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KEY POINTS

Medicaid is the largest U.S. health insurer payer with more than 76 million enrolled for
comprehensive benefits in March 2024, or over 23 percent of the total population.

Medicaid has evolved from a program primarily covering parents and dependent children receiving
cash assistance with incomes well below the Federal Poverty Level to a program that extends
eligibility to nearly every child and non-elderly adult in 40 states and the District of Columbia with
incomes up to 138 percent or more of the Federal Poverty Level.

The Biden-Harris Administration has taken many administrative actions and issued guidance to
strengthen Americans’ access to quality affordable health care through Medicaid.

Medicaid is an especially important source of coverage for underserved communities,
disproportionally covering Latinos, Black Americans, and American Indians and Alaska Natives. In
2022, over 31 percent of Latinos, 34 percent of Blacks and 38 percent of American Indian and
Alaska Natives were enrolled in Medicaid.

Medicaid and the Children’s Health Insurance Program (CHIP) cover about half of all children and
more than 40 percent of all births, including a majority of Latino, Black and American Indian/Alaska
Native children and births.

Research shows that Medicaid coverage for children has been found to enhance health not only
during childhood, but also in adulthood.

Medicaid eligibility for children has also been found to improve educational outcomes, which along
with better health contributes to higher rates of employment and earnings as adults. This, in turn,
generates increased tax revenues and reduced spending on public assistance programs.

The Affordable Care Act’s expansion of Medicaid also generated important health and economic
benefits, including reduced mortality and improved financial well-being, for the adults newly
gaining coverage.

Medicaid expansion also provides economic benefits to health care providers and state
governments.

INTRODUCTION

Established in 1965 and expanded significantly over the nearly six decades since then, Medicaid is a critical
component of the U.S. health care system, providing health coverage and long term services and support to
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more than 76 million Americans® including eligible low-income adults, children, pregnant women, elderly
adults, and people with disabilities.! Medicaid covers more than one in five people living in the United States?
and finances over 40 percent of all births each year.® Medicaid is a particularly important source of health
coverage for certain populations, covering roughly eight in ten children in poverty and almost half of adults in
poverty. Relative to White children and adults, Medicaid covers a higher share of Black, Hispanic, and
American Indian and Alaska Native (Al/AN) children and adults.*

Through implementing legislation and taking administrative actions, the Biden-Harris Administration has
enacted policies that support continuity of Medicaid eligibility and coverage, modernized and streamlined
administrative systems, and provided incentives for states that have not expanded Medicaid under the
Affordable Care Act (ACA) to increase coverage by doing so.

This Issue Brief discusses these recent policies in the context of the way that the Medicaid program has
evolved in the six decades since it was established and in the context of a large body of academic research
documenting the impact of Medicaid on health and economic outcomes. The brief focuses on Medicaid
coverage for low-income children and non-elderly adults. The important protections that Medicaid provides
for elderly and disabled Americans, including financing long term services and supports are beyond the scope
of this Issue Brief.

BACKGROUND

Following 15 years of patchwork federal funding for medical expenses for certain populations, title XIX of the
Social Security Amendments of 1965 established the Medicaid program as we know it today: a joint state-
federal program that provides health coverage to low-income individuals. Initially, only low-income children
and parents were covered, but over the past six decades, Medicaid coverage has become available to more
Americans, as described further below. The federal government provides a majority of Medicaid’s funding and
establishes general guidelines regarding program eligibility, benefits, provider payments and care delivery.
Within those guidelines, states have considerable flexibility to operate their programs. The first decision that
states faced was whether and when to implement Medicaid. Twenty-six states implemented Medicaid by
January 1967 and 11 more had done so by January 1968. By 1972, 49 states and the District of Columbia had
implemented Medicaid. Arizona was the last state to implement Medicaid, doing so in 1982.°

The way that Medicaid’s financing is split between the federal government and the states is determined by a
state-specific matching rate, defined in statute and known as the Federal Medical Assistance Percentage
(FMAP). A state’s FMAP rate is based on its three-year average per capita income relative to the national
average.® Lower income states receive a higher FMAP rate than higher income states. By statute, the FMAP
must be at least 50 percent and cannot be more than 83 percent, no matter what the calculation determines.
Ten states have FMAPs of 50 percent and seven states have FMAPs between 70 and 80 percent for FY 2024.° At
different times, Congress has increased FMAPs to address economic crises. Examples include temporary FMAP
increases in the Jobs and Growth Tax Relief Reconciliation Act of 2003, the American Recovery and
Reinvestment Act of 2009, and the Families First Coronavirus Response Act of 2020.

a Forty-eight states provided point-in-time enrollment, two states provided enrollment at any time in the month and one state did not
include all non-MAGI enrollees. The 76.2 million Medicaid enrollees eligible for comprehensive benefits do not include Medicaid
enrollees with limited benefits. The most common Medicaid limited benefits are emergency Medicaid, family planning-only coverage
and payment assistance for Medicare Part B premiums and cost sharing for individuals who are dually eligible for Medicaid and
Medicare https://www.medicaid.gov/medicaid/data-and-systems/downloads/macbis/2020-race-etncity-data-brf.pdf. The 76.2 million
enrollees in Medicaid eligible for comprehensive benefits also do not include CHIP enrollees (7.1 million as of March 2024, See
Endnote 10).
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States are required to provide certain mandatory Medicaid benefits and have the choice of covering other
optional benefits. Mandatory benefits include inpatient and outpatient hospital services, physician services,
laboratory and x-ray services, federally qualified health center (FQHC) services, rural health clinic (RHC)
services, family planning services, a robust set of comprehensive and preventive services (Early and Periodic
Screening, Diagnostic, and Treatment (EPSDT) services) for children, home health services, nursing home
services and behavioral/mental health services, among others. Optional benefits include services such as
prescription drugs, home and community-based services (HCBS), case management, adult dental, physical
therapy, and occupational therapy. States have discretion in scope of benefits, reimbursement rates, and
choice of delivery of services such as fee-for-service or managed care.

Beneficiaries enrolled through the ACA Medicaid expansion group as described in section 1902(a)(10(A)(i)(V1lI)
of the Social Security Act receive their services through an alternative benefit plan (ABP). ABPs must cover the
10 Essential Health Benefits (EHB) as described in section 1302(b) of the Affordable Care Act whether the state
uses an ABP for the Medicaid expansion population or for the package of services provided to individuals in
other Medicaid eligibility groups. States must also meet requirements of the Mental Health Parity and
Addiction Act, provide EPSDT-related services for individuals under age 21, assure non-emergency medical
transportation (NEMT), include FQHC/RHC services and provide family planning services and supplies in the
ABPs.

Medicaid payments to providers vary widely by state. In most states, base Medicaid payments to hospitals are
lower than Medicare payments, though when supplemental payments are accounted for, payment rates for
the two programs are more comparable.” Medicaid payment for primary care ranged from 32 percent to 110
percent of Medicare fees in 2019, with an average of 67 percent.® The most prevalent delivery system is
managed care plans (74 percent of Medicaid beneficiaries were enrolled in managed care plans that cover
comprehensive benefits in 2021°) but there are limited comparative studies of state managed care costs.

In addition to the general flexibility afforded by federal guidelines, states can obtain waivers of statutory
requirements in order to further customize their program to achieve policy goals and best meet the needs of
their residents. All states operate at least one Medicaid waiver. Important examples include section 1915(b)
waivers, which allow states to deliver care using a managed care delivery system, and section 1915(c) waivers
that allow the use of home and community-based services as alternatives to institutional care in hospitals,
nursing homes and intermediate care facilities. Section 1115 demonstrations are generally statewide and can
affect large portions of the state’s Medicaid beneficiaries. Section 1115 demonstrations are negotiated
between the state and the Centers for Medicare & Medicaid Services (CMS) with the aim of supporting state
innovation and/or giving states flexibility in the design or improvement of their Medicaid program found by
the Secretary to be likely to assist in promoting the objectives of the Medicaid program. Among other aspects,
demonstrations must be budget neutral, meaning the federal costs of the state’s Medicaid program with the
demonstration cannot exceed what the federal government’s Medicaid costs in that state likely would have
been without the demonstration as a condition of approval. In addition, states must conduct systematic
monitoring and robust evaluation of their demonstrations. Section 1115 demonstrations are generally
approved for five years and then can be renewed for an additional three to five years at a time.

