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To become eligible for 
Medicaid, an individual 
might have to visit a welfare 

office in the middle of the day sev-
eral times, for a face-to-face inter-
view, and struggle with confusing 
paperwork in order to prove his or 
her income. That scenario, however, 
may soon become a thing of the past.

While Medicaid programs have 
typically adopted a “gatekeeper” 
approach to enrollment, a sea change 
is under way. Beginning in 2014, the 
Patient Protection and Affordable 
Care Act will require states to use 
a “no wrong door” approach. This 
ensures that individuals will be able 
to enroll in whatever kind of assis-

tance they are eligible for, by going 
through the process once. 

“If the process of enrollment is 
made more family-friendly, and 
more consumer-friendly, that will 
go a long way toward increasing 
participation,” says Stan Dorn, a 
senior fellow at the Urban Institute 
in Washington, DC.

While the vast majority of states 
are only beginning to analyze 
the changes that will be needed, 
a handful of Medicaid programs 
already have made significant prog-
ress. “Two states that stand out are 
Massachusetts and Louisiana, from 
different aspects of the process,” 

See Medicaid challenged on page 2

Ohio Medicaid is set to go 
live in December 2010 with 
a new claims adjudication 

system. This is expected to result in 
significant savings for the program, 
says Tracy Plouck, Ohio’s Medicaid 
director. “We’re going to have a 
front-end claims editor, which we 
see as a benefit relative to where we 
are today,” says Ms. Plouck.

The multiyear initiative started 
back in 2004. “We are now finish-
ing the development process. We are 
moving into a robust period of test-
ing on a number of different fronts,” 
she says. 

However, Ms. Plouck says that 

after talking with other Medicaid 
directors who have gone through 
conversions to other systems recently, 
she expects it will take about a year 
after going live to stabilize the system 
and achieve federal certifications. 
“So, any cost savings that would be 

r e a l -
i z e d 
would 
l i k e l y 

occur beyond that point,” she says.  
An enhanced Web portal will give 

providers more self-service function-
ality. “We will have less of a paper-
based system. We see that as a great 

Fiscal Fitness:  
How States Cope

See Fiscal Fitness on page 3

Medicaid challenged to shed “gate-
keeper” image, simplify enrollment

Ohio Medicaid’s new claims  
system about to go live
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says Mr. Dorn. “Since enactment 
of its 2006 reforms, and indeed 
before that, Massachusetts has done 
a great job streamlining enrollment. 
Louisiana has done a fabulous job 
streamlining retention.”

Only one application 

Massachusetts has reduced the 
percentage of residents without cov-
erage to less than 3%. In addition to 
the individual mandate and the sub-
sidies for coverage, Mr. Dorn says 
that other less well-known policies 
have contributed to this successful 
outcome. 

For instance, multiple subsidy 
programs are integrated into a single 
system for applications and eligi-
bility determination. One applica-
tion form is used for Medicaid, 
the Children’s Health Insurance 
Program, the state’s Commonwealth 
Care subsidy program created in 
2006, the state’s program to reim-
burse hospitals and clinics for 
uncompensated care, and state-
funded programs serving immigrant 
children. 

As a consumer, you don’t need to 
worry about which program to apply 
to. You just fill out the form, send it 
in, and are told which programs you 
qualify for. “The Medicaid agency 
determines eligibility for all these 
different programs, including those 
run by different agencies in the state 
government. So, that has helped 
greatly,” says Mr. Dorn. 

Massachusetts also uses data to 
establish eligibility whenever pos-
sible. This means that individuals 
don’t need to complete any appli-
cation form at all. For example, 
the state had a previous program 
for subsidizing hospital care. When 
data from the state pool showed 
that somebody qualified for the new 

Commonwealth Care subsidy, the 
person was automatically found eli-
gible and didn’t have to submit an 
application. 

“About a year and a half after the 
program got under way, roughly one 
in four residents had their eligibility 
for subsidies granted automatically 
based on data, without any need to 
complete application forms,” says 
Mr. Dorn. 

Another thing that Massachusetts 
did to streamline enrollment was to 
engage a network of private agencies 
to complete applications on behalf 
of consumers. 

“There is a long-standing system 
of state and foundation support for 
community-based organizations 
in Massachusetts,” says Mr. Dorn. 
This helps educate local communi-
ties and also helps consumers fill out 
forms.

“The state also said to hospi-
tals and clinics that they would get 
no money from the state indigent 
care funds for patients who did not 
complete the standard application 
form,” says Mr. Dorn. 

