of  April 2013, the Education MIC had developed 
and broadly disseminated guidance on a small 

number of  topics (CMS 2013d). CMS has also 
used information collected during periodic reviews 
of  state Medicaid program integrity activities to 
identify three sets of  best practices and provide 
technical guidance for other states (CMS 2013e). 
States, through the National Association of  
Medicaid Directors, have asked that CMS devote 
a greater share of  contractor resources to support 
training, education, and implementation of  
state-level tools (NAMD 2012).

Individual and provider enrollment
One of  the strongest tools that state Medicaid 
agencies have to prevent fraud, waste, and abuse 
is the ability to conduct initial and periodic 
assessments of  individuals and providers and 
exclude ineligible, unqualified, or inappropriate 
individuals from participation. Long-standing 
federal policies require states to verify and validate 
individual eligibility at the time of  application 
and periodically thereafter and to promptly 
disenroll persons who are not eligible. In recent 
years, greater focus has been placed on screening 
providers who seek to participate in the program, 
routinely verifying their continuing eligibility to bill 
Medicaid, and promptly suspending or removing 
providers who are suspected or convicted of  
defrauding the program.

States must balance their interest in excluding 
ineligible persons with the responsibility to ensure 
that eligible persons are not inappropriately denied 
participation or dissuaded from completing the 
application process due to rules designed to 
protect program integrity. This applies to providers 
as well: states must verify that only providers 
who meet program criteria are allowed to bill 
the program, but must also take care that the 
process does not deter qualified providers from 
participation and negatively affect enrollee access 
to care.
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Medicaid enrollee eligibility. In order to 
support state efforts to ensure that only persons 
who meet eligibility criteria are enrolled in the 
program, the federal government provides 
access to national data sources to facilitate state 
validation of  individual application enrollment 
information. For example, the HHS maintains a 
database of  income and program participation 
information from multiple states and federal 
programs. States can access the data to determine 
duplicate program enrollment or the accuracy of  
application information. CMS is in the process of  
developing a comprehensive federal eligibility data 
hub to support real-time, electronic verification 
of  enrollee eligibility information beginning 
in late 2013 (CMS 2013f). The availability of  
systems to automate the validation of  data that are 
available electronically, once fully implemented, 
could reduce burden on state staff  and eventually 
support the reallocation of  resources that 
would have been spent collecting and reviewing 
paper-based information to other activities.

State Medicaid programs are federally required 
to conduct two different types of  retrospective 
reviews of  eligibility determinations.

 f Medicaid Eligibility Quality Control 
(MEQC). All states are required to conduct 
monthly MEQC reviews of  active Medicaid 
cases to determine whether eligibility decisions 
were made correctly: whether enrollees were 
eligible for services, and whether denied 
or terminated Medicaid applications were 
correctly processed. States calculate and report 
state-specific error rates.

 f Payment Error Rate Measurement 
(PERM). States must also participate in 
the federal PERM eligibility measurement 
every three years. One requirement of  the 
program is to sample and review a small 
number of  eligibility cases each month. 
PERM error findings are reported to CMS for 

inclusion (along with the FFS and managed 
care findings) in the state and national error 
rates and are used at the state level to inform 
corrective action.

PERM and MEQC are discussed in greater detail 
later in this chapter.

Provider enrollment. States must ensure that 
providers comply with state rules regarding 
qualification to participate in the Medicaid 
program. States must also ensure that they do not 
enroll or make payments to providers excluded 
by the Medicare program or other state Medicaid 
programs and terminate providers whose billing 
privileges have been revoked by other programs 
for cause (42 CFR 455(e)). In 2011, CMS expanded 
the provider screening rules for Medicare and 
required states to implement them in the Medicaid 
program; specifically, states must obtain certain 
disclosures from providers upon enrollment (and 
periodically thereafter), search exclusion and 
debarment lists and databases, and take action 
to exclude providers who appear on such lists. 
Medicaid managed care organizations (MCOs) 
must also conduct routine screens to ensure that 
excluded providers are not permitted to participate. 
States are now required not only to check federal 
databases but also to share information on 
provider enrollment decisions proactively with 
federal program administrators (42 CFR 1002.3(b)
(3)).

States report that current processes to conduct the 
required checks are difficult to implement and time 
consuming to operate (NAMD 2013). Systems that 
streamline application data collection, automate 
exclusion checks, and target enhanced checks at 
riskier providers could help to reduce state and 
provider burden and improve efficiency. Because 
all states must comply with the same provider 
screening rules and conduct the same database 
checks, and because most of  these databases are 
federally maintained, a comprehensive system to 
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support states in the Medicaid provider enrollment 
process could greatly improve efficiency.

CMS has implemented a system that provides 
some information to states, but it is incomplete. 
The web-based application allows states to share 
information regarding Medicaid providers who 
have been terminated for cause and to view 
information on Medicare providers and suppliers 
who have had their billing privileges revoked for 
cause. However, the system does not provide 
information on other types of  exclusions (Budetti 
2013). The available systems are also not updated 
in real time (some only monthly). Thus, states must 
conduct additional checks to exclude ineligible 
providers.

Service delivery
Program integrity activities at the time of  service 
delivery (often referred to as the point of  service) 
focus on confirming enrollee eligibility to receive 
a particular service and ensuring that services 
provided are medically necessary, appropriate, 
and provided in accordance with program rules. 
In FFS Medicaid, states determine which services 
are covered and what restrictions or limitations 
apply to each service. Medicaid covers a broader 
range of  rehabilitative, habilitative, and support 
services than most private insurers and has many 
unique coverage and payment rules, so states 
provide written guidance (in the form of  manuals 
and bulletins) to providers and conduct periodic 
training to help promote understanding of  and 
compliance with program rules.

States can also require providers to receive prior 
approval for some services, but the approval 
process can be costly to the state, create burdens 
for providers, and delay the initiation of  
treatment. States must weigh all of  these factors 
when determining which front-end controls to 
implement.

CMS reviews state policy change requests to ensure 
that covered services and payment mechanisms 
comply with federal laws and regulations and 
that proposed payment strategies align with 
Medicaid financing rules (HHS and DOJ 2012). 
However, CMS does not typically review―or even 
collect―the detailed guidance that states develop 
to instruct providers on what can be covered, nor 
does it assess the extent to which states impose 
pre-payment controls apart from those explicitly 
required by federal statute. CMS has provided 
detailed policy guidance for states to support 
accurate coverage and payment determinations 
and to decrease fraud, waste, and abuse associated 
with prescription drugs, but has not broadly 
disseminated guidance for most Medicaid-covered 
services, including those known to be vulnerable 
to fraud and abuse such as certain home and 
community-based services (CMS 2013d). CMS, 
like states, generally relies on post-payment audits 
(discussed in greater detail below) to assess the 
degree to which paid claims comply with state and 
federal coverage and billing requirements.

Payment
In most cases, Medicaid provider payments 
are triggered by the submission of  a claim by 
a provider indicating that a service has been 
provided, and the systems that adjudicate most 
payment requests have numerous controls built 
in to support program integrity. States use the 
information presented on a claim and other data 
contained in their systems to adjudicate the claim 
and determine the appropriate payment.

Federal statute and rules mandate many of  
the checks that states must conduct, including 
requirements to verify provider authorization, 
check for logical consistency (e.g., whether the 
patient on an obstetrical claim is a woman), prevent 
duplicate payments, and verify payment amounts 
(42 CFR 447.45(f)). States must also develop and 
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apply edits to ensure that appropriate limitations 
are put on claims submitted on behalf  of  enrollees 
who are eligible for a restricted or alternate 
benefit package, who have third-party coverage 
(including Medicare), or who are enrolled in a 
Medicaid managed care plan (42 CFR 433.137). 
Most of  these checks and reviews are automatically 
conducted by the claims processing system and 
the majority of  claims are processed without any 
manual intervention. Because Medicaid claims are 
subject to complex adjudication rules, consistent 
and accurate application of  these rules is a critical 
aspect of  program integrity.

Every state claims payment system must meet 
certain requirements in order to be approved 
by CMS and receive enhanced federal funding. 
These requirements generally pertain to specific 
functionality that the system must support, 
including having a surveillance and utilization 
review component to support program integrity 
(42 CFR 456). Beginning in 2010, the Congress 
created two new requirements that extend 
Medicare program integrity strategies to state 
Medicaid payment systems. These are:

 f National Correct Coding Initiative (NCCI). 
NCCI promotes national correct coding 
methodologies and reduces improper coding, 
which may result in inappropriate payments. 
The ACA required state Medicaid programs to 
incorporate compatible NCCI methodologies 
in their systems for processing Medicaid claims 
by October 1, 2010.

 f Predictive modeling. As part of  the Small 
Business Jobs Act of  2010 (P.L. 111-240), 
the Congress mandated that CMS implement 
predictive modeling technologies (i.e., 
analyze large datasets for suspicious patterns, 
anomalies, or other factors that may be linked 
to fraud, waste, and abuse) to help identify 
potential fraud prior to making Medicare 
payments. By April 1, 2015, CMS must 

begin expanding the program to Medicaid 
and CHIP and apply lessons learned from 
the use of  predictive modeling in Medicare 
(Budetti 2012).