MEDICAID ELIGIBILITY

Initially, Medicaid eligibility was limited to “categorically needy” individuals who qualified by being enrolled in
cash assistance programs—most importantly, Aid for Families with Dependent Children (AFDC)—as well as
“medically needy” individuals who did not meet the categorical requirements but had sufficient medical
expenses to bring their income after medical expenses below the income eligibility threshold that applied to
those other programs.
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Eligibility remained quite limited through the 1970s. Legislation enacted in the 1980s and 1990s expanded
eligibility, breaking the link between Medicaid and AFDC and raising income eligibility standards. These
expansions progressed incrementally, first targeting pregnant women, infants and younger children, and then
people age 65 and over, and people with blindness and disabilities. The Balanced Budget Act of 1997 created
the State Children’s Health Insurance Program (SCHIP, later referred to as CHIP) allowing states to cover
uninsured children with family incomes up to 200 percent FPL who were not eligible for Medicaid in their state
with FMAPs at a higher rate than regular Medicaid. The Children's Health Insurance Reauthorization Act of
2009 expanded CHIP to cover pregnant women. CHIP is not an entitlement program and needs appropriated
funding. States may administer CHIP programs separate from Medicaid, use CHIP funding for expanding
Medicaid or have a combination program (separate CHIP and expanded Medicaid eligibility for children).
Separate CHIP programs may have fewer benefits and higher cost-sharing for services as they do not have to
comply with Medicaid’s guaranteed children’s benefit (EPSDT) or cost-sharing protections for children. There
were 7.1 million CHIP enrollees in March 2024.1° As of March 2023, nearly 42 million children were enrolled in
Medicaid and CHIP, providing health coverage to more than half of all children.!

By 2010, federal policy had established minimum income eligibility standards of 133 percent of the FPL for
children under age 6 and 100 percent of FPL for children between the ages of 6 and 18. However, in nearly
every state, the income eligibility limit for children was substantially higher: in 45 states and the District of
Columbia, the eligibility limit for Medicaid or CHIP was at or above 200 percent of FPL in January 2012.%%In
contrast, Medicaid income eligibility limits for parents were generally much lower. In January 2012, 17 state
Medicaid programs had income limits for parents at less than 50 percent of the FPL, 16 states had income
limits for parents with incomes between 50 and 99 percent of the FPL, and 18 states and the District of
Columbia had income limits for parents with incomes at 100 percent of the FPL or greater.’® Coverage options
were even more limited for non-disabled adults without children. In January 2012, 26 states provided no
coverage, 4 states provided only premium assistance, 13 states provided coverage that was more limited than
Medicaid, and 7 states and the District of Columbia provided coverage that was comparable to Medicaid.

State Medicaid eligibility rules have also historically included asset limits. Countable assets include cash, bank
balances, stocks and bonds. States often have disregards or exempt personal property such as primary
residence, personal vehicle, burial insurance, preplanned funeral agreements, jewelry, home furnishings, and
clothes from the asset limits. Between 1996 and 2011, 24 states eliminated their Medicaid asset limits for
families (but not for individuals who were Medicaid eligible as aged, blind, or disabled)*, which were typically
$1000 to $3000 per individual.*®

THE ACA MEDICAID EXPANSION

Medicaid expansion was a key pillar of the ACA, expanding Medicaid to eligible adults with incomes below 138
percent of FPL.> The Medicaid expansion was to go into effect in January 2014, at the same time as the ACA’s
private insurance market provisions. The ACA included both carrots and sticks to encourage states to expand
their Medicaid programs. The carrot was a higher FMAP for individuals enrolled through the expansion than
what states receive for their other Medicaid enrollees. The federal government covered 100 percent of the
cost of expansion for the first three years, tapering down to 90 percent by 2020 and subsequent years. The
stick was that states that did not expand would lose federal matching for their existing Medicaid programs. In
2012, in the case of National Federation of Independent Business v. Sebelius, the Supreme Court ruled that this
penalty for not expanding was coercive and unconstitutional, essentially making expansion a state option. CMS

b Technically, the income eligibility limit for the ACA Medicaid expansion is 133 percent of FPL with a 5 percent disregard.
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issued guidance that there was no deadline for states to decide when to implement Medicaid expansion, and
that the enhanced FMAP was only available for full Medicaid.*®

Seven states took advantage of a provision in the law allowing them to begin the expansion before 2014,
although some of these states had limited expansion programs lower than 133 percent FPL.*® Including those
seven states, 25 states and the District of Columbia implemented Medicaid expansion on January 1, 2014.
Other states implemented the expansion in later years, as shown in Table 1. A total of 22.5 million were
Medicaid expansion enrollees in September 2023.%°

Table 1. ACA Medicaid Implementation Date by State

Implementation Date States

April 2010 to California District of Columbia Washington

April 2012 Colorado Minnesota Connecticut
New Jersey

January 1, 2014 Arizona Maryland Ohio
Arkansas Massachusetts Oregon
Delaware Nebraska Rhode Island
Hawaii Nevada Vermont
Illinois New Mexico West Virginia
lowa New York
Kentucky North Dakota

2014, after January Michigan New Hampshire

2015 Pennsylvania Indiana Alaska

2016 Montana Louisiana

2018 Maine

2019 Virginia

2020 Idaho Utah

2021 Oklahoma Missouri

2023 South Dakota North Carolina

In addition to increasing income eligibility limits, the ACA modernized enrollment and eligibility systems and
processes, making it easier for eligible individuals to obtain and maintain coverage. The law replaced complex
rules for counting income with a new methodology, Modified Adjusted Gross Income (MAGI) and eliminated
the Medicaid asset limit, which now applies to most eligibility categories.?° The non-MAGI Medicaid enrollees
eligible as disabled or aged still have state eligibility limits on income and assets. Lower-income Medicaid
enrollees who have the limited benefit of Medicaid paying for part or all of Medicare Part B premiums and cost
sharing have federal eligibility limits on income and assets.?! These simpler rules, along with system changes
decreased burden for applicants and created administrative efficiencies for states.

BIDEN-HARRIS ADMINISTRATION MEDICAID POLICIES

Medicaid has been an important priority for the Biden-Harris Administration from day one. in January 2021,
the Administration issued Executive Order 14009, Strengthening Medicaid and the Affordable Care Act, which
directed the Department of Health and Human Services (HHS) to review and consider suspending, revising or
rescinding waivers, demonstrations and other policies that present unnecessary barriers to accessing Medicaid

September 2024 ISSUE BRIEF 5



or otherwise undermine the program.?? In April 2022, the Administration reaffirmed its goals with respect to
health coverage with Executive Order 14070, Continuing to Strengthen Americans’ Access to Affordable,
Quality Health Coverage.” Table 2 presents a summary of the Administration’s Medicaid policies.

Table 2: Biden-Harris Administration Policies on Medicaid

Policy Actions

Strengthening Medicaid and the

Directs HHS to review and consider suspending, revising or
Affordable Care Act rescinding waivers, demonstrations or other policies that
Executive Order 14009 present unnecessary barriers to accessing Medicaid or
January 2021 otherwise undermine the program

CMS guidance on social
determinants of health

State options on housing, nutritional, transportation,
safe neighborhoods, social connections, education,
January 2021 job training, and other services

Temporary 5 percentage point increase in FMAP for states
adopting the ACA Medicaid expansion

American Rescue Plan Temporary 10 percentage point increase in state FMAPs for
March 2021 certain home and community-based services

State option for 12 months of postpartum coverage

States required to provide 12 months of continuous
eligibility for children in Medicaid and CHIP

Consolidated Appropriations Act
December 2022

Medicaid Unwinding Simplified eligibility requirements
March 2023 Streamlined application processes such as auto-renewal
State operational system improvements

Medicaid Reentry Section 1115
Demonstrations
April 2023

Services for incarcerated individuals prior to their release

CMS guidance on Medicaid
services in school-based
settings

May 2023

Streamlining Medicaid, CHIP
and Basic Health Program
Application, Eligibility
Determination, Enrollment
and Renewal Processes Final
Rule March 2024

Flexibilities on provider enrollment
Flexibilities for states to bill Medicaid

Simplified eligibility requirements
Streamlined application processes such as auto-renewal
State operational system improvements
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The Biden-Harris Administration has partnered with states to strengthen Medicaid and CHIP. The American
Rescue Plan of 2021 (ARP) provided qualifying states with a temporary 10 percentage point increase in their
FMAP for certain home and community-based services (HCBS).2* This increased funding allowed states to
address HCBS workforce challenges and expand capacity for providing critical services that allow millions of
Medicaid beneficiaries to receive services in their own home or community rather than in institutions. The law
provided a temporary 5 percentage point increase in Medicaid federal matching funds for states adopting the
ACA Medicaid expansion. The four most recent states to adopt the expansion—Oklahoma, Missouri, South
Dakota and North Carolina—have benefited from this policy. It is estimated that these four states received
$3.5 billion over two years.?