That led hospitals and health cen-
ters to hire staff to complete appli-
cations for consumers. More than 
half of all successful applications 
for subsidies were completed by 
community-based organizations or 
health care providers, rather than by 
consumers themselves. 

“The vast majority of newly 
enrolled consumers did not have to 
fill out paperwork in Massachusetts. 
That was a very important factor 
in the state’s dramatic progress in 
reducing the number of the unin-
sured,” says Mr. Dorn.

In Louisiana, when a child on 
Medicaid comes up for renewal at 
the end of an eligibility period, the 
state first checks available data to see 
if the child qualifies automatically. 
If available data show a reasonable 
certainty of continued eligibility, the 
child is simply renewed. If the data 
do not resolve eligibility questions, 
the family is contacted for more 



August 2010           State Health Watch 3

information and is encouraged to 
provide that information by phone.

“Only when all those measures 
fail is the family required to com-
plete paperwork,” says Mr. Dorn. 
“As a result, less than 1% of chil-
dren have their coverage termi-
nated for procedural reasons at the 
end of eligibility periods, which is 
an extraordinary accomplishment.”

At the same time, the state is 
among the best in the country in 
its federal track record to prevent 
erroneous eligibility determina-
tions. “So, Louisiana showed you 
can maximize coverage available 
to children and safeguard program 
integrity, by significantly stream-
lining enrollment and retention 
procedures,” says Mr. Dorn. 

Objective data

Concerns have been raised 

that if it’s too easy to get onto 
Medicaid, this increases the likeli-
hood for mistakes and fraud. “But, 
that is not necessarily so,” says Mr. 
Dorn. “If you base eligibility on 
hard, objective data, rather than 
application forms, you simulta-
neously improve the accuracy of 
decisions and reduce the burden 
on consumers.”

By using data to renew eligibility, 
Louisiana increased the percentage 
of eligible children who got health 
coverage and reduced the adminis-
trative cost of determining eligibil-
ity. “It also helped lead to some of 
the country’s lowest error rates, as 
found by the federal government,” 
notes Mr. Dorn. 

“To the extent you can base eli-
gibility on good, solid data, you are 
protecting yourself from program 
integrity problems while you are 
sparing consumers needless paper-

work,” says Mr. Dorn. “This means 
more of them complete the process 
and get coverage.”

States are already using data for 
many things, such as the Income 
Eligibility Verification System 
(IEVS), where a sample of the 
population is checked using data 
from state workforce agencies, tax 
records, and other sources. “So, 
states are moving in this direction 
from a program integrity stand-
point,” says Mr. Dorn. “These are 
solvable problems, but it will take 
resources and it will take effort. 
People can’t sit back and wait.” 

(See related stories on dramatic 
increases in Medicaid enrollment, 
p. 5, challenges posed by the “no 
wrong door” approach, p. 5, and 
Massachusetts’ efforts to streamline 
eligibility, p. 7.)

Contact Mr. Dorn at (202) 261-
5561 or sdorn@urban.org.  ■

efficiency from an administrative 
perspective, both for the provider 
community and for our state staff,” 
says Ms. Plouck. 

A consumer tracking system will 
be used for inquiries. “If a provider 
were to call five different folks in a 
number of months, we would have a 
record of interactions with that spe-
cific provider,” says Ms. Plouck.

A smart prior authorization 
function is planned for 2011. This 
would autogenerate some requests 
for authorization for individuals for 
specific services, based on claims 
history and diagnosis codes. “So, 
that would be a provider efficiency, 
as well as a staff efficiency,” says Ms. 
Plouck.

Ms. Plouck says that the system 
puts the state in a better position in 
terms of changes required by health 
care reform on the claims payment 
side. “It is a rules-based system, so 

hopefully we would have a reason-
able level of flexibility to effect 
changes on the claims side,” she 
says. “It’s easier to effect changes 
than if you had to go in and actually 
hard code your legacy system.”

While the system is going live 
later this year, the major impact of 
eligibility expansion won’t occur 
until several years later. “So, we will 
have a period of time to get com-
fortable in our new environment,” 
says Ms. Plouck. “We can plan for 
what changes need to be made in 
the system.”

Plan for unanticipated impact

Ohio Medicaid’s eligibility system 
is shared between the state and the 
counties. “Because the county has a 
direct interface with the consumer, 
it is a system that touches a number 
of our different programs, includ-
ing Medicaid,” says Ms. Plouck. 
“Speaking from Ohio’s perspective, 
the eligibility system is much more 

of a concern to me. It is an aged leg-
acy system, and there is more risk to 
effecting changes there.”

Any potential impact to other 
programs must be considered with 
any changes made related to health 
care reform from an information 
technology (IT) perspective, includ-
ing the coding of the system and any 
policy implications.