Post-payment review
A variety of  post-payment reviews are conducted 
to correct over- and underpayments and identify 
potential fraud and abuse.

Federal rules require states to conduct post-
payment reviews of  provider payments to assure 
appropriate utilization and to identify potential 
fraud and abuse.

Routine reviews of  accuracy and quality. 
States conduct a variety of  limited-scope analyses 
of  provider records, claims, and supporting 
documentation after they have issued payments. 
States use both automated computer analysis and 
manual review to assure proper utilization and 
payment. These analyses may not be as extensive 
as an audit, but seek to determine quality of  care, 
compliance with accepted standards of  care, 
program compliance, and validity of  services.

States can also provide state claims data and 
payment policies to the federal Medicare-Medicaid 
Data Matching Project (Medi-Medi), which 
combines Medicaid and Medicare claims and 
identifies data patterns indicating improper 
payments that previously went undetected in either 
program.

Audits. States conduct a variety of  post-payment 
reviews to verify the accuracy of  payments made 
for certain services or to certain types of  providers. 
Many of  these audits are federally required, each 
authorized through separate legislation and many 
being implemented in different centers within 
CMS.2 Key requirements include the following:
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 f States must audit any provider that is paid on a 
cost-related basis and audit payments made to 
disproportionate share hospitals.

 f States are required to participate in the periodic 
PERM error rate measurement, where federal 
contractors conduct audits of  a random 
sample of  claims to assess whether payments 
were made in accordance with federal and state 
requirements.

 f States are required to cooperate with federal 
Medicaid Integrity Contractors (MICs), which 
are under contract to CMS to review provider 
claims, audit providers, identify overpayments, 
and educate providers, payers, and enrollees 
about program integrity.

 f States are required to contract with a 
Recovery Audit Contractor (RAC) to identify 
underpayments and overpayments and to 
recoup overpayments on a contingency basis.

Fraud detection. State Medicaid agencies use 
many of  the post-payment data analysis activities 
described above to identify potential fraud. States 
must also verify with enrollees whether services 
billed by providers were received (42 CFR 455.20). 
States that use managed care delivery systems 
must require MCOs to have a fraud and abuse or 
compliance plan, or both, and to report promptly 
any instances of  provider fraud and abuse to the 
state.

When any of  these activities uncover potential 
fraud, states must make referrals to appropriate 
external entities for investigation and prosecution. 
States also provide support to fraud investigators 
(e.g., provide access to claims data) and recoup 
improper payments.

As the number of  federal Medicaid-related 
post-payment review activities has grown over 
time, states and others (including the Commission) 
have raised concerns about duplication of  
effort. For example, PERM, MICs, and RACs all 

audit FFS providers, but CMS has not created 
a mechanism for the various contractors to 
coordinate with each other or with state program 
integrity reviews to ensure that the same providers 
are not reviewed multiple times (NAMD 2012).

Reporting and follow-up
Federal rules require states to take certain actions 
when they identify improper payments, whether 
due to fraud, abuse, or inadvertent errors. States 
are also required to return the federal share of  
any identified overpayments within one year of  
identification―whether or not the state is able 
to recoup the erroneously paid amount from the 
provider. To prevent future improper payments, 
states use findings from program integrity 
activities to strengthen program controls, such 
as implementing new claims payment edits or 
conducting additional provider screenings. They 
may also analyze the outcomes of  program 
integrity efforts to assess the return on staff  and 
technology investments.

Every state must have a Medicaid Fraud Control 
Unit (MFCU), an entity of  state government 
that investigates program administration and 
health care providers, prosecutes (or refers to 
prosecutors) those defrauding the programs, and 
collects overpayments. Federal regulation requires 
states to refer all cases of  suspected provider fraud 
to the MFCU, comply with document requests 
from the MFCU, and initiate administrative or 
judicial action for cases referred to the state by 
the MFCU. When providers are convicted of  
fraud, the state must terminate the providers’ 
participation in Medicaid, place them on exclusion 
lists, and notify the federal HHS Office of  
Inspector General (OIG). States also cooperate 
with a variety of  other federal fraud task forces 
such as the Health Care Fraud Prevention and 
Enforcement Action Team (HEAT), a partnership 
between the federal HHS and the U.S. Department 
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of  Justice designed to gather resources across the 
federal government to prevent fraud, waste, and 
abuse in Medicare and Medicaid.

At the federal level, CMS collects a variety of  
Medicaid program integrity information. The MIG 
conducts a comprehensive review of  each state 
integrity program every third year to assess the 
effectiveness of  state program integrity activities 
and compliance with federal program integrity 
laws. Findings from these reviews are published 
on the MIG website. Until recently, the MIG 
conducted an annual State Program Integrity 
Assessment for all states, which collected statistics 
about program integrity staffing, expenditures, 
audits, and recoveries. This process has been 
temporarily suspended while CMS streamlines 
the questionnaire to eliminate duplication (GAO 
2012a). Information from these reviews and from 
other MIG activities is used to develop descriptive 
reports for each state, identify areas for technical 
assistance, and assess state performance over 
time. CMS also reviews state claims for program 
integrity expenditures and periodic reports on 
recoveries, which states report separately for 
certain defined program integrity activities (e.g., 
National Medicaid Audit Program, state-initiated 
activities, and OIG-initiated audits).

PERM and MEQC: An 
Opportunity to Streamline
As noted earlier, states must strike a balance 
between front-end controls to support program 
integrity and other program goals, such as access. 
These competing priorities can be seen in the area 
of  individual eligibility determinations: while states 
are required to verify eligibility, they also have the 
responsibility to ensure that enrollment of  eligible 
persons is not inappropriately denied or delayed 
due to rules designed to protect program integrity. 
Retrospective eligibility reviews, conducted after 

an eligibility determination is made, can help states 
maintain program integrity without complicating 
or delaying the eligibility determination process. 
However, current federal rules regarding 
retrospective eligibility reviews are perceived by 
states to be costly and difficult to implement 
(CMS 2009b).

States must conduct two different types of  
retrospective reviews of  eligibility determinations, 
MEQC and PERM. The rules for these two 
programs are overlapping and do not align well 
with each other (Table 5-3). They also have not 
been aligned with changes that have been made 
in eligibility policies and processes, particularly 
the significant changes required by the ACA. The 
result is illustrative of  the challenges states face in 
trying to comply with federal program integrity 
requirements that may be outdated and redundant.

Medicaid Eligibility Quality 
Control
The MEQC program was created in 1978 to 
monitor the accuracy and timeliness of  Medicaid 
eligibility determinations in order to avoid 
inappropriate payments and eligibility decision 
delays (§1903(u) of  the Act). MEQC was also 
intended to identify methods to reduce and 
prevent errors related to incorrect eligibility 
determinations. The program is implemented 
by the states and overseen by CMS, per federal 
regulations at 42 CFR 431.800ff.

In the traditional MEQC program, states select 
a sample of  eligibility cases over each six-month 
period. The sample includes both active cases 
(cases in which the individual or family was found 
to be eligible) and negative cases (cases in which 
Medicaid eligibility was denied). Only Medicaid 
cases are selected for review. Stand-alone CHIP 
programs are not subject to MEQC. Reviewers 
independently verify eligibility information as of  
the review month (the month in which the case 
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is sampled), including interviewing enrollees and 
applicants and conducting home visits.

States are required to report their findings to 
CMS at the end of  each six-month period, and 
then CMS calculates an error rate. Per the statute, 
states with error rates over 3 percent are subject 
to disallowances of  federal matching funds, but 
states are permitted to request good faith waivers 
of  disallowances. By the end of  1994 most states 
reduced and maintained their error rates to less 
than 2 percent, and only one state has been liable 
for disallowances since 1996 (CMS 2000).

Due to the consistently low error rates, in 1994 
CMS developed criteria that allowed states to 
freeze their error rates as of  the most recent 
completed MEQC period and develop pilot 
programs to find alternate ways to identify and 
reduce erroneous payments (CMS 2000). Over 
time, most states elected to conduct pilots under 
MEQC or an 1115 waiver; as of  2013, only eight 
states still conducted traditional MEQC reviews. 
(This number can fluctuate from year to year.) In 
the pilots, which must be approved by CMS, states 
can use a different sample size, focus on specific 
eligibility subgroups, and implement alternate 
review methodologies.

Payment Error Rate Measurement
PERM eligibility measurement was implemented 
in 2006 to comply with the Improper Payments 
Information Act of  2002 (P.L. 107-300) and 
related guidance, which identified Medicaid and 
CHIP as susceptible to significant erroneous 
payments. Among other requirements, CMS must 
produce an annual estimate of  the amount of  
improper payments in Medicaid and CHIP and 
report on actions to reduce them.3 The eligibility 
portion of  the measurement is conducted by the 
states and overseen by CMS, per federal regulations 
at 42 CFR 431.950ff.