The ARP also allowed states to provide 12 months of postpartum coverage, an option that was made
permanent by the Consolidated Appropriations Act, 2023 (CAA, 2023).¢ As of July 2024, 46 states, the District
of Columbia, and the U.S. Virgin Islands have implemented this option, resulting in an estimated 694,000
individuals gaining additional months of postpartum Medicaid coverage.?®?” If the remaining four states were
to adopt this policy, an additional 720,000 people would have 12 months of postpartum coverage each year.
Research indicates that, prior to postpartum extension, more than 20 percent of women with pregnancy-
related Medicaid coverage became uninsured within six months after giving birth — and that in non-expansion
states, this rate was nearly twice as high.?” With roughly half of pregnancy-related deaths occurring between
one week and one year after childbirth, postpartum insurance coverage is vital to reducing maternal morbidity
and mortality.?®

The CAA, 2023 also required states to provide 12 months of continuous eligibility for children enrolled in
Medicaid and CHIP beginning on January 1, 2024. While children have long been less likely to be uninsured
than adults, short-term changes in household size or income may cause a gap in their Medicaid or CHIP
coverage.?>% Gaps in coverage are associated with increased risk of unmet health needs, delayed care, lower
vaccination coverage, unfilled prescriptions, and increased asthma-related emergency department visits.
Under the continuous eligibility requirement, more than 17 million Medicaid and CHIP-eligible children will
potentially benefit from the change.3!

CMS has approved section 1115 demonstration authority to allow states to go above and beyond the 12-
month continuous eligibility requirement to provide multi-year continuous eligibility. Three states—New
Mexico, Oregon, and Washington—have received CMS approval to go even further by providing continuous
eligibility for children ages 0-6 and several other states have submitted demonstration applications for multi-
year continuous eligibility.!

Other section 1115 demonstrations that have been approved by the Biden-Harris Administration are aimed at
improving coverage among specific vulnerable populations. For example, the Medicaid Reentry Section 1115
Demonstration Opportunity, which has been approved in California, Montana, Washington, Massachusetts,
Kentucky, Oregon, Utah, Vermont, lllinois, New Hampshire, and New Mexico allows state Medicaid programs
to cover pre-release services for eligible incarcerated individuals in the period immediately prior to their
release, with the goal of the demonstration to provide medical assistance and improve the health of
communities and populations.3?33 The pre-release benefit package is designed to improve care transitions of
such individuals back to the community, including by promoting continuity of coverage, service receipt, and
quality of care, as well as the proactive identification of both physical and behavioral health needs.

Medicaid covers low-income populations, which are affected more by social determinants of health than the
general population, including low education levels, transportation needs, violence in the home and

¢ States with a separate CHIP that elect to extend postpartum coverage in Medicaid must also extend coverage in their separate CHIP.
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community, housing quality and instability, and food insecurity.3* In January 2021, CMS issued guidance to
states on opportunities in Medicaid and CHIP to address social determinants of health under state plan
authority (SPA), section 1115 demonstrations, and managed care plans.3®> CMS also issued guidance to states
on the use of “in lieu of” services or settings which are medically appropriate and cost effective substitutes for
state plan covered Medicaid benefits, such as nutrition supports in January 2023.3¢ In November 2023,
guidance was issued on opportunities to cover clinically appropriate and evidence-based services and supports
that address health-related social needs (HRSN).?” To date, CMS has approved section 1115 demonstrations
that align with the recently released HRSN framework in ten states to cover certain “in lieu of” services. State
services include asthmatic remediation, sobering centers, caregiver respite, medically tailored meals, home
modifications, housing deposits, cochlear implants, and mobile crisis outreach teams.3®

Final rules recently released by CMS seek to strengthen Americans’ access to affordable quality health through
Medicaid. The Streamlining Medicaid, Children’s Health Insurance Program, and Basic Health Program
Application, Eligibility Determination, Enrollment, and Renewal Processes final rule, released in March 2024,
builds upon the significant eligibility and enrollment changes needed to implement the ACA by further
simplifying eligibility requirements and streamlining application processes to eliminate unnecessary barriers to
enrollment. The Ensuring Access to Medicaid Services final rule, released in April 2024, advances quality of care
for Medicaid enrollees by increasing transparency and accountability, standardizing data and monitoring, and
creating opportunities for states to actively engage beneficiaries in their Medicaid programs.®® The rule
requires states to publish Medicaid payment rates on a publicly accessible website, to conduct and publish
analyses comparing those rates to Medicare rates, and establishes new standards for and strengthens
oversight of HCBS programs.

The Medicaid and Children’s Health Insurance Program Managed Care Access, Finance, and Quality final rule,
also released in April 2024, strengthens standards for timely access to care and states’ monitoring and
enforcement efforts and establishes a quality rating system for Medicaid and CHIP managed care plans. Secret
shopper surveys on appointment availability within specified maximums by service and on accuracy of provider
directories are required starting with the rating period for Medicaid managed care contracts beginning July 10,
2028.

In addition, as required by the Bipartisan Safer Communities Act (BSCA), CMS released new guidance on
delivering Medicaid services in school-based settings.*® School-based services have been associated with
improved health outcomes, including improvements in vaccination rates and the use of preventive services,
and education outcomes, such as grade point average and grade promotion.**?

The Families First Coronavirus Response Act of 2020 (FFCRA) provided states with a temporary increase in their
FMAP in return for agreeing to not disenroll people from Medicaid during the COVID-19 Public Health
Emergency. This continuous eligibility condition ended on March 31, 2023, and states began returning to
normal Medicaid renewal operations, a process referred to as “Medicaid unwinding.” CMS has worked with
states to mitigate coverage loss by supporting strategies to streamline processes and help eligible people
renew their coverage.*® CMS also has supported state operational and system improvements. For example,
CMS partnered with the US Digital Service and states to address system problems, reduce red tape and to
increase the number of renewals that can be done based on data available to the state (called ex parte
renewals).** One indication of the success of these efforts is that ex parte renewal rates nearly doubled
between April and December 2023.% Another positive indicator is that by the fourth quarter of 2023, roughly
nine months after the start of the unwinding, the uninsured rate was 7.7 percent, a historically low level.*
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RESEARCH ON THE BENEFITS OF MEDICAID

There is a large research literature on the impact of Medicaid on a wide range of health and economic
outcomes.*” Several studies exploit the variation arising from the way Medicaid was initially implemented
starting in 1965. One study leverages the program's staggered adoption across the states to compare adult
health outcomes of individuals who differed in their exposure to Medicaid as children. The results indicate that
greater exposure to Medicaid eligibility is associated with a significant improvement in health as measured by
a composite index that combines information on high blood pressure, diabetes, heart disease, and obesity.*®
Another study uses variation in the timing of initial Medicaid adoption to examine the program’s impact on
mortality, finding that exposure to Medicaid is associated with significantly lower mortality in both childhood
and adulthood.* Because Medicaid eligibility was initially linked to enrollment in AFDC, the initial adoption of
Medicaid led to greater increases in coverage in states with larger AFDC programs. Two recent studies exploit
this variation to examine short- and long-run impacts of the introduction of Medicaid.>>*! The first study uses
this variation to estimate effects on mortality for infants and children in the short run; the second estimates
longer run effects on mortality for those same children in later life. Both studies find significant reductions in
mortality as a result of Medicaid.