“We have to be very planful in 
our approach,” says Ms. Plouck. 
“Our system is about 20 years old, 
so there is a lot of hard-coded logic. 
We will need to be very careful. We 
need to make sure we don’t break 
anything in the system by making 
changes that will have any unantici-
pated impact anywhere else.”

It is too early to say if the system 
will need to be replaced, says Ms. 
Plouck. One reason is that, cur-
rently, the federal government does 
not offer an enhanced match for eli-
gibility systems work, as it does for 
claims adjudication systems. 

“To the extent that any state is 

Fiscal Fitness
Continued from page 1
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contemplating a replacement or 
major upgrade, it would be at the 
regular match — not anything 
enhanced,” says Ms. Plouck. “So, 
as we move forward in Ohio, we are 
going to be very deliberate about the 
extent of the changes that need to 
be made. We will then make a fiscal 
decision. Do we enhance what we 
have, or do we procure something 
new? We are not at the juncture 
where we are making that decision.”

Even if the decision was made to 
procure something new, this would be 
a multiyear initiative, adds Ms. Plouck.

“We will need to assess the 
options from a technical perspective 
and make our decision, probably in 
the context of the next biennial bud-
get,” says Ms. Plouck. “We would 
need to know by that stage what our 
plan is going forward.”

Currently, Ohio Medicaid is in 
the process of identifying specifics 
in the health care reform bill and 
comparing these to what the current 
programs contain. The next step is 
determining what decision points 
will be, going forward, for various 
factors. For example, the benefit 
package that will be available for 
the expansion population may end 
up being different from what a state 
Medicaid agency currently offers. 

“So, there may be some policy 
decisions related to that,” says Ms. 
Plouck. “Also, we know the eligibil-
ity process will be different, because 
there is a new eligibility methodol-
ogy for some consumers. We need to 
be mindful of the technical changes 
that need to be made to our admin-
istrative code rules, to our IT sys-
tems, consumer notice, all kinds of 
details.”

At the same time, there are differ-
ent time frames for matching rates, 
and different federal reimbursement 
rates for different services and differ-
ent populations. All of this must be 
considered. “As we work to quantify 
what this is going to mean in terms 
of future years, we will need to layer 
all these moving parts on top of each 

other. So that work is under way,” 
says Ms. Plouck. 

Possible fiscal opportunities

The state’s current biennial bud-
get bill, which is effective from July 
1, 2009, through June 30, 2011, 
calls for the Medicaid program to 
cost-avoid about $2.5 billion dol-
lars. Ms. Plouck says this will be 
done through a combination of 
reduction strategies and revenue 
augmentation. 

“We have made some changes in 
provider assessment, for example, on 
the revenue side,” says Ms. Plouck. 
“We really have been quite aggres-
sive in our contributions to help bal-
ance the state budget. But we try to 
do it in a manner that protects con-
sumer interests.”

In February 2010, Ohio Medicaid 
carved out the pharmacy ben-
efit from its managed care plans. 
However, plans are now expressing 
an interest in retaking control of the 
pharmacy benefit, now that changes 
to the Drug Rebate Equalization 
Act allow managed care organiza-
tions to achieve the same level of 
rebates as state agencies have been 
able to realize. 

“What we’ve told the plans and 
stakeholders is that we really need 
to assess the overall fiscal impact of 
the rebate changes to the Medicaid 
program and examine what subse-
quent policy changes might mean,” 
says Ms. Plouck. The fiscal impact 
of leaving it carved out, as opposed 
to putting it back in, is still being 
calculated.

“There are related policy impli-
cations as well,” says Ms. Plouck. 
“For instance, we like the concept 
that we have a single formulary and 
single pharmaceutical authorization 
process for all of our Medicaid con-
sumers in Ohio. If we carve back 
in managed care responsibility for 
pharmacy, that would certainly be a 
point of discussion with the plan.” 

 Ohio Medicaid is also looking 

closely at how health care reform 
could help it to expand on its cur-
rent quality initiatives involving 
hospitals. “There are some dem-
onstration projects, some of which 
have specific funding identified and 
some of which do not, that may 
help to further those things. But at 
this point, we haven’t set priorities 
around which ones we would actu-
ally pursue,” says Trish Martin, 
Medicaid health reform project lead 
at Ohio’s Department of Job and 
Family Services. 

Growth was planned

Since Ohio is a state that tends to 
lag behind national recovery efforts, 
continued caseload growth in 2010 
was anticipated. “And in fact, that is 
happening,” says Ms. Plouck. “It’s 
essentially where we anticipated it 
would be and relatively consistent 
with our expectations. So, we’re not 
experiencing any budget shortfall at 
this point, because we planned for 
this.”