One third of  states are included in the PERM 
measurement each year. Every three years, the 
state must measure error rates for a full 12-month 
period. States select a sample of  eligibility cases, 
drawing separate samples for Medicaid and CHIP. 
Children enrolled in Medicaid-expansion CHIP 
programs are included in the CHIP sample. Like 
MEQC, the sample includes both active and 
negative cases.

Unlike MEQC, reviewers rely on information 
in the case record to determine whether the 
last action on a case was determined accurately. 
Reviewers only independently verify eligibility 
criteria where evidence is missing or outdated and 
likely to change, or if  the last action was more than 
12 months prior.

States are required to report their findings to 
CMS on a monthly basis and CMS calculates an 
error rate at the end of  each measurement cycle. 
Overpayments identified based on PERM eligibility 
review are subject to disallowances (§1903(u) of  
the Act).

Initial PERM eligibility review guidance did not 
allow states to accept an applicant’s self-declaration 
or self-certification of  various eligibility criteria, 
although many states relied extensively on 
self-declaration to expedite the enrollment process, 
particularly for CHIP programs (HHS 2009). 
Many PERM eligibility reviews were consequently 
“undetermined” and counted as errors, leading 
to high error rates in many states. The Children’s 
Health Insurance Program Reauthorization Act 
of  2009 (CHIPRA, P.L. 111-3) required that 
the payment error rate not take into account 
payment errors resulting from failure to validate 
self-declared eligibility information, if  the 
self-declaration was provided in accordance with 
federal rules. CHIP programs were excluded 
from the PERM measurement until after CMS 
promulgated regulations implementing the 
CHIPRA provisions in 2010.
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TABLE 5-3.  Comparison of Payment Error Rate Measurement (PERM) and Medicaid Eligibility 
Quality Control (MEQC)

Traditional MEQC PERM

Time period six months, continuous Twelve months, every third year

Sampling fixed sample size for each state, varies by 
state size (for most states, 550 active and 
210 negative cases each year)

medicaid samples only

state-specific sample sizes recalculated each 
cycle based on statistical precision in prior 
cycle (base sample size is 504 active and 204 
negative cases each year)

separate medicaid and CHiP samples

Populations 
excluded

Children in foster care

supplemental security income (ssi) 
beneficiaries in states with an agreement 
with the social security administration under 
§1634 of the social security act

enrollees in separate CHiP programs

Programs that are 100 percent federally 
funded

Children in foster care or adoption assistance

ssi beneficiaries in §1634 agreement states

Cases under active fraud investigation

Cases approved using express Lane eligibility

Cases for which the state received no federal 
match

Verifications independently verify actual circumstances

applicant interviews and home visits required

review case record and independently verify 
eligibility criteria only where evidence is 
missing, outdated and likely to change, or 
otherwise needed

Review period review eligibility in month sampled review eligibility as of date of last action on 
a case, up to 12 months prior to the sample 
month

Incomplete  
reviews

Cases can be dropped from review if 
beneficiary does not cooperate, cannot be 
located, or has moved out of state

Cases cannot be dropped

Cases that cannot be completed are considered 
“undetermined” and counted as errors

Payment  
reviews

Collect payments for services received by 
sampled enrollees in the sample month 
(if paid in that month or the following four 
months)

Collect payments for services received by 
sampled enrollees in the sample month (if paid 
in that month or the following four months)

Error tolerance errors less than $5 are not counted no tolerance for errors

Error rate 
calculation

Lower limit of statistical confidence interval  
used to calculate rate

midpoint of statistical confidence interval used 
to calculate rate

Corrective  
action

must take action to correct issues

Correction plan must be submitted to Cms 
within 60 days of identification of error

must take action to correct issues

Correction plan must be submitted to Cms 
within 90 days of official notification of error 
rate

Note: as of 2013, only eight states still conducted traditional meQC reviews. This number can fluctuate from year to year. other states conduct pilots that may use a 
different sample size, focus on specific eligibility subgroups, or implement alternate review methodologies.

Source: Cms 2012a.
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Due to substantial overlap in the MEQC and 
PERM eligibility review requirements and resulting 
burden on states, CHIPRA also directed CMS to 
take steps to harmonize the two programs and 
allow states the option of  using PERM eligibility 
review findings to meet MEQC requirements and 
vice versa. While CMS has been able to implement 
the substitution requirement of  CHIPRA, it has 
been unable to substantially harmonize the two 
programs due in part to other statutes and rules 
that were not changed by CHIPRA. States remain 
burdened by duplicative requirements.4

The process that CMS developed to allow states to 
use MEQC results to meet PERM requirements 
and vice versa requires states to draw a sample 
that meets the requirements of  both traditional 
MEQC and PERM (CMS 2012a). For example, 
PERM measures Medicaid and CHIP separately, so 
enrollees in a Medicaid-expansion CHIP program 
must be excluded from an MEQC sample before 
it can be used to meet the PERM requirement. 
However, because all but a small number of  states 
conduct MEQC pilots that cannot be substituted 
for PERM findings, most states must still conduct 
both MEQC and PERM reviews in the PERM 
measurement years.

Recent changes in eligibility policy may further 
complicate efforts to harmonize the programs 
or facilitate substitution. For example, MEQC 
excludes from the review persons whose Medicaid 
costs are borne completely by the federal 
government. Historically, this has included only 
a small proportion of  enrollees eligible through 
special federal programs (e.g., American Indians 
receiving treatment in an Indian Health Service 
facility). However, under the ACA, the federal 
government will initially pay 100 percent of  the 
cost of  coverage for most persons in the adult 
expansion group. Although estimates of  the 
number of  individuals gaining Medicaid coverage 
under the ACA vary, CMS expects that the 

majority will be newly eligible adults for whom 
increased federal match is available (CMS 2013a). 
If  these enrollees are excluded from MEQC 
but not PERM, it could be difficult for states to 
develop a sampling plan that would satisfy both 
programs.

It is also unclear how PERM and MEQC will be 
impacted by ACA-driven changes to the eligibility 
determination process. Beginning in 2014, 
Medicaid decisions can be made by state or federal 
exchanges in addition to state Medicaid agencies. 
CMS is evaluating the impact of  the ACA on 
the PERM and MEQC eligibility measurements. 
However, at this time CMS has not issued rules 
or published guidance to indicate whether 
persons determined eligible by an exchange will 
be excluded from MEQC and PERM reviews, 
whether exchanges must share case information 
with states for purposes of  eligibility review, or 
whether states will be accountable for verification 
or calculation errors made by exchanges. States 
must submit sampling plans for reviews that will 
take place in 2014 no later than August 1, 2013, but 
may have to amend these plans or obtain additional 
review resources depending on how CMS decides 
exchange-determined cases should be treated for 
purposes of  MEQC and PERM reviews.

The Commission’s Program 
Integrity Focus for the Coming 
Year
During the coming year, the Commission will 
continue to review Medicaid program integrity 
activities and highlight potential areas for program 
improvement. Specific areas of  focus will include:

 f State and federal division of  
responsibilities. Starting with the 
administrative perspective outlined in this 
chapter, we will look for opportunities to 
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improve efficiency by clarifying federal and 
state roles relating to Medicaid program 
integrity. We will isolate specific areas of  
overlap and redundancy that can be eliminated 
and identify areas in statute or regulation where 
a more rational allocation of  state and federal 
responsibilities may result in greater efficiency 
and effectiveness.

 f Effectiveness of  current efforts. We will 
evaluate information on the effectiveness 
of  various program integrity initiatives and 
identify successful initiatives that should 
be expanded and programs that are not 
cost-effective and should be eliminated. We 
also will identify where better performance 
measures or improved data are necessary to 
evaluate the effectiveness of  certain activities.

 f Openings for additional guidance and 
support. We will examine Medicaid program 
integrity activities associated with various 
program areas to determine if  there are areas 
where additional guidance or greater cross-state 
consistency would support overall program 
integrity, or where improved technology could 
better support both integrity and efficiency. 
We will specifically consider Medicaid program 
integrity approaches for managed care delivery 
systems, which now enroll a majority of  
Medicaid enrollees (CMS 2012b). We will 
also consider emerging payment and delivery 
models and the extent to which new program 
integrity approaches may be required.

Endnotes
1 State Children’s Health Insurance Programs (CHIP) 
that are part of  a Medicaid expansion are included in that 
state’s Medicaid program integrity efforts. A separate CHIP 
program likely enrolls its enrollees in managed care, so some 
program integrity activities are carried out by the health plan.

2 See Chapter 4, Annex 1 to MACPAC’s March 2012 report 
to the Congress for a list of  the corresponding statutes.

3 PERM also measures the accuracy of  FFS claims payments 
and managed care capitation payments through reviews 
conducted by federal contractors. Findings from the federal 
contractor review of  FFS and managed care payments are 
combined with findings from state review of  eligibility 
determinations to produce national Medicaid and CHIP 
program error rates.