Many studies examine the effect of Medicaid eligibility expansions for pregnant women and children in the
1980s and early 1990s. This literature finds strong evidence that these expansions increased the utilization of
important health care services, leading to immediate and long-run improvements in health. Eligibility
expansions for pregnant women led to earlier initiation of prenatal care and reductions in low birthweight and
infant mortality.>%°*>*55 Eligibility expansions for children were associated with significant increases the
probability that children have an annual “well child” physician visit and important preventive care, such as
vaccinations.’®°7°85980 Qne study finds that the expansion of Medicaid eligibility for children between 1984
and 1992 led to a 5 percent reduction in child mortality.>®

The access to preventive care that insurance coverage affords also has the potential to affect long-run health
outcomes. Several studies find that children who were eligible for Medicaid, or whose mothers gained
eligibility when they were pregnant, were in better health as older children and young

adults.>>616263 These health improvements translate to lower mortality. One study finds that significant
reductions in teenage mortality among Black children who gained access to Medicaid as young children
compared to slightly older children who had less access to Medicaid.5* Another found that an additional year
of Medicaid eligibility before age 18 reduces cumulative mortality between the age of 19 and 28 by 2.5
percent.®

Healthier children can be expected to do better in school because they are able to concentrate better and
because they miss fewer days due to illness. By improving child health and providing opportunities to diagnosis
conditions that may affect learning, Medicaid can affect educational outcomes. Several studies find evidence
of such effects. Medicaid eligibility expansions have been found to increase test scores and reduce the
probability that a child is below grade level.®®%” Medicaid eligibility has also been found to increase high school
and college completion.®*%>% Higher levels of education and better health contribute to better labor market
outcomes. Studies find that eligibility for Medicaid early in life leads to higher rates of employment, higher
earnings, lower rates of disability and lower rates of public assistance receipt.>>% One study found that access
to Medicaid as a young child decreases the likelihood of being incarcerated by age 28. This effect was driven
mainly by a decrease in financially motivated offenses.®

Finally, a recent study indicates that these children not only grow up into healthier and more economically
secure adults, but that these benefits may extend to the next generation of children. Mothers who gained
Medicaid during early childhood themselves were found to give birth to healthier children when they started
their own families.>
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A large body of research documents the impact of the ACA Medicaid expansion on a broad range of health and
economic outcomes.” Numerous studies find that Medicaid expansion led to significant improvements in rates
of self-reported access to and utilization of care, including primary and preventive care, mental health care,
emergency care and prescription drugs.”%’?>73In states that expanded Medicaid, there was a reduction in the
number of adults saying that they went without care because of cost or that they had trouble paying medical
bills.”

Other research finds that this increase in utilization translated to improved health outcomes. Studies have
linked insurance expansions under the ACA to increases in early-stage cancer diagnosis, which is associated
with better cancer outcomes; improved blood pressure and glucose control; and reductions in the probability
of pre-term birth.”>’¢ Importantly, there is strong evidence that the ACA Medicaid expansion led to meaningful
declines in mortality. One important study uses individual-level data from the Census Bureau’s American
Community Survey linked to administrative Medicaid enrollment data and death records to estimate the effect
of the ACA Medicaid expansion on mortality.”” The study uses a difference-in-differences research design that
compares low-income adults in expansion states to similar individuals in non-expansion states after the ACA
coverage provisions went into effect. They find that Medicaid expansion reduced mortality by 9 percent
relative to the baseline over the first four years after expansion. Their main results imply that if all states had
adopted the Medicaid expansion in 2014, over 15,000 deaths would have been avoided between 2014 and
2017. Other studies using different data find similar results.”®”®

In addition to these positive health effects, the ACA Medicaid expansion produced substantial financial
benefits to low-income Americans.® Medicaid expansion led to reductions in unpaid bills and medical debt,
which translated to improved credit scores and reduced rates of bankruptcy. Medicaid expansion is associated
with a reduction in the use of payday loans and a decline in home evictions.88283848> A stydy of 5 million
credit reports found that medical debt decreased by 12 percent in Medicaid expansion states compared to a
decrease of 1 percent in non-expansion states.®® Medicaid enrollees had lower medical debt of $3.4 billion in
the first two years and better credit terms worth $520 million per year.?” It is estimated that half the decrease
in Chapter 7 bankruptcy rates from 2014-2018 is attributed to people gaining Medicaid expansion coverage.®®
The results from these ACA studies align with research finding that earlier Medicaid expansions generated
important financial benefits, including declines in the probability of having bills sent to collection agencies,
improved credit-risk scores and reduced rates of personal bankruptcy.8%°0%1

The financial protection that Medicaid provides to low-income patients generates benefits for health care
providers as well. In 2012, prior to the ACA coverage expansions, hospitals in the U.S. provided over $46 billion
in uncompensated care.? After 2014, hospital uncompensated care expenditures fell significantly in Medicaid
expansion states, though not in non-expansion states. %°* The greatest improvements in hospital financial
performance were seen in states where the ACA Medicaid expansion had larger effects on Medicaid
eligibility.” The ACA Medicaid expansion was associated with lower rates of hospital closure, especially in rural
areas and areas with high rates of uninsurance prior to the ACA.%%%’

A comprehensive evaluation of over 100 historical tax and expenditure policies uses estimates of causal effects
drawn from published research (including several of the studies mentioned above) to assess the benefits that
each policy provides to recipients and the cost to the government.®® The cost calculation accounts not only for
direct program expenditures but also long-run effects on the government’s budget, e.g., effects of other
program spending or tax revenues. The evaluation finds that the long-run benefits of expanding Medicaid
eligibility to pregnant women and children described above—lower Medicaid and uncompensated care
expenditures due to improved adult health, lower transfer program payments, and greater tax revenues due
to higher earnings—were substantially larger than the direct cost of providing coverage. Considering several
different Medicaid expansions together, the analysis indicates that each dollar spent on expanding Medicaid
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for children repaid roughly $1.80 to the government in the long run. The Congressional Budget Office
estimates that long-term fiscal effects (higher income and tax revenues) of Medicaid spending on children can
offset half or more of the initial Medicaid spending.>®

LOOKING FORWARD: ADDITIONAL OPPORTUNITIES TO REALIZE THE BENEFITS OF
MEDICAID

It is estimated that if the 10 states that have not adopted the ACA Medicaid expansion (Alabama, Florida,
Georgia, Kansas, Mississippi, South Carolina, Tennessee, Texas, Wisconsin, and Wyoming) were to do so, the
number of uninsured would fall by 2.3 million.® More than half of those who would gain coverage are Black
or Latino.

The extensive research just described indicates that expansion provides significant health and economic
benefits to the newly insured. Polling data suggests that the American public is aware of and appreciates those
benefits. Two-thirds of American adults say that themselves or their family members of close friends have
direct experience with Medicaid. Over three-quarters of Americans have a favorable view of Medicaid and
two-thirds of adults in non-expansion states think their states should expand the program.®! In six states,
Medicaid expansion was passed through a ballot initiative.%?

One argument that is sometimes made against Medicaid expansion is that even with the Federal government
covering 90 percent of the cost, expansion is too costly. This argument does not account for the full fiscal
impact of Medicaid expansion, which includes both budget offsets and increased revenues. Expanded
Medicaid coverage offsets some of the cost of existing state health programs, such as ones providing
behavioral health care to uninsured individuals or health care services to incarcerated populations.1®® In
addition, Medicaid expansion increases state tax revenues in two ways. First, in most states part of the funding
for Medicaid comes from taxes on health care providers. Even if those tax rates remain constant, the increased
payments to providers caused by Medicaid expansion will lead to increased tax revenues. And some states
have increased provider taxes to cover more of the cost of expansion. Second, the large inflow of federal
spending that comes with expansion acts as a fiscal stimulus that increases state tax revenues more generally
by increasing economic activity in the state.

In Michigan, the legislation that established the Healthy Michigan Plan, the states’ version of the ACA Medicaid
expansion, included a provision that the program would automatically sunset if the anticipating savings did not
cover the state’s share of the cost of expansion. As a result, the fiscal impact of the Healthy Michigan Plan has
been closely monitored. In 2018, Michigan’s House Fiscal Agency concluded that since it was established in
2014, the program had generated annual fiscal savings of over $200 million and would continue to generate
savings over the next decade.!® This analysis does not include the increase in tax revenues generated by
expansion, which were projected to be larger than the fiscal offsets.1%

There have been several other state-specific studies on the fiscal impact of Medicaid
expansion,106:107,.108,109.110.111 A|though the details vary across states, a common finding is that between cost
offsets and increased tax revenue, Medicaid expansion more than paid for itself. These studies are generally
prospective, projecting expenditures for Medicaid and other programs based on assumptions about
enrollment and other key factors. Research examining the actual experience of states that expanded Medicaid
supports these projections. One study found that while the growth in Medicaid spending was 24 percent
higher in expansion states than non-expansion states between 2010 and 2018, federal funding was sufficient
to cover this differential. The study found no effect of Medicaid expansion on state spending on other
priorities.!?

September 2024 ISSUE BRIEF 11



As noted, a provision of the ARP makes the fiscal argument for expanding even more compelling. The law
offers states that have not yet expanded a temporary (2 year) FMAP increase of 5 percentage points to be
applied to the cost of covering non-expansion beneficiaries. One analysis concluded that this funding alone
would be sufficient to fully cover the non-federal portion of expansion costs for between 3 and 6.5 years,
depending on the state.'?3

Other state actions can help people who gain Medicaid coverage remain enrolled. As noted, as a result of the
ARP and CAA, 2023, states may guarantee 12 months of postpartum coverage for pregnant women. Three of
the four states that have not yet implemented this policy have active proposals to do so. Given that Medicaid
covers more than 40 percent of all births in the U.S., Medicaid coverage during the postpartum period is an
important policy tool for improving maternal health. All states have implemented 12-month continuous
eligibility for children and several states have sought waivers to provide multiple years of continuous eligibility.
These policies can be expected to improve continuity of care by reducing administrative “churn.”