For the first full year after the 
2014 expansion, 540,000 individu-
als are expected to become newly 
enrolled in Ohio Medicaid because 
of the expansion to 133% of FPL, 
added to about 2 million current 
enrollees. “And, we expect to see 
almost the same number of folks 
coming through the door who 
would be eligible today but have not 
enrolled,” says Ms. Plouck. “We are 
drawing on data from state-specific 
health surveys to develop some esti-
mates in that area.”

Ms. Martin says that the legisla-
tion is bringing lots of state entities 
together to plan across the board. 
“One of the things we are trying 
to get our arms around is the new 
modified adjusted gross income 
methodology,” she says. “Today, our 
income eligibility process is really 
focused quite a bit on the makeup 
of the family. It’s not just based on 
straight income eligibility. It’s also 
based on other provisions.”
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If a person is determined not to 
be eligible post-expansion, it will 
need to be determined whether 
that person would have been eli-
gible in the old process. “So, in 
essence, we’re going to have two, 

maybe even three, processes going 
at the same time, Because we work 
with our county partners, our local 
job and family services entity, we’re 
also going to have to train them on 
those processes as well,” says Ms. 

Martin. “I’m not saying it’s insur-
mountable, but it’s going to be 
pretty complex.”

Contact Ms. Plouck at (614) 
466-4443 or tracy.plouck@jfs.ohio. 
gov.  ■

States are facing a huge increase in 
Medicaid applications under the 

Patient Protection and Affordable 
Care Act, with the total number 
of recipients projected to grow 
more than 40%, according to the 
Congressional Budget Office. “If 
states continue the traditional wel-
fare office strategies for taking and 
processing applications, I don’t 
know how they will be able to cope 
with the tsunami of applications 
that is headed their way,” says Stan 
Dorn, a senior fellow at the Urban 
Institute in Washington, DC.

Computerizing eligibility deter-
mination would allow states to do 
more with fewer administrative 
resources. “Massachusetts dramati-
cally changed the way they handle 
eligibility. It was a major sea change 
in how they did business,” says Mr. 
Dorn. “They moved out of local 
offices to a statewide office. They 
shifted away from a system based on 
caseworker discretion to one driven 
by computerized logic routines.”

This allowed a doubling of case-
load with less than a 10% increase 
in staff. “The question is whether 50 
states and the District of Columbia 
are going to be able to make a simi-
lar change between now and 2014,” 
says Mr. Dorn.

Complicating that question is 

the issue of what federal resources 
will be available for information 
technology investments related to 
eligibility. Traditionally, enhanced 
federal match for computers has 
been limited to claims processing, 
while computer upgrades related 
to eligibility benefit only from a 
Medicaid 50% match.

“My hope is that federal policy-
makers will find a way to get states 
the money they need to dramatically 
upgrade their eligibility systems,” 
says Mr. Dorn. “Otherwise, it might 
be tough for states to cope with this 
new flood of applications.”

How much money the federal 
government and states will each 
provide is an important question to 
resolve, says Mr. Dorn. However, he 
notes that Massachusetts reported 
large operational savings after an 
up-front investment in computer-
ized systems, since it became much 
cheaper to process applications.

“My impression is that states 
are looking at these issues of mod-
ernizing public benefit programs, 
including health coverage, but also 
other programs too,” says Mr. Dorn. 
“There is a lot of pressure on states 
to do more with less. Local social ser-
vices offices have been overwhelmed 
during this economic downturn; 
lots of states have been looking at 

new ways of doing business.”
This includes streamlining eligi-

bility determination for a range of 
public benefits programs. “I think 
many states are much farther along 
on this than was the case a few years 
ago,” says Mr. Dorn.

He notes that Massachusetts’ new 
eligibility system was in effect for 
several years before the 2006 reform. 
“It takes time to work the kinks out,” 
says Mr. Dorn. “Ideally, states will 
start looking at these issues within 
the next year or two. But that will 
depend on great support from the 
federal government, both financially 
and in terms of guidance.”

Mr. Dorn adds that generally 
speaking, he is impressed with how 
the U.S. Department of Health and 
Human Services is handling the situ-
ation. “I’ve been impressed at how 
quickly they’ve been moving to imple-
ment this enormous law,” he says.