4 CMS estimated that the burden for a single state to conduct 
504 active case reviews and 204 negative case reviews for 
both Medicaid and CHIP under the PERM methodology 
would be 9,980 labor hours (CMS 2010). 
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Acronym List
ADD Attention Deficit Disorder

ADHD Attention Deficit Hyperactivity Disorder

ADL Activities of  Daily Living

AAP American Academy of  Pediatrics

ABMS American Board of  Medical Specialties

ABPS American Board of  Physician Specialties

ACA Patient Protection and Affordable Care Act

ACNM American College of  Nurse-Midwives

ACOG American Congress of  Obstetricians and Gynecologists

AFDC Aid to Families with Dependent Children  

AHRQ Agency for Healthcare Research and Quality

AOA American Osteopathic Association

APD Advance Planning Document

ASL American Sign Language

BRFSS Behavioral Risk Factor Surveillance System

CAHMI Child and Adolescent Health Measurement Initiative

CARTS CHIP Annual Report Template System

CBO Congressional Budget Office

CCCESUN Children with Chronic Conditions and Elevated Service Use or Need

CDC U.S. Centers for Disease Control and Prevention

CHIP State Children’s Health Insurance Program

CHIPRA Children’s Health Insurance Program Reauthorization Act

CMS Centers for Medicare & Medicaid Services

COBRA Consolidated Omnibus Budget Reconciliation Act

CPT Current Procedural Terminology

CSHCN Children with Special Health Care Needs

CY Calendar Year

DRA Deficit Reduction Act

DRG Diagnosis Related Group

DSH Disproportionate Share Hospital

ED Emergency Department

EPSDT   Early and Periodic Screening, Diagnostic, and Treatment

FFS Fee for Service

FMAP Federal Medical Assistance Percentage
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FPL Federal Poverty Level

FY Fiscal Year

GAO U.S. Government Accountability Office

GEMS Moms Getting Early Maternity Services

GME Graduate Medical Education

HCBS Home and Community-based Services

HCUP Healthcare Cost and Utilization Project

HEAT Health Care Fraud Prevention and Enforcement Action Team

HHS U.S. Department of  Health and Human Services 

HMO Health Maintenance Organization

HPV Human Papillomavirus

HRSA Health Resources and Services Administration

I/DD Intellectual and Developmental Disabilities

ICD-9-CM International Classification of  Diseases, Ninth Revision, Clinical Modification

ICF/ID Intermediate Care Facility for Persons with Intellectual Disabilities

IHS Indian Health Service

IOM Institute of  Medicine

KFF Kaiser Family Foundation

LBW Low Birth Weight

LEP Limited English Proficient

LTSS Long-term Services and Supports

MACBIS Medicaid and CHIP Business Information and Solutions

MACPAC Medicaid and CHIP Payment and Access Commission

MAGI Modified Adjusted Gross Income

MAX Medicaid Analytic eXtract

MBES/CBES Medicaid and CHIP Budget and Expenditure System

MCCA Medicare Catastrophic Coverage Act

MCHB Maternal and Child Health Bureau

MCO Managed Care Organization

MDR   Medicaid Drug Rebate

Medi-Medi Medicare-Medicaid Data Match Program

MEPS Medical Expenditure Panel Survey

MEQC Medicaid Eligibility Quality Control

MFCU Medicaid Fraud Control Unit

MIC Medicaid Integrity Contractor

MIG Medicaid Integrity Group

MITA Medicaid Information Technology Architecture 

MMA Medicare Modernization Act

MMCDCS Medicaid Managed Care Data Collection System

MMIS Medicaid Management Information System
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MQCC California Maternal Quality Care Collaborative

MSIS Medicaid Statistical Information System

NASCIO National Association of  State Chief  Information Officers

NASDDDS National Association of  State Directors of  Developmental Disabilities Services

NCCI National Correct Coding Initiative

NCD National Council on Disability

NCI National Core Indicators

NGA National Governors Association

NHIS National Health Interview Survey

NICU Neonatal Intensive Care Unit

NINT Neonatal Intermediate Care Unit

NIS Nationwide Inpatient Sample

NQF National Quality Forum

NSAF National Survey of  American Families

NSCF National Survey of  SSI Children and Families

NTSV Nulliparous Term Singleton Vertex

OB/GYN Obstetrician and Gynecologist

OBRA Omnibus Budget Reconciliation Act

OIG Office of  Inspector General

OPQC Ohio Perinatal Quality Collaborative  

PAHP Prepaid Ambulatory Health Plan

PCCM Primary Care Case Management

PERM Payment Error Rate Measurement

PHP Prepaid Health Plan

PIHP Prepaid Inpatient Health Plan

PMH Pregnancy Medical Home

PRWORA Personal Responsibility and Work Opportunity Reconciliation Act

QMB Qualified Medicare Beneficiary

RAC Recovery Audit Contractor

SEDS Statistical Enrollment Data System

SID State Inpatient Databases

SPA State Plan Amendment

SSDI Social Security Disability Insurance

SSI Supplemental Security Income

STD Sexually Transmitted Disease

T-MSIS Transformed Medicaid Statistical Information System

TPL Third Party Liability

TDD Telecommunication Device for the Deaf

TTY Text Telephone

VFC Vaccines for Children
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Authorizing Language from the  
Social Security Act (42 U.S.C. 1396)

MEDICAID AND CHIP PAYMENT AND ACCESS COMMISSION

(a) ESTABLISHMENT.—There is hereby established the Medicaid and CHIP Payment 
and Access Commission (in this section referred to as ‘MACPAC’).

(b) DUTIES.—
(1) REVIEW OF ACCESS POLICIES FOR ALL STATES AND ANNUAL 

REPORTS.—MACPAC shall—
(A) review policies of  the Medicaid program established under this title (in 

this section referred to as ‘Medicaid’) and the State Children’s Health Insurance 
Program established under title XXI (in this section referred to as ‘CHIP’) affecting 
access to covered items and services, including topics described in paragraph (2);

(B) make recommendations to Congress, the Secretary, and States concerning 
such access policies;

(C) by not later than March 15 of  each year (beginning with 2010), submit 
a report to Congress containing the results of  such reviews and MACPAC’s 
recommendations concerning such policies; and

(D) by not later than June 15 of  each year (beginning with 2010), submit a 
report to Congress containing an examination of  issues affecting Medicaid and 
CHIP, including the implications of  changes in health care delivery in the United 
States and in the market for health care services on such programs.

(2) SPECIFIC TOPICS TO BE REVIEWED.—Specifically, MACPAC shall 
review and assess the following:

(A) MEDICAID AND CHIP PAYMENT POLICIES.—Payment policies 
under Medicaid and CHIP, including—

(i) the factors affecting expenditures for the efficient provision of  
items and services in different sectors, including the process for updating 
payments to medical, dental, and health professionals, hospitals, residential 
and long-term care providers, providers of  home and community based 
services, Federally-qualified health centers and rural health clinics, managed 
care entities, and providers of  other covered items and services;

(ii) payment methodologies; and
(iii) the relationship of  such factors and methodologies to access and 

quality of  care for Medicaid and CHIP beneficiaries (including how such 
factors and methodologies enable such beneficiaries to obtain the services for 
which they are eligible, affect provider supply, and affect providers that serve 
a disproportionate share of  low-income and other vulnerable populations).

(B) ELIGIBILITY POLICIES.—Medicaid and CHIP eligibility policies, 
including a determination of  the degree to which Federal and State policies provide 
health care coverage to needy populations.
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(C) ENROLLMENT AND RETENTION PROCESSES.—Medicaid and 
CHIP enrollment and retention processes, including a determination of  the degree 
to which Federal and State policies encourage the enrollment of  individuals who 
are eligible for such programs and screen out individuals who are ineligible, while 
minimizing the share of  program expenses devoted to such processes.

(D) COVERAGE POLICIES.—Medicaid and CHIP benefit and coverage 
policies, including a determination of  the degree to which Federal and State 
policies provide access to the services enrollees require to improve and maintain 
their health and functional status.

(E) QUALITY OF CARE.—Medicaid and CHIP policies as they relate to 
the quality of  care provided under those programs, including a determination 
of  the degree to which Federal and State policies achieve their stated goals and 
interact with similar goals established by other purchasers of  health care services.

(F) INTERACTION OF MEDICAID AND CHIP PAYMENT POLICIES 
WITH HEALTH CARE DELIVERY GENERALLY.—The effect of  Medicaid 
and CHIP payment policies on access to items and services for children and other 
Medicaid and CHIP populations other than under this title or title XXI and the 
implications of  changes in health care delivery in the United States and in the 
general market for health care items and services on Medicaid and CHIP.