During the Medicaid unwinding, CMS approved more than 400 temporary waivers for state strategies for
streamlining renewal processes to ensure that eligible beneficiaries can retain coverage.** Some of these
strategies aim to increase ex parte renewal rates based on data from other programs. States’ experiences with
these new approaches will provide valuable evidence on best practices. Making successful strategies
permanent will lead to further progress in reducing burden for beneficiaries and administrative costs for states
and improving continuity of coverage.

CONCLUSIONS

Since it was established in 1965, Medicaid has grown from a small program serving children and parents with
very low incomes, to become a critical component of the U.S. health care system, covering more than one fifth
of all Americans and nearly 40 percent of children. Providing comprehensive benefits with minimal out-of-
pocket costs, Medicaid ensures access to necessary health care services that beneficiaries would otherwise not
be able to afford. A large body of research indicates that this access to care delivers significant health benefits.
Medicaid coverage for children has been shown to produce immediate and long-term improvements in health
and greater economic success. The expansion of Medicaid eligibility under the ACA led to similar benefits for
adults, including a significant reduction in mortality and meaningful improvements in financial well-being. If
the ten states that have not yet implemented the ACA Medicaid expansion were to do so, millions of
Americans would gain coverage, with little or no cost to the states.

September 2024 ISSUE BRIEF 12



REFERENCES

1 March 2024 Monthly Report updated. Medicaid.gov. Accessed at: https://www.medicaid.gov/medicaid/national-
medicaid-chip-program-information/medicaid-chip-enrollment-data/index.html.

22022 American Community Survey. Accessed at: https://www.census.gov/programs-surveys/acs/news/data-
releases.2022.html#list-tab-1133175109

3 Births: Final Data for 2022. National Vital Statistics Report. National Center for Health Statistics.
https://www.cdc.gov/nchs/data/nvsr/nvsr73/nvsr73-02.pdf.

4 Rudowitz, R, Burns, A, Hinton, E, and Mohamed, M. 10 Things to Know About Medicaid. Kaiser Family Foundation. June
30, 2023. Accessed at: https://www.kff.org/medicaid/issue-brief/10-things-to-know-about-medicaid/

5 A Historical Review of How States Have Responded to the Availability of Federal Funds for Health Coverage. Kaiser
Family Foundation. August 1, 2012. Accessed at: https://www.kff.org/affordable-care-act/issue-brief/a-historical-review-
of-how-states-have/.

6 Federal Financial Participation in State Assistance Expenditures; Federal Matching Shares for Medicaid, the Children's
Health Insurance Program, and Aid to Needy Aged, Blind, or Disabled Persons for October 1, 2023 Through September 30,
2024. Federal Register. December 5, 2022. Accessed at: https://www.federalregister.gov/documents/2022/12/05/2022-
26390/federal-financial-participation-in-state-assistance-expenditures-federal-matching-shares-for.

7 Medicaid Hospital Payment: A Comparison across States and to Medicare. Medicaid and CHIP Payment and Access
Commission. Accessed at: https://www.macpac.gov/publication/medicaid-hospital-payment-a-comparison-across-states-
and-to-medicare/.

8 Medicaid to Medicare Fee Index 2019. Kaiser Family Foundation. Accessed at: https://www.kff.org/medicaid/state-
indicator/medicaid-to-medicare-fee-index/?.

% Managed Care Report. Medicaid.gov. Accessed at: https://www.medicaid.gov/medicaid/managed-care/enrollment-
report/index.html.

10 March 2024 Monthly Report. Medicaid.gov. Accessed at: https://www.medicaid.gov/medicaid/national-medicaid-
chip-program-information/medicaid-chip-enrollment-data/index.html.

11 Ensuring Eligible Children Maintain Medicaid and Children’s Health Insurance Program Coverage. Center for Medicaid
and CHIP Services Information Bulletin. December 18, 2023. Accessed at: https://www.medicaid.gov/federal-policy-
guidance/downloads/cib12182023.pdf.

12 Medicaid/CHIP Upper Income Eligibility Limits for Children, January 2012. Kaiser Family Foundation. Accessed at:
https://www.kff.org/medicaid/state-indicator/medicaidchip-upper-income-eligibility-limits-for-
children/?currentTimeframe=0&sortModel=%7B%22colld%22:%22Location%22,%22sort%22:%22asc%22%7D.

13 A Guide to the Supreme Court’s Decision on the ACA’s Medicaid Expansion. Kaiser Family Foundation. August 2012.
Accessed at: https://www.kff.org/wp-content/uploads/2013/01/8347.pdf

14 Study of Asset Limits to Qualify for Public Assistance. Hawaii Department of Human Services. January 2013. Accessed
at: https://humanservices.hawaii.gov/wp-content/uploads/2013/01/2012-HR-124-Asset-Limit-Study.pdf.

15 Smith, VK., Ellis, E, and Chang, C. Eliminating the Medicaid Asset Test for Families: A Review of State Findings. Kaiser
Family Foundation. April 2001. Accessed at: https://www.kff.org/wp-content/uploads/2001/04/2239-eliminating-the-
medicaid-asset-test.pdf.

16 Overview of the ACA Medicaid Expansion. Congressional Research Service. June 9, 2021. Accessed at:
https://crsreports.congress.gov/product/pdf/IF/IF10399.

17 Sommers, BD., Arntson, E., Kenney, GM., and Epstein, AM. Lessons from Early Medicaid Expansions Under Health
Reform: Interviews with Medicaid Officials. Medicare & Medicaid Research Review. 2013 3(4). Accessed at:
https://www.cms.gov/mmrr/downloads/mmrr2013 003 04 a02.pdf.

18 Colorado Waiver for Adults without Children. Medicaid.gov. Accessed at: https://www.medicaid.gov/medicaid/section-
1115-demo/demonstration-and-waiver-list/81161.

1% Medicaid Enrollment - New Adult Group September 2023. Medicaid.gov. Accessed at:
https://www.medicaid.gov/medicaid/national-medicaid-chip-program-information/medicaid-chip-enroliment-
data/medicaid-enrollment-data-collected-through-mbes/index.html.

20 Medicaid Eligibility. Medicaid.gov. Accessed at: https://www.medicaid.gov/medicaid/eligibility/index.html.

212024 Dual Eligible Standards. Accessed at: https://www.medicaid.gov/medicaid/eligibility/seniors-medicare-and-
medicaid-enrollees/index.html.

September 2024 ISSUE BRIEF 13



22 Executive Order on Strengthening Medicaid and the Affordable Care Act (Executive Order 14009). The White House.
January 2021. Accessed at: https://www.whitehouse.gov/briefing-room/presidential-actions/2021/01/28/executive
order-on-strengthening-medicaid-and-the-affordable-care-act/.

23 Executive Order on Continuing to Strengthen Americans’ Access to Affordable, Quality Health Coverage (Executive
Order 14070). The White House. April 2022. Accessed at: https://www.whitehouse.gov/briefing-room/presidential
actions/2022/04/05/executive-order-on-continuing-to-strengthen-americans-access-to-affordable-quality-health
coverage/.

2 Strengthening and Investing in Home and Community Based Services for Medicaid Beneficiaries: American Rescue Plan
Act of 2021 Section 9817. Medicaid.gov. Accessed at: https://www.medicaid.gov/medicaid/home-community-based-
services/guidance-additional-resources/strengthening-and-investing-home-and-community-based-services-for-medicaid-
beneficiaries-american-rescue-plan-act-of-2021-section-9817/index.html.

25 Rudowitz, R, Corallo, B, and Garfield, R. New Incentive for States to Adopt the ACA Medicaid Expansion: Implications for
State Spending. Kaiser Family Foundation. March 17, 2021. Accessed at: https://www.kff.org/medicaid/issue-brief/new-
incentive-for-states-to-adopt-the-aca-medicaid-expansion-implications-for-state-spending/.

26 The White House Blueprint for Addressing the Maternal Health Crisis: Two Years of Progress. July 10, 2024. Accessed
at: https://www.whitehouse.gov/briefing-room/statements-releases/2024/07/10/the-white-house-blueprint-for-
addressing-the-maternal-health-crisis-two-years-of-
progress/#:~:text=The%20American%20Rescue%20Plan%20allowed,Act%20made%20this%200ption%20permanent.

27 Gordon S, Whitman A, Sugar S, Chen L, Peters C, De Lew N, Sommers BD. Medicaid After Pregnancy: State-Level
Implications of Extending Postpartum Coverage (2023 Update). (Issue Brief No. HP2023-10). Office of the Assistant
Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. April 2023. Accessed at:
https://aspe.hhs.gov/reports/extendingmedicaid-postpartum-coverage-2023-update.

28 Four in 5 Pregnancy-Related Deaths in the U.S. Are Preventable. Centers for Disease Control and Prevention. September
2022. Accessed at: https://www.cdc.gov/media/releases/2022/p0919-pregnancy-related-deaths.html.

2 Cohen RA and Martinez ME. Health Insurance Coverage: Early Release of Estimates From the National Health Interview
Survey, January-June 2023. National Center for Health Statistics. December 2023. Accessed at:
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur202312.pdf

30 sygar S, Peters C, De Lew N, Sommers BD. Medicaid Churning and Continuity of Care: Evidence and Policy
Considerations Before and After the COVID-19 Pandemic (Issue Brief No. HP-2021-10). Office of the Assistant Secretary for
Planning and Evaluation, U.S. Department of Health and Human Services. April 2021. Accessed at:
https://aspe.hhs.gov/sites/default/files/migrated legacy files//199881/medicaid-churning-ib.pdf

31 Hogan C, Volkov E, Peters C, De Lew N, Buchmueller T. New Federal 12-Month Continuous Eligibility Expansion: Over 17
Million Children Could Gain New Protections from Coverage Disruptions. (Issue Brief No. HP-2024-10). Office of the
Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. March 2024. Accessed
at: https://aspe.hhs.gov/reports/increased-childrens-coverage-continuous-eligibility-expansion.

32 HHS Releases New Guidance to Encourage States to Apply for New Medicaid Reentry Section 1115 Demonstration
Opportunity to Increase Health Care for People Leaving Carceral Facilities. Centers for Medicare & Medicaid Services. April
2023. Accessed at: https://www.cms.gov/newsroom/press-releases/hhs-releases-new-guidance-encourage-states-apply-
new-medicaid-reentry-section-1115-demonstration.

33 Letter to State Health Officials on Provision of Medicaid and CHIP Services to Incarcerated Youth. Medicaid SHO #24-
004. July 23, 2024. Accessed at: https://www.medicaid.gov/federal-policy-guidance/downloads/sh024004.pdf.

34 Innovation and Opportunities to Address Social Determinants of Health in Medicaid Managed Care. Institute for
Medicaid Innovation. January 2019. Accessed at: https://medicaidinnovation.org/wp-content/uploads/2022/11/2019-
IMI-Social Determinants of Health in Medicaid-Report.pdf.

35 Opportunities in Medicaid and CHIP to Address Social Determinants of Health. Medicaid.gov. January 7, 2021.
Accessed at: https://www.medicaid.gov/sites/default/files/2022-01/sh021001 0.pdf.

36 HHS Offers States Flexibility to Better Address Medicaid Enrollees’ Needs. Centers for Medicare & Medicaid Services.
January 4, 2023. Accessed at: https://www.cms.gov/newsroom/press-releases/hhs-offers-states-flexibility-better-
address-medicaid-enrollees-needs.

September 2024 ISSUE BRIEF 14



37 Coverage of Services and Supports to Address Health-Related Social Needs in Medicaid and CHIP. Medicaid.gov.
November 16, 2023. Accessed at: https://www.medicaid.gov/federal-policy-guidance/downloads/cib11162023.pdf.

38 Leveraging In Lieu of Services in Medicaid Managed Care. National Association of State Legislatures. December 20,
2023. Accessed at: https://www.ncsl.org/health/leveraging-in-lieu-of-services-in-medicaid-managed-care

39 Ensuring Access to Medicaid Services Final Rule (CMS-2442-F). Centers for Medicare & Medicaid Services. April 2024.
Accessed at: https://www.cms.gov/newsroom/fact-sheets/ensuring-access-medicaid-services-final-rule-cms-2442-f

40 Delivering Service in School-based Settings: A Comprehensive Guide to Medicaid Services and Administrative Claiming.
Centers for Medicare & Medicaid Services. May 2023. Accessed at: https://www.cms.gov/newsroom/fact-
sheets/delivering-service-school-based-settings-comprehensive-guide-medicaid-services-and-administrative

41 Knopf JA., Finnie RKC, Peng Y, et al. School-Based Health Centers to Advance Health Equity. Am J Prev Med.
2016;51(1):114-126.Accessed at: https://doi.org/10.1016/j.amepre.2016.01.009

42 Mulcahy AW, Eibner C, and Finegold K. Gaining Coverage Through Medicaid Or Private Insurance Increased Prescription
Use And Lowered Out-Of-Pocket Spending. Health Affairs. 2016;35(9):1725-1733. Accessed at:
https://doi.org/10.1377/hlthaff.2016.0091

43 COVID-19 PHE Unwinding Section 1902(e)(14)(A) Waiver Approvals. Medicaid.gov. Accessed at:
https://www.medicaid.gov/resources-for-states/coronavirus-disease-2019-covid-19/unwinding-and-returning-regular-
operations-after-covid-19/covid-19-phe-unwinding-section-1902e14a-waiver-approvals/index.html

4 HHS Takes Additional Actions to Help People Stay Covered During Medicaid and CHIP Renewals. Health and Human
Services Press Office. March 28, 2024. Accessed at: https://www.hhs.gov/about/news/2024/03/28/hhs-takes-additional-
actions-to-help-people-stay-covered-during-medicaid-and-chip-renewals.html.

45 Medicaid and CHIP National Summary of Renewal Outcomes — January 2024 and National Summary to Date. April 2024.
Centers for Medicare and Medicaid Services. Accessed at: https://www.medicaid.gov/resources-for-
states/downloads/january-2024-national-summary-renewal-outcomes.pdf

46 National Uninsured Rate Remains at 7.7 Percent in the Fourth Quarter of 2023. ASPE Issue Brief. May 29, 2024.
Accessed at: https://aspe.hhs.gov/reports/national-uninsured-rate-remains-77-percent-q4-2023.

47 Buchmueller, T, Ham, JC, and Shore-Sheppard, L. Economics of Means-Tested Transfer Programs in the United States.
University of Chicago. 2016. Accessed at: https://www.nber.org/books-and-chapters/economics-means-tested-transfer-
programs-united-states-volume-1/medicaid-program.

48 Boudreaux MH, Golberstein E, McAlpine DD. The long-term impacts of Medicaid exposure in early childhood: Evidence
from the program's origin. J Health Econ. 2016;45:161-175. Accessed at: https://doi.org/10.1016/j.jhealeco.2015.11.001
4 Sohn H. Medicaid's lasting impressions: Population health and insurance at birth. Soc Sci Med. 2017;177:205-212.
Accessed at: https://doi.org/10.1016/j.socscimed.2017.01.043

50 Goodman-Bacon, A. Public Insurance and Mortality: Evidence from Medicaid Implementation. Journal of Political
Economy. 2018 126(1). Accessed at: https://doi-org.hhsnih.idm.oclc.org/10.1086/695528

51 Goodman-Bacon, A. The Long-Run Effects of Childhood Insurance Coverage: Medicaid Implementation, Adult Health
and Labor Market Outcomes. American Economic Review. 2021 111(18). Accessed at: https://doi-
org.hhsnih.idm.oclc.org/10.1257/aer.20171671

52 Currie, J and Gruber, J. Saving Babies: The Efficacy and Cost of Recent Changes in the Medicaid Eligibility of Pregnant
Women. Journal of Political Economy. 1996 194 (6). Accessed at: https://doi-org.hhsnih.idm.oclc.org/10.1086/262059

53 Dubay L, Joyce T, Kaestner R, Kenney GM. Changes in prenatal care timing and low birth weight by race and
socioeconomic status: implications for the Medicaid expansions for pregnant women. Health Serv Res. 2001;36(2):373-
398. Accessed at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1089229/

54 Dave, D. Re-Examining the Effects of Medicaid Expansions for Pregnant Women. NBER Working Paper No. w14591
2008. Accessed at: https://www.nber.org/papers/w14591

55 East CN, Miller S, Page M, and Wherry LR. Multigenerational Impacts of Childhood Access to the Safety Net: Early Life
Exposure to Medicaid and the Next Generation's Health. American Economic Review. 2023. 113 (1). Accessed at
https://doi.org/10.1257/aer.20210937