(G) INTERACTIONS WITH MEDICARE AND MEDICAID.— 
Consistent with paragraph (11), the interaction of  policies under Medicaid and 
the Medicare program under title XVIII, including with respect to how such 
interactions affect access to services, payments, and dual eligible individuals.

(H) OTHER ACCESS POLICIES.—The effect of  other Medicaid and 
CHIP policies on access to covered items and services, including policies relating 
to transportation and language barriers and preventive, acute, and long-term 
services and supports.

(3) RECOMMENDATIONS AND REPORTS OF STATE-SPECIFIC 
DATA.—MACPAC shall—

(A) review national and State-specific Medicaid and CHIP data; and
(B) submit reports and recommendations to Congress, the Secretary, and 

States based on such reviews.
(4) CREATION OF EARLY-WARNING SYSTEM.—MACPAC shall create an 

early-warning system to identify provider shortage areas, as well as other factors that 
adversely affect, or have the potential to adversely affect, access to care by, or the health 
care status of, Medicaid and CHIP beneficiaries. MACPAC shall include in the annual 
report required under paragraph (1)(D) a description of  all such areas or problems 
identified with respect to the period addressed in the report.

(5) COMMENTS ON CERTAIN SECRETARIAL REPORTS AND 
REGULATIONS.—

(A) CERTAIN SECRETARIAL REPORTS.—If  the Secretary submits 
to Congress (or a committee of  Congress) a report that is required by law and 
that relates to access policies, including with respect to payment policies, under 
Medicaid or CHIP, the Secretary shall transmit a copy of  the report to MACPAC. 
MACPAC shall review the report and, not later than 6 months after the date of  
submittal of  the Secretary’s report to Congress, shall submit to the appropriate 
committees of  Congress and the Secretary written comments on such report. Such 
comments may include such recommendations as MACPAC deems appropriate.
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(B) REGULATIONS.—MACPAC shall review Medicaid and CHIP 
regulations and may comment through submission of  a report to the appropriate 
committees of  Congress and the Secretary, on any such regulations that affect 
access, quality, or efficiency of  health care.

(6) AGENDA AND ADDITIONAL REVIEWS.—MACPAC shall consult 
periodically with the chairmen and ranking minority members of  the appropriate 
committees of  Congress regarding MACPAC’s agenda and progress towards achieving 
the agenda. MACPAC may conduct additional reviews, and submit additional reports 
to the appropriate committees of  Congress, from time to time on such topics relating 
to the program under this title or title XXI as may be requested by such chairmen and 
members and as MACPAC deems appropriate.

(7) AVAILABILITY OF REPORTS.—MACPAC shall transmit to the Secretary 
a copy of  each report submitted under this subsection and shall make such reports 
available to the public.

(8) APPROPRIATE COMMITTEE OF CONGRESS.—For purposes of  
this section, the term ‘appropriate committees of  Congress’ means the Committee 
on Energy and Commerce of  the House of  Representatives and the Committee on 
Finance of  the Senate.

(9) VOTING AND REPORTING REQUIREMENTS.—With respect to each 
recommendation contained in a report submitted under paragraph (1), each member of  
MACPAC shall vote on the recommendation, and MACPAC shall include, by member, 
the results of  that vote in the report containing the recommendation.

(10) EXAMINATION OF BUDGET CONSEQUENCES.—Before making 
any recommendations, MACPAC shall examine the budget consequences of  such 
recommendations, directly or through consultation with appropriate expert entities, 
and shall submit with any recommendations, a report on the Federal and State-specific 
budget consequences of  the recommendations.

(11) CONSULTATION AND COORDINATION WITH MEDPAC.—
(A) IN GENERAL.—MACPAC shall consult with the Medicare Payment 

Advisory Commission (in this paragraph referred to as ‘MedPAC’) established 
under section 1805 in carrying out its duties under this section, as appropriate and 
particularly with respect to the issues specified in paragraph (2) as they relate to 
those Medicaid beneficiaries who are dually eligible for Medicaid and the Medicare 
program under title XVIII, adult Medicaid beneficiaries (who are not dually eligible 
for Medicare), and beneficiaries under Medicare. Responsibility for analysis of  and 
recommendations to change Medicare policy regarding Medicare beneficiaries, 
including Medicare beneficiaries who are dually eligible for Medicare and Medicaid, 
shall rest with MedPAC.

(B) INFORMATION SHARING.—MACPAC and MedPAC shall have 
access to deliberations and records of  the other such entity, respectively, upon 
the request of  the other such entity.

(12) CONSULTATION WITH STATES.—MACPAC shall regularly consult with 
States in carrying out its duties under this section, including with respect to developing 
processes for carrying out such duties, and shall ensure that input from States is taken 
into account and represented in MACPAC’s recommendations and reports.
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(13) COORDINATE AND CONSULT WITH THE FEDERAL 
COORDINATED HEALTH CARE OFFICE.—MACPAC shall coordinate and 
consult with the Federal Coordinated Health Care Office established under section 2081 
of  the Patient Protection and Affordable Care Act before making any recommendations 
regarding dual eligible individuals.

(14) PROGRAMMATIC OVERSIGHT VESTED IN THE SECRETARY.—
MACPAC’s authority to make recommendations in accordance with this section shall 
not affect, or be considered to duplicate, the Secretary’s authority to carry out Federal 
responsibilities with respect to Medicaid and CHIP.

(c)  MEMBERSHIP.—
(1) NUMBER AND APPOINTMENT.—MACPAC shall be composed of  17 

members appointed by the Comptroller General of  the United States.
(2) QUALIFICATIONS.—

(A) IN GENERAL.—The membership of  MACPAC shall include individuals 
who have had direct experience as enrollees or parents or caregivers of  enrollees 
in Medicaid or CHIP and individuals with national recognition for their expertise 
in Federal safety net health programs, health finance and economics, actuarial 
science, health plans and integrated delivery systems, reimbursement for health 
care, health information technology, and other providers of  health services, public 
health, and other related fields, who provide a mix of  different professions, broad 
geographic representation, and a balance between urban and rural representation.

(B) INCLUSION.—The membership of  MACPAC shall include (but not 
be limited to) physicians, dentists, and other health professionals, employers, 
third-party payers, and individuals with expertise in the delivery of  health 
services. Such membership shall also include representatives of  children, 
pregnant women, the elderly, individuals with disabilities, caregivers, and dual  
eligible individuals, current or former representatives of  State 
agencies responsible for administering Medicaid, and current 
or former representatives of  State agencies responsible  
for administering CHIP.

(C) MAJORITY NONPROVIDERS.—Individuals who are directly involved 
in the provision, or management of  the delivery, of  items and services covered 
under Medicaid or CHIP shall not constitute a majority of  the membership of  
MACPAC.

(D) ETHICAL DISCLOSURE.—The Comptroller General of  the United 
States shall establish a system for public disclosure by members of  MACPAC of  
financial and other potential conflicts of  interest relating to such members. Members 
of  MACPAC shall be treated as employees of  Congress for purposes of  applying title 
I of  the Ethics in Government Act of  1978 (Public Law 95–521).

(3) TERMS.—
(A) IN GENERAL.—The terms of  members of  MACPAC shall be for 3 years 

except that the Comptroller General of  the United States shall designate staggered 
terms for the members first appointed.

(B) VACANCIES.—Any member appointed to fill a vacancy occurring 
before the expiration of  the term for which the member’s predecessor was 
appointed shall be appointed only for the remainder of  that term. A member 
may serve after the expiration of  that member’s term until a successor has taken 
office. A vacancy in MACPAC shall be filled in the manner in which the original 
appointment was made.
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(4) COMPENSATION.—While serving on the business of  MACPAC (including 
travel time), a member of  MACPAC shall be entitled to compensation at the per diem 
equivalent of  the rate provided for level IV of  the Executive Schedule under section 
5315 of  title 5, United States Code; and while so serving away from home and the 
member’s regular place of  business, a member may be allowed travel expenses, as 
authorized by the Chairman of  MACPAC. Physicians serving as personnel of  MACPAC 
may be provided a physician comparability allowance by MACPAC in the same manner 
as Government physicians may be provided such an allowance by an agency under 
section 5948 of  title 5, United States Code, and for such purpose subsection (i) of  
such section shall apply to MACPAC in the same manner as it applies to the Tennessee 
Valley Authority. For purposes of  pay (other than pay of  members of  MACPAC) and 
employment benefits, rights, and privileges, all personnel of  MACPAC shall be treated 
as if  they were employees of  the United States Senate.

(5) CHAIRMAN; VICE CHAIRMAN.—The Comptroller General of  the 
United States shall designate a member of  MACPAC, at the time of  appointment of  the 
member as Chairman and a member as Vice Chairman for that term of  appointment, 
except that in the case of  vacancy of  the Chairmanship or Vice Chairmanship, the 
Comptroller General of  the United States may designate another member for the 
remainder of  that member’s term.

(6) MEETINGS.—MACPAC shall meet at the call of  the Chairman.
(d)  DIRECTOR AND STAFF; EXPERTS AND CONSULTANTS.—Subject to such 

review as the Comptroller General of  the United States deems necessary to assure the 
efficient administration of  MACPAC, MACPAC may—

(1) employ and fix the compensation of  an Executive Director (subject to the 
approval of  the Comptroller General of  the United States) and such other personnel 
as may be necessary to carry out its duties (without regard to the provisions of  title 5, 
United States Code, governing appointments in the competitive service);

(2) seek such assistance and support as may be required in the performance of  its 
duties from appropriate Federal and State departments and agencies;

(3) enter into contracts or make other arrangements, as may be necessary for 
the conduct of  the work of  MACPAC (without regard to section 3709 of  the Revised 
Statutes (41 U.S.C. 5));

(4) make advance, progress, and other payments which relate to the work of  
MACPAC;

(5) provide transportation and subsistence for persons serving without 
compensation; and

(6) prescribe such rules and regulations as it deems necessary with respect to the 
internal organization and operation of  MACPAC.

(e)  POWERS.—
(1) OBTAINING OFFICIAL DATA.—MACPAC may secure directly from any 

department or agency of  the United States and, as a condition for receiving payments 
under sections 1903(a) and 2105(a), from any State agency responsible for administering 
Medicaid or CHIP, information necessary to enable it to carry out this section. Upon 
request of  the Chairman, the head of  that department or agency shall furnish that 
information to MACPAC on an agreed upon schedule.

(2) DATA COLLECTION.—In order to carry out its functions, MACPAC 
shall—
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(A) utilize existing information, both published and unpublished, where 
possible, collected and assessed either by its own staff  or under other arrangements 
made in accordance with this section;

(B) carry out, or award grants or contracts for, original research and 
experimentation, where existing information is inadequate; and

(C) adopt procedures allowing any interested party to submit information for 
MACPAC’s use in making reports and recommendations.

(3) ACCESS OF GAO TO INFORMATION.—The Comptroller General 
of  the United States shall have unrestricted access to all deliberations, records, and 
nonproprietary data of  MACPAC, immediately upon request.

(4) PERIODIC AUDIT.—MACPAC shall be subject to periodic audit by the 
Comptroller General of  the United States.

(f)  FUNDING.—
(1) REQUEST FOR APPROPRIATIONS.—MACPAC shall submit requests for 

appropriations (other than for fiscal year 2010) in the same manner as the Comptroller 
General of  the United States submits requests for appropriations, but amounts 
appropriated for MACPAC shall be separate from amounts appropriated for the 
Comptroller General of  the United States.

(2) AUTHORIZATION.—There are authorized to be appropriated such sums 
as may be necessary to carry out the provisions of  this section.

(3) FUNDING FOR FISCAL YEAR 2010.—
(A) IN GENERAL.—Out of  any funds in the Treasury not otherwise 

appropriated, there is appropriated to MACPAC to carry out the provisions of  this 
section for fiscal year 2010, $9,000,000.

(B) TRANSFER OF FUNDS.—Notwithstanding section 2104(a)(13), from 
the amounts appropriated in such section for fiscal year 2010, $2,000,000 is hereby 
transferred and made available in such fiscal year to MACPAC to carry out the 
provisions of  this section.

(4) AVAILABILITY.—Amounts made available under paragraphs (2) and (3) 
to MACPAC to carry out the provisions of  this section shall remain available until 
expended.
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Sharon L. Carte, M.H.S., has served as executive 
director of  the West Virginia Children’s Health 
Insurance Program since 2001. From 1992 to 
1998, Ms. Carte was deputy commissioner for 
the Bureau for Medical Services overseeing West 
Virginia’s Medicaid program. Prior to that, she 
was administrator of  skilled and intermediate care 
nursing facilities and before that a coordinator of  
human resources development in the West Virginia 
Department of  Health. Ms. Carte’s experience 
includes work with senior centers and aging 
programs throughout the state of  West Virginia 
and policy issues related to behavioral health and 
long-term care services for children. She received 
her master of  health science from the Johns 
Hopkins University School of  Public Health.

Richard Chambers is president of  Molina 
Healthcare of  California, a health plan serving 
340,000 Medicaid, CHIP, and Medicare 
Advantage Special Needs Plan (SNP) members 
in five counties in California. Nationally, Molina 
Healthcare arranges for the delivery of  health care 
services or offers health information management 
solutions for nearly 4.2 million individuals 
and families who receive their care through 
Medicaid, CHIP, Medicare Advantage, and other 
government-funded programs in 15 states. Before 
joining Molina Healthcare in 2012, Mr. Chambers 
was chief  executive officer for nine years at 
CalOptima, a County Organized Health System 
providing health coverage to 410,000 low-income 
residents in Orange County, California, through 
Medicaid, CHIP, and Medicare Advantage SNP 
programs. Prior to CalOptima, Mr. Chambers 
spent over 27 years working for the Centers for 
Medicare & Medicaid Services (CMS). He served 

as the director of  the Family and Children’s Health 
Programs Group, responsible for national policy 
and operational direction of  Medicaid and CHIP. 
While at CMS, Mr. Chambers also served as 
associate regional administrator for Medicaid in 
the San Francisco regional office and as director 
of  the Office of  Intergovernmental Affairs in 
the Washington, DC office. He received his 
bachelor’s degree from the University of  Virginia. 
Mr. Chambers is a member of  the Congressional 
Budget Office’s Panel of  Health Advisers.

Donna Checkett, M.P.A., M.S.W., is vice 
president of  state government relations at 
Aetna, where she is responsible for overseeing 
state legislative and regulatory strategies. Prior 
to that, she was the vice president of  business 
development for Aetna’s Medicaid division as 
well as the chief  executive officer of  Missouri 
Care, a managed Medicaid health plan owned by 
University of  Missouri–Columbia Health Care, 
one of  the largest safety net hospital systems in 
the state. For eight years, Ms. Checkett served as 
the director of  the Missouri Division of  Medical 
Services (Medicaid), during which time she was 
the chair of  the National Association of  State 
Medicaid Directors and a member of  the National 
Governors Association Medicaid Improvements 
Working Group. She served as chair of  the 
advisory board for the Center for Health Care 
Strategies, a non-profit health policy resource 
center dedicated to improving health care quality 
for low-income children and adults. Ms. Checkett 
also served as chair of  the National Advisory 
Committee for Covering Kids, a Robert Wood 
Johnson Foundation program fostering outreach 
and eligibility simplification efforts for Medicaid 
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and CHIP beneficiaries. She received a master 
of  public administration from the University of  
Missouri–Columbia and a master of  social work 
from the University of  Texas at Austin.

Andrea Cohen, J.D., is the director of  health 
services in the New York City Office of  the 
Mayor, where she coordinates and develops 
strategies to improve public health and health care 
services for New Yorkers. She serves on the board 
of  the Primary Care Development Corporation 
and represents the deputy mayor for health and 
human services on the board of  the Health and 
Hospitals Corporation, the largest public hospital 
system in the country. From 2005 to 2009, Ms. 
Cohen was counsel with Manatt, Phelps & Phillips, 
LLP, where she advised clients on issues relating 
to Medicare, Medicaid, and other public health 
insurance programs. Prior professional positions 
include senior policy counsel at the Medicare 
Rights Center, health and oversight counsel for the 
U.S. Senate Committee on Finance, and attorney 
with the U.S. Department of  Justice. She received 
her law degree from Columbia University School 
of  Law.

Burton L. Edelstein, D.D.S., M.P.H., is a 
board-certified pediatric dentist and professor of  
dentistry and health policy and management at 
Columbia University. He is founding president 
of  the Children’s Dental Health Project, a 
national non-profit Washington, DC-based policy 
organization that promotes equity in children’s 
oral health. Dr. Edelstein practiced pediatric 
dentistry in Connecticut and taught at the Harvard 
School of  Dental Medicine for 21 years prior to 
serving as a 1996–1997 Robert Wood Johnson 
Foundation health policy fellow in the office of  
U.S. Senate leader Tom Daschle, with primary 
responsibility for the State Children’s Health 
Insurance Program. Dr. Edelstein worked with the 
U.S. Department of  Health and Human Services 
on its oral health initiatives from 1998 to 2001, 

chaired the U.S. Surgeon General’s Workshop on 
Children and Oral Health, and authored the child 
section of  Oral Health in America: A Report of  the 
Surgeon General. His research focuses on children’s 
oral health promotion and access to dental care, 
with a particular emphasis on Medicaid and CHIP 
populations. He received his degree in dentistry 
from the State University of  New York at Buffalo 
School of  Dentistry, his master of  public health 
from Harvard University School of  Public Health, 
and completed his clinical training at Boston 
Children’s Hospital.