56 Currie, J and Gruber J. Health Insurance Eligibility, Utilization of Medical Care, and Child Care. Quarterly Journal of
Economics. 1996. Accessed at: https://doi.org/10.2307/2946684

September 2024 ISSUE BRIEF 15



57 Card, D and Shore-Sheppard, LD. Using Discontinuous Eligibility Rules to Identify the Effects of the Federal Medicaid
Expansions on Low-Income Children. Review of Economics and Statistics. 2004 86(3). Accessed at: https://doi-
org.hhsnih.idm.oclc.org/10.1162/0034653041811798

58 Bronchetti ET. Public insurance expansions and the health of immigrant and native children. Journal of Public
Economics. 2014;120:205-219. Accessed at: https://doi.org/10.1016/j.jpubeco.2014.09.011

59 Currie J Decker S and Lin W. Has Public Health Insurance for Older Children Reduced Disprities in Access to Care and
Health Outcomes? Journal of Health Economics. 2008. 27(6). Accessed at: https://doi.org/10.1016/j.jhealeco.2008.07.002
60 Joyce T and Racine A. CHIP Shots: Association Between the State Children’s Health Insurance Programs and
Immunization Coverage and Delivery. NBER Work Paper 9831. July 2003. Accessed at:
https://www.nber.org/papers/w9831

51 Wherry L, Miller S, Kaestner R and Meyer BD. Childhood Medicaid Coverage and Later Life Health Care Utilization.
Review of Economics and Statistics. 2018 100(2). Accessed at: https://doi.org/10.1162/REST a 00677

52 Miller S, Wherry LR. The Long-Term Effects of Early Life Medicaid Coverage. Journal of Human Resources. 2019 54(3).
Accessed at: https://doi-org.hhsnih.idm.oclc.org/10.3368/jhr.54.3.0816.8173r1

53 Thompson O. The long-term health impacts of Medicaid and CHIP. Journal of Health Economics. 2017;51:26-40.
Accessed at: https://doi.org/10.1016/].jhealeco.2016.12.003

84 Wherry L and Meyer BD. Saving Teens: Using a Policy Discontinuity to Estimate the Effects of Medicaid Eligibility.
Journal of Human Resources. 2016. Accessed at: https://doi.org/10.3368/jhr.51.3.0913-5918R1

55 Brown D, Kowalski A, and Lurie, N. Long-Term Impacts of Childhood Medicaid Expansions on Outcomes in Adulthood.
Review of Economic Studies. March 2020. Accessed at: https://doi.org/10.1093/restud/rdz039

% Levine P. and Schanzenbach D. The Impact of Children's Public Health Insurance Expansions on Educational Outcomes.
NBER 2008. Accessed at: https://www.nber.org/papers/w14671.

7 Qureshi J and Gangopadhyaya, A. Childhood Medicaid Eligibility and Human Capital. Economics of Education Review.
June 2021. Accessed at: https://doi.org/10.1016/j.econedurev.2021.102092

68 Cohodes SR, Grossman DS, Kleiner SA, Lovenheim MF. The Effect of Child Health Insurance Access on Schooling:
Evidence from Public Insurance Expansions. Journal of Human Resources 2016 51(3). Accessed at:
https://doi.org/10.3368/jhr.51.3.1014-6688R1

9 Arenberg, S, Neller, S, and Striping,S. The Impact of Youth Medicaid Eligibility on Adult Incarceration. American
Economic Journal: Applied Economics 2024 16(1). Accessed at: https://doi-
org.hhsnih.idm.oclc.org/10.1257/app.20200785

7 Mazurenko O, Balio CP, Agarwal R, Carroll AE, and Menachemi, N. The Effects of Medicaid Expansion Under the ACA: A
Systematic Review. Health Affairs. June 2018. Accessed at: https://doi-org.hhsnih.idm.oclc.org/10.1377/hlthaff.2017.1491
72 Miller S and Wherry LR. Health and Access to Care during the First 2 Years of the ACA Medicaid Expansions. The New
England Journal of Medicine. 2017;376:947-956. Accessed at: https://doi.org/10.1056/NEJMsal612890

72 Shartzer A, Long SK., and Anderson N. Access To Care And Affordability Have Improved Following Affordable Care Act
Implementation; Problems Remain. Health Affairs. 2016;35(1):161-168. Accessed at: https://doi-
org.ezproxyhhs.nihlibrary.nih.gov/10.1377/hlthaff.2015.0755

73 Medicaid Expansion Impacts on Insurance Coverage and Access to Care. Office of the Assistant Secretary for Planning
and Evaluation, U.S. Department of Health and Human Services. January 2017. Accessed at:
https://aspe.hhs.gov/sites/default/files/migrated legacy files//172051/medicaidexpansion.pdf

74 Sommers BD, Gunja MZ, Finegold K, et al. Changes in Self-reported Insurance Coverage, Access to Care, and Health
Under the Affordable Care Act. JAMA. 2015;314(4):366-374. Accessed at: https://doi.org/10.1001/jama.2015.8421

7> Guth, M and Ammula M. Building on the Evidence Base: Studies on the Effects of Medicaid Expansion, February 2020 to
March 2021. Kaiser Family Foundation. March 2021. Accessed at: https://www.kff.org/medicaid/report/building-on-the-
evidence-base-studies-on-the-effects-of-medicaid-expansion-february-2020-to-march-2021/.

76 Soni A, Wherry LR, and Simon KI. How Have ACA Insurance Expansions Affected Health Outcomes? Findings From The
Literature. Health Affairs. 2020;39(3):371-378. Accessed at: https://doi.org/10.1377/hlthaff.2019.01436

77 Miller, S, Johnson, N, and Wherry, LR. Medicaid and Mortality: New Evidence from Linked Survey and Administrative
Data. NBER Work Paper 26081. January 2021. Accessed at: https://www.nber.org/papers/w26081

September 2024 ISSUE BRIEF 16



78 Borgschute M and Vogler J. Did the ACA Medicaid Expansion Save Lives? Health Economics July 2020. Accessed at:
https://doi-org.hhsnih.idm.oclc.org/10.1016/j.jhealeco.2020.102333

7 Wyse, A and Meyer, B Saved by Medicaid: New Evidence on Health Insurance and Mortality from the Universe of Low-
Income Adults. U. of Chicago. October 2023. Accessed at: https://harris.uchicago.edu/files/inline-

files/Wyse CensusMedicaid.pdf.

80 Marketplace Coverage and Economic Benefits: Key Issues and Evidence (Issue Brief No. HP-2022-22). Office of the
Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. July 2022. Accessed at:
https://aspe.hhs.gov/reports/marketplace-coverage-economic-benefits.

81 Kluender R, Mahoney N, Wong F et al. Medical Debt in the US, 2009-2020. JAMA. 2021. 2021;326(3):250-256. Accessed
at: https://jamanetwork.com/journals/jama/fullarticle/2782187.

82 Dodini S. Insurance Subsidies, the Affordable Care Act, and Financial Stability. Journal of Policy Analysis and
Management. 2023; 42(1):37-136. Accessed at: https://doi.org/10.1002/pam.22418.

8 Hu L, Kaestner R, Mazumder B, Miller S, and Wong A. The effect of the affordable care act Medicaid expansions on
financial wellbeing. Journal of Public Economics. 2018;163:99-112. Accessed at:
https://doi.org/10.1016/j.jpubeco.2018.04.009.

84 Allen H, Swanson A, Wang J, and Gross T. Early Medicaid Expansion Associated With Reduced Payday Borrowing In
California. 2017;36(10):1769-1776. Accessed at: https://doi.org/10.1377/hlthaff.2017.0369.

85 Sojourner A and Golberstein E. Medicaid Expansion Reduced Unpaid Medical Debt and Increased Financial Satisfaction.
Health Affairs Forefront. July 2017. Accessed at: https://www.healthaffairs.org/content/forefront/medicaid-expansion-
reduced-unpaid-medical-debt-and-increased-financial-satisfaction

86 Brevoort, K, Grodzicki, D and Hackmann, M. The Credit Consequences of Unpaid Medical Bills. Journal of Public
Economics. July 2020. Accessed at: https://doi-org.hhsnih.idm.oclc.org/10.1016/j.jpubeco.2020.104203

87 Brevoort, K, Grodzicki, D and Hackmann, M. 2017. “Medicaid and Financial Health.” NBER Working Paper 24002.
Accessed at: https://www.nber.org/system/files/working papers/w24002/w24002.pdf.