Patricia Gabow, M.D., was chief  executive officer 
of  Denver Health from 1992 until her retirement 
in 2012, transforming it from a department of  
city government to a successful, independent 
governmental entity. She is a trustee of  the 
Robert Wood Johnson Foundation, serves on 
the Institute of  Medicine (IOM) Roundtable on 
Value and Science Driven Health Care and the 
National Governors Association Health Advisory 
Board, and was a member of  the Commonwealth 
Commission on a High Performing Health System 
throughout its existence. Dr. Gabow is a professor 
of  medicine at the University of  Colorado School 
of  Medicine and has authored over 150 articles and 
book chapters. She received her medical degree 
from the University of  Pennsylvania School of  
Medicine. Dr. Gabow has received the American 
Medical Association’s Nathan Davis Award for 
Outstanding Public Servant, the Ohtli Award from 
the Mexican government, the National Healthcare 
Leadership Award, the David E. Rogers Award 
from the Association of  American Medical 
Colleges, the Health Quality Leader Award from 
the National Committee for Quality Assurance 
(NCQA), and election to the Association for 
Manufacturing Excellence Hall of  Fame for her 
work on Toyota Production Systems in health care.

Herman Gray, M.D., M.B.A., is president of  
the Children’s Hospital of  Michigan (CHM) and 
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senior vice president of  the Detroit Medical 
Center. At CHM, Dr. Gray served previously as 
pediatrics vice chief  for education, director of  
the Pediatric Residency Program, chief  of  staff, 
and then chief  operating officer. He also served 
as associate dean for graduate medical education 
(GME) and vice president for GME at Wayne 
State University School of  Medicine and the 
Detroit Medical Center, respectively. Dr. Gray has 
also served as the chief  medical consultant for the 
Michigan Department of  Public Health Division 
of  Children’s Special Health Care Services and 
as vice president and medical director of  clinical 
affairs for Blue Care Network. During the 1980s, 
he pursued private medical practice in Detroit. 
Dr. Gray serves on the board of  trustees of  the 
National Association of  Children’s Hospitals 
and the board of  directors of  the Child Health 
Corporation of  America, now merged and 
known as Children’s Hospital Association. He 
received his medical degree from the University of  
Michigan in Ann Arbor, and a master of  business 
administration from the University of  Tennessee.

Denise Henning, C.N.M., M.S.N., is clinical 
director for women’s health at Collier Health 
Services, a federally qualified health center in 
Immokalee, Florida. A practicing nurse midwife, 
Ms. Henning provides prenatal and gynecological 
care to a service population that is predominantly 
uninsured or covered by Medicaid. From 2003 
to 2008, she was director of  clinical operations 
for Women’s Health Services at the Family 
Health Centers of  Southwest Florida, where 
she supervised the midwifery and other clinical 
staff. Prior to this, Ms. Henning served as a 
certified nurse midwife in Winter Haven, Florida, 
and as a labor and delivery nurse in a Level III 
teaching hospital. She is a former president of  
the Midwifery Business Network and chair of  
the business section of  the American College 
of  Nurse-Midwives. She received her master of  
science in nurse midwifery from the University 

of  Florida in Jacksonville and her bachelor of  
science in nursing from the University of  Florida 
in Gainesville. She also holds a degree in business 
management from Nova University in Fort 
Lauderdale, Florida.

Mark Hoyt, F.S.A., M.A.A.A., was the national 
practice leader of  the Government Human 
Services Consulting group of  Mercer Health 
& Benefits, LLC, until his retirement in 2012. 
This group helps states purchase health services 
for their Medicaid and CHIP programs and has 
worked with over 30 states. He joined Mercer 
in 1980 and worked on government health care 
projects starting in 1987, including developing 
strategies for statewide health reform, evaluating 
the impact of  different managed care approaches, 
and overseeing program design and rate analysis 
for Medicaid and CHIP programs. Mr. Hoyt is a 
fellow in the Society of  Actuaries and a member 
of  the American Academy of  Actuaries. He 
received a bachelor of  arts in mathematics from 
UCLA and a master of  arts in mathematics from 
the University of  California at Berkeley.

Judith Moore is an independent consultant 
specializing in policy related to health, vulnerable 
populations, and social safety net issues. Ms. 
Moore’s expertise in Medicaid, Medicare, long-
term services and supports, and other state and 
federal programs flows from her career as a federal 
senior executive who served in the legislative and 
executive branches of  government. At the Health 
Care Financing Administration (now CMS), Ms. 
Moore served as director of  the Medicaid program 
and of  the Office of  Legislation and Congressional 
Affairs. Her federal service was followed by more 
than a decade as co-director and senior fellow at 
George Washington University’s National Health 
Policy Forum, a non-partisan education program 
serving federal legislative and regulatory health 
staff. In addition to other papers and research, she 
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is co-author with David G. Smith of  a political 
history of  Medicaid: Medicaid Politics and Policy.

Trish Riley, M.S., is a senior fellow and adjunct 
professor of  health policy and management at the 
Muskie School of  Public Service, University of  
Southern Maine, and was the first distinguished 
visiting fellow and lecturer in state health policy 
at The George Washington University, following 
her tenure as director of  the Maine Governor’s 
Office of  Health Policy and Finance. She was a 
principal architect of  the Dirigo Health Reform 
Act of  2003, which was enacted to increase access, 
reduce costs, and improve quality of  health care 
in Maine. Ms. Riley previously served as executive 
director of  the National Academy for State 
Health Policy and as president of  its corporate 
board. Under four Maine governors, she held 
appointed positions including executive director 
of  the Maine Committee on Aging, director of  
the Bureau of  Maine’s Elderly, associate deputy 
commissioner of  health and medical services, 
and director of  the Bureau of  Medical Services 
responsible for the Medicaid program and health 
planning and licensure. Ms. Riley served on 
Maine’s Commission on Children’s Health, which 
planned the S-CHIP program. She is a member 
of  the Kaiser Commission on Medicaid and the 
Uninsured and has served as a member of  the 
IOM’s Subcommittee on Creating an External 
Environment for Quality and its Subcommittee on 
Maximizing the Value of  Health. Ms. Riley has also 
served as a member of  the board of  directors of  
the NCQA. She received her master of  science in 
community development from the University of  
Maine. 

Norma Martínez Rogers, Ph.D., R.N., 
F.A.A.N., is a professor of  family nursing at the 
University of  Texas (UT) Health Science Center at 
San Antonio, where she has served on the faculty 
since 1996. Dr. Martínez Rogers has held clinical 
and administrative positions in psychiatric nursing 

and at psychiatric hospitals, including the William 
Beaumont Army Medical Center in Fort Bliss 
during Operation Desert Storm. She has initiated 
a number of  programs at the UT Health Science 
Center in San Antonio, including a support group 
for women transitioning from prison back into 
society and the Martínez Street Women’s Center, 
a non-profit organization designed to provide 
support and educational services to women and 
teenage girls. Dr. Martínez Rogers is a fellow of  
the American Academy of  Nursing and is the 
former president of  the National Association 
of  Hispanic Nurses. She received a master of  
science in psychiatric nursing from the UT Health 
Science Center at San Antonio and her doctorate 
in cultural foundations in education from the UT 
at Austin.

Sara Rosenbaum, J.D., is founding chair of  the 
Department of  Health Policy and the Harold and 
Jane Hirsh Professor of  Health Law and Policy at 
the George Washington (GW) University School 
of  Public Health and Health Services. She also 
serves on the faculties of  the GW Schools of  Law 
and Medicine. Professor Rosenbaum’s research 
has focused on how the law intersects with the 
nation’s health care and public health systems, 
with a particular emphasis on insurance coverage, 
managed care, the health care safety net, health 
care quality, and civil rights. She is a member of  the 
IOM and has served on the boards of  numerous 
national organizations, including AcademyHealth. 
Professor Rosenbaum is a member of  the Centers 
for Disease Control and Prevention’s (CDC) 
Advisory Committee on Immunization Practices 
and also serves on the CDC Director’s Advisory 
Committee. She has advised the Congress and 
presidential administrations since 1977 and served 
on the staff  of  the White House Domestic 
Policy Council during the Clinton administration. 
Professor Rosenbaum is the leading author of  
Law and the American Health Care System, published 
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by Foundation Press (2012). She received her law 
degree from Boston University School of  Law.

Diane Rowland, Sc.D., has served as chair 
of  MACPAC since December 2009. She is the 
executive vice president of  the Henry J. Kaiser 
Family Foundation and the executive director 
of  the Kaiser Commission on Medicaid and the 
Uninsured. She is also an adjunct professor in the 
Department of  Health Policy and Management at 
the Johns Hopkins Bloomberg School of  Public 
Health. Dr. Rowland has directed the Kaiser 
Commission since 1991 and has overseen the 
foundation’s health policy work on Medicaid, 
Medicare, private insurance, HIV, women’s health, 
and disparities since 1993. She is a noted authority 
on health policy, Medicare and Medicaid, and 
health care for low-income and disadvantaged 
populations, and frequently testifies as an expert 
witness before the U.S. Congress on health 
policy issues. A nationally recognized expert 
with a distinguished career in public policy and 
research—focusing on health insurance coverage, 
access to care, and health care financing for low-
income, elderly, and disabled populations—Dr. 
Rowland has published widely on these subjects. 
She is an elected member of  the IOM, a founding 
member of  the National Academy for Social 
Insurance, and past president and fellow of  the 
Association for Health Services Research (now 
AcademyHealth). Dr. Rowland holds a bachelor’s 
degree from Wellesley College, a master of  public 
administration from the University of  California 
at Los Angeles, and a doctor of  science in health 
policy and management from The Johns Hopkins 
University.

Robin Smith and her husband Doug have been 
foster and adoptive parents for many children 
covered by Medicaid, including many children 
with special needs. Her experience seeking care 
for these children has included working with 
an interdisciplinary Medicaid program called 

the Medically Fragile Children’s Program, a 
national model partnership between the Medical 
University of  South Carolina Children’s Hospital, 
South Carolina Medicaid, and the South Carolina 
Department of  Social Services. Ms. Smith serves 
on the Family Advisory Committee for the 
Children’s Hospital at the Medical University of  
South Carolina. She has testified at congressional 
briefings and presented at the 2007 International 
Conference of  Family Centered Care and at grand 
rounds for medical students and residents at the 
Medical University of  South Carolina.

David Sundwall, M.D., serves as vice chair of  
MACPAC. He is a clinical professor of  public 
health at the University of  Utah School of  
Medicine, Division of  Public Health, where he 
has been a faculty member since 1978. He served 
as executive director of  the Utah Department of  
Health and commissioner of  health for the state 
of  Utah from 2005 through 2010. He currently 
serves on numerous government and community 
boards and advisory groups in his home state, 
including as chair of  the Utah State Controlled 
Substance Advisory Committee. Dr. Sundwall 
was president of  the Association of  State and 
Territorial Health Officials from 2007 to 2008. He 
has chaired or served on several committees of  
the IOM and is currently on the IOM Standing 
Committee on Health Threats Resilience. Prior 
to returning to Utah in 2005, he was president of  
the American Clinical Laboratory Association and 
before that was vice president and medical director 
of  American Healthcare Systems. Dr. Sundwall’s 
federal government experience includes serving 
as administrator of  the Health Resources and 
Services Administration, assistant surgeon general 
in the Commissioned Corps of  the U.S. Public 
Health Service, and director of  the health staff  
of  the U.S. Senate Labor and Human Resources 
Committee. He received his medical degree from 
the University of  Utah School of  Medicine, and 
completed his residency in the Harvard Family 



218 | J u n e  2 0 1 3

| RepoRt to the CongRess on MediCaid and Chip

Medicine Program. He is a licensed physician, board-
certified in internal medicine and family practice, and 
works as a primary care physician in a public health 
clinic two half-days each week.

Steven Waldren, M.D., M.S., is senior strategist 
for health information technology at the American 
Academy of  Family Physicians. He also serves 
as vice chair of  the American Society for Testing 
Materials’ E31 Health Information Standards 
Committee. Dr. Waldren sits on several advisory 
boards dealing with health care information 
technology (health IT), and he was a past co-chair of  
the Physicians Electronic Health Record Coalition, 
a group of  more than 20 professional medical 
associations addressing issues around health IT. He 
received his medical degree from the University of  
Kansas School of  Medicine. While completing a 
post-doctoral National Library of  Medicine medical 
informatics fellowship, he completed a master 
of  science in health care informatics from the 
University of  Missouri, Columbia. Dr. Waldren is a 
co-founder in two start-ups dealing with health IT 
systems design: Open Health Data, Inc., and New 
Health Networks, LLC.
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Annie Andrianasolo, M.B.A., is executive 
assistant. She previously held the position of  
special assistant for global health at the Public 
Health Institute and was a program assistant at 
the World Bank. Ms. Andrianasolo has a bachelor 
of  science degree in economics and a master of  
business administration from the Johns Hopkins 
Carey Business School.

Amy Bernstein, Sc.D., M.H.S.A., is senior 
advisor for research. She manages and provides 
oversight and guidance for all MACPAC research, 
data, and analysis projects, including statements 
of  work, research plans, and all deliverables and 
products. She also directs analyses on Medicaid 
dental and maternity care policies. Her previous 
positions have included director of  the Analytic 
Studies Branch at the Centers for Disease 
Control/National Center for Health Statistics, and 
senior analyst positions at the Alpha Center, the 
Prospective Payment Assessment Commission, 
the National Cancer Institute, and the Agency for 
Healthcare Research and Quality. Dr. Bernstein 
earned a master of  health services administration 
degree from the University of  Michigan School of  
Public Health and a doctor of  science degree from 
the School of  Hygiene and Public Health at The 
Johns Hopkins University. 

Vincent Calvo is an administrative assistant. 
Previously, he was an intern at Financial Executives 
International where he focused on researching 
the effects of  health and tax laws on Fortune 500 
companies. Mr. Calvo holds a bachelor of  science 
degree from Austin Peay State University.

Mathew Chase is chief  information officer. 
He is responsible for the technology strategy, 
information architecture, security, and operations 
at MACPAC. Mr. Chase previously served as 
the information technology (IT) manager for 
the Medicare Payment Advisory Commission 
(MedPAC) from 2004 to 2005 where he was 
responsible for all aspects of  technology: strategic 
planning, budget, security, data reliability, support, 
and administration. Mr. Chase has also provided 
IT expertise and leadership in the private sector 
to organizations such as Cirque du Soleil, The Las 
Vegas Review-Journal, and several internet start-ups. 
He received his bachelor of  science degree in 
decision sciences and management information 
systems from George Mason University.

Laura Diamond is communications director. 
Previously, she served as social media director at 
Enroll America, focusing on the organization’s 
public launch and communications planning. Prior 
to that, she held positions as communications 
director for health care-related organizations 
including the Partnership for Prevention, the 
American Nurses Association, and the Blue Cross 
and Blue Shield Association. Ms. Diamond earned 
her bachelor of  science degree from Boston 
University.

Benjamin Finder, M.P.H., is a senior analyst. His 
work focuses on benefits and payment policy. Prior 
to joining MACPAC, he served as an associate 
director in the Health Care Policy and Research 
Administration at the District of  Columbia 
Department of  Health Care Finance, and as an 
analyst at the Henry J. Kaiser Family Foundation. 
Mr. Finder holds a master of  public health degree 
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from The George Washington University, where 
he concentrated in health policy and health 
economics.

Moira Forbes, M.B.A., is director of  payment 
and program integrity, focusing on issues relating 
to payment policy and the design, implementation, 
and effectiveness of  program integrity activities 
in Medicaid and the Children’s Health Insurance 
Program (CHIP). Previously, Ms. Forbes served as 
director of  the division of  health and social service 
programs in the Office of  Executive Program 
Information at the U.S. Department of  Health and 
Human Services (HHS) and as a vice president 
in the Medicaid practice at The Lewin Group. 
At Lewin, Ms. Forbes worked with every state 
Medicaid and CHIP program on issues relating to 
program integrity and eligibility quality control. She 
also has extensive experience with federal and state 
policy analysis, Medicaid program operations, and 
delivery system design. Ms. Forbes has a master of  
business administration degree from The George 
Washington University and a bachelor’s degree 
in Russian and political science from Bryn Mawr 
College.

April Grady, M.P.Aff., is director of  data 
development and analysis. In 2011, she was 
temporarily detailed to the Joint Select Committee 
on Deficit Reduction to provide Medicaid policy 
expertise during its deliberations. Prior to joining 
MACPAC, Ms. Grady worked at the Congressional 
Research Service and the Congressional Budget 
Office, where she provided non-partisan analyses 
of  Medicaid, private health insurance, and other 
health policy issues. She has also held positions at 
the LBJ School of  Public Affairs at The University 
of  Texas at Austin and Mathematica Policy 
Research. Ms. Grady received a master of  public 
affairs degree from the LBJ School of  Public 
Affairs at The University of  Texas and a bachelor 
of  arts in policy studies from Syracuse University.

Benjamin Granata is a finance/budget 
specialist. His work focuses on reviewing financial 
documents to ensure completeness and accuracy 
for processing and recording in the financial 
systems. Mr. Granata graduated from Towson 
University with a bachelor’s degree in business 
administration, specializing in project management. 

Lindsay Hebert, M.S.P.H., is special assistant 
to the executive director. Previously, she was a 
research assistant at The Johns Hopkins School 
of  Medicine, focusing on patient safety initiatives 
in the department of  pediatric oncology. Prior to 
that, she was a project coordinator in the Pediatric 
Intensive Care Unit at The Johns Hopkins 
Hospital. Ms. Hebert holds a master of  science 
in public health degree from The Johns Hopkins 
Bloomberg School of  Public Health and a bachelor 
of  arts degree from the University of  Florida. 
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