88kuroki, M. The Effect of Health Insurance Coverage on Personal Bankruptcy: Evidence from the Medicaid Expansion.
Review of Economics of the Household. July 2020. Accessed at: https://doi.org/10.1007/s11150-020-09492-0

8 Gross, T and Notowidigdo, MJ. Health insurance and the consumer bankruptcy decision. Evidence from expansions of
Medicaid. Journal of Public Economics. 2011. Accessed at: https://doi-
org.hhsnih.idm.oclc.org/10.1016/j.jpubeco.2011.01.012

% Mazumber A and Miller S. The Effects of the Massachusetts health reform on financial distress. American Economic
Journal. 2016. Accessed at: https://doi.org/10.1257/pol.20150045

9 Finkelstein, A et al. The Oregon Health Insurance Experiment: Evidence from the First Year. Quarterly Journal of
Economics 2012 127(3). Accessed at: https://doi-org.hhsnih.idm.oclc.org/10.1093/qje/qjs020

92 Garthwaite C, Gross T, Notowidigdo MJ. Hospitals as Insurers of Last Resort. American Economic Journal: Applied
Economics. 2018;10(1):1-39. Accessed at: https://doi.org/10.1257/app.20150581

93 Blavin F. Association Between the 2014 Medicaid Expansion and US Hospital Finances. JAMA. 2016;316(14):1475-1483.
Accessed at: https://doi.org/10.1001/jama.2016.14765

% Dranove D, Garthwaite C, Ody C. Uncompensated Care Decreased At Hospitals In Medicaid Expansion States But Not At
Hospitals In Nonexpansion States. Health Affairs. 2016; 35(8):1471-1479. Accessed at:
https://doi.org/10.1377/hlthaff.2015.1344.

% Rhodes JH, Buchmueller RC, Levy HG, Nikpay SS. Heterogeneous Effects of the ACA Medicaid Expansion on Hospital
Financial Outcomes. Contemporary Economic Policy. 2020;38(1):81-93. Accessed at: https://doi.org/10.1111/coep.12428.
% Lindrooth RC, Perraillon MC, Hardy RY, and Tung GJ. Understanding The Relationship Between Medicaid Expansions And
Hospital Closures. Health Affairs. 2018;37(1):111-120. Accessed at: https://doi.org/10.1377/hlthaff.2017.0976.

97 Levinson A, Godwin J and Hulver S. Rural Hospitals Face Renewed Financial Challenges Especially in States that have no
Expanded Medicaid. Kaiser Family Foundation. February 23, 2023. Accessed at: https://www.kff.org/health-costs/issue-
brief/rural-hospitals-face-renewed-financial-challenges-especially-in-states-that-have-not-expanded-medicaid/.

% Hendren N and Sprung-Keyser B. A Unified Welfare Analysis of Government Policies. Quarterly Journal of Economics.
2020. Accessed at: https://doi-org.hhsnih.idm.oclc.org/10.1093/aje/qjaa006

September 2024 ISSUE BRIEF 17



% Exploring the Effects of Medicaid During Childhood on the Economy and the Budget. Congressional Budget Office
Working Paper 2023-07. November 2023. Accessed at: https://www.cbo.gov/publication/59231.

100 gyettgens M and Ramchandani U. 2.3 Million People Would Gain Health Coverage in 2024 if 10 States Were to Expand
Medicaid Eligibility. Urban Institute. October 2023. Accessed at: https://www.urban.org/research/publication/23-million-
people-would-gain-health-coverage-2024-if-10-states-were-expand.

101 5 Charts on Public Option on Medicaid. Kaiser Family Foundation. May 23, 2024. Accessed at:
https://www.kff.org/medicaid/poll-finding/5-charts-about-public-opinion-on-medicaid/.

102 Health Care on the Ballot. Ballotpedia. Accessed at: https://ballotpedia.org/Healthcare on the ballot.

103 Ward, B. The Impact of Medicaid Expansion on States’ Budgets. The Commonwealth Fund. May 5, 2020. Accessed at:
https://www.commonwealthfund.org/publications/issue-briefs/2020/may/impact-medicaid-expansion-states-budgets.
104 Healthy Michigan Plan Savings and Cost Estimates. Michigan House Fiscal Agency. October 30, 2018. Accessed at:
https://www.house.mi.gov/hfa/PDF/Alpha/Fiscal Briefing HMP Savings and Cost Estimates.pdf.

105 | evy H., Ayanian J., Buchmueller TC, Grimes DR, and Elrhlich G. Macroeconomic Feedback Effects of Medicaid
Expansion: Evidence from Michigan. Journal of Health Policy Politics and Law. 2020 45(1). Accessed at: https://doi-
org.hhsnih.idm.oclc.org/10.1215/03616878-7893555

106 Henderson M, Betley C, Stockwell I, Middleton A, Clark M, and Woodcock C. The Economic impact of Medicaid
expansion in Mississippi. The Hilltop Institute, University of Maryland Baltimore County. January 2022. Accessed at:
https://hilltopinstitute.org/wp-content/uploads/publications/EconomicimpactMedicaidExpansionMississippi-
TechnicalReport-Jan2022.pdf.

107 Striar A, Boozang P, and Mann C. Assessing the Fiscal Impact of Medicaid Expansion in Mississippi.Manatt Health.
November 2021. Accessed at: https://www.manatt.com/Manatt/media/Documents/Articles/RWJF-CF Fiscal-Impact-of-
Medicaid-Expansion-in-MS-Nov-2021 b.pdf

108 The Economic Impact of Expanding Medicaid in Alabama. The Public Affairs Research Council of Alabama. 2022.
Accessed at: https://parcalabama.org/wp-content/uploads/2022/01/Economic-Analysis-of-Alabama-Medicaid-
Expansion.pdf.

109 Medicaid Expansion and the Louisiana Economy. March 2018. Accessed at:
https://gov.louisiana.gov/assets/MedicaidExpansion/MedicaidExpansionStudy.pdf.

110 Florida Medicaid Expansion. Leavitt Partners. September 2019. Accessed at:
https://www.commonwealthfund.org/sites/default/files/2024-04/Florida-Medicaid-Expansion final.pdf.

111 Analysis of the Fiscal Impact of Medicaid Expansion in Missouri. Washington University Center for Health Economics
and Policy. February 2019. Accessed at: https://mffh.org/wp-content/uploads/2023/04/Analysis-of-the-Fiscal-Impact-of-
Medicaid-Expansion-in-Missouri.pdf.

112 Gruber J. and Sommers B. Paying for Medicaid — State Budgets and the Case for Expansion in the Time of Coronavirus.
New England Journal of Medicine. 2020. 382(24). Accessed at: https://doi-
org.hhsnih.idm.oclc.org/10.1056/NEJMp2007124

113 Assessing the Fiscal Impact of Medicaid Expansion Following the Enactment of the American Rescue Plan Act of 2021.
Manatt. April 2021. Accessed at: https://www.manatt.com/Manatt/media/Documents/Articles/ARP-Medicaid-
Expansion.pdf.

September 2024 ISSUE BRIEF 18



U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Office of the Assistant Secretary for Planning and Evaluation

200 Independence Avenue SW, Mailstop 447D
Washington, D.C. 20201

For more ASPE briefs and other publications, visit:
aspe.hhs.gov/reports

Okr400
PP
[=]!

ABOUT THE AUTHORS

Rose Chu is an Analyst in the Division of Health Care Access and
Coverage for the Office of Health Policy in ASPE.

Christie Peters is the Director of the Division of Health Care
Access and Coverage for the Office of Health Policy in ASPE.
Thomas Buchmueller is the Deputy Assistant Secretary of the
Office of Health Policy in ASPE.

SUGGESTED CITATION

Chu R, Peters C, Buchmueller T. Medicaid: The Health and
Economic Benefits of Expanding Eligibility (Issue Brief No. HP-
2024-17). Office of the Assistant Secretary for Planning and
Evaluation, U.S. Department of Health and Human Services.
September 2024.

COPYRIGHT INFORMATION

All material appearing in this report is in the public domain and
may be reproduced or copied without permission; citation as to
source, however, is appreciated.

DISCLOSURE
This communication was printed, published, or produced and
disseminated at U.S. taxpayer expense.

Links and references to information from non-governmental
organizations are provided for informational purposes and are
not an HHS endorsement, recommendation, or preference for
the non-governmental organizations.

September 2024 ISSUE BRIEF 19



Subscribe to ASPE mailing list to receive
email updates on new publications:
https://list.nih.gov/cgi-bin/wa.exe?SUBED1=ASPE-HEALTH-POLICY&A=1

For general questions or general
information about ASPE:
aspe.hhs.gov/about

September 2024 ISSUE BRIEF 20