He points to three different regu-
latory packages that have come out 
in just a few weeks’ time frame on 
dependent coverage, small business 
tax credits, and Medicaid reduced 
benefits packages applicable to adults. 
“That said, there are some important 
remaining questions. When they get 
answered, I think that states will be 
on firmer ground in moving for-
ward,” says Mr. Dorn.  ■

States face “tsunami” of Medicaid applications

The Medicaid expansion and the 
availability of premium cred-

its for people with incomes up to 
400% of the poverty line mean that 
millions of uninsured people will be 
able to get help paying for health 

coverage. “But, people will not 
necessarily know which program is 
right for them and their families,” 
says Judy Solomon, a senior fel-
low specializing in Medicaid and 
the Children’s Health Insurance 

Program (CHIP) at the Washington, 
DC-based Center on Budget and 
Policy Priorities.

So that people applying for cov-
erage do not have to figure this out 
on their own, the Patient Protection 

“No wrong door” poses these challenges for Medicaid
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and Affordable Care Act (PPACA) 
establishes a “no wrong door” pol-
icy for Medicaid, Children’s Health 
Insurance Program (CHIP), and 
premium credits.

“The Secretary of [the U.S. 
Department of Health and Human 
Services] HHS will design a single, 
streamlined application for all three 
programs that states can use,” says 
Ms. Solomon.

As much as possible, states will 
limit paperwork by verifying that 
applicants meet eligibility require-
ments, such as citizenship or legal 
immigrant status and income, by 
matching data available from Social 
Security and the Internal Revenue 
Service. Medicaid and CHIP pro-
grams will adopt the same definition 
of income as the health insurance 
exchanges, a new mechanism for 
consumers to purchase coverage cre-
ated by PPACA, will use for the pre-
mium credits.

“Achieving simple, streamlined 
enrollment as envisioned by the 
health reform law does present chal-
lenges for both states and the federal 
government,” says Ms. Solomon. 
Here are three:

The subsidies for coverage in 
the new state insurance exchanges 
will be delivered through tax 
credits.

Eligibility and the amount of the 
tax credits will, in most cases, be 
determined based on prior-year tax 
returns. Eligibility for Medicaid and 
CHIP, in contrast, is generally based 
on a family’s current income.

“The administration needs to 
develop rules to address these differ-
ent approaches, so people don’t fall 
through the cracks and fail to receive 
assistance for which they qualify,” 
says Ms. Solomon. 

For example, someone might 
present a prior-year tax return at 
the exchange and be told that he or 
she appears to qualify for Medicaid 
rather than a premium subsidy.  
“But that same person then could be 
denied Medicaid coverage, because 

his or her current income is too 
high,” says Ms. Solomon.   

States receive a much higher 
federal matching rate for services 
delivered to people who become 
eligible because of the health 
reform law’s Medicaid expansion 
than for services delivered to other 
Medicaid beneficiaries.

Therefore, states must establish 
methods of identifying new eligibles. 
“These methods should not require 
that each applicant is first processed 
using the new rules to determine 
eligibility and then processed under 
the old rules to determine which 
federal matching rate applies,” says 
Ms. Solomon.  

State budget shortfalls have 
resulted in layoffs and early retire-
ments among state employees, 
including experienced Medicaid 
policy staff.

Even though the coverage expan-
sion does not begin until 2014, plan-
ning for system and policy changes, 
staff training, and other key tasks 
needs to begin as soon as possible.  

“The federal government could 
help, both by getting early guid-
ance to states on the changes in 
Medicaid’s income rules and by 
developing online applications and 
data exchange systems that states 
could use,” says Ms. Solomon. 

Great potential

In terms of how HHS is going 
to interpret the health care reform 
legislation, there are still many 
unknowns. However, Stan Dorn, a 
senior fellow at the Urban Institute 
in Washington, DC, says “there is 
great potential to take these good 
practices in a small number of states 
and spread them throughout the 
country.”

For example, the legislation says 
that HHS should develop a single 
application form for Medicaid, 
CHIP, and the new tax credits pro-
vided under reform. “In each state, 
the agencies that determine eligi-

bility for these different subsidies 
need to develop a working relation-
ship. Once consumers complete the 
application form, it is processed 
seamlessly. The consumer receives 
word of any subsidies for which he 
or she is eligible,” says Mr. Dorn. 

The redefinition of Medicaid and 
CHIP eligibility, based on modified 
adjusted gross income, could poten-
tially make it much easier to determine 
eligibility than in the past. However, 
Mr. Dorn says there are concerns.

“We don’t know how HHS will 
address the situation of changing 
family circumstances. Family income 
may change a lot, and we don’t know 
how the issue of claiming enhanced 
federal matching payments will be 
addressed,” says Mr. Dorn.

In the future, income will be the 
sole determining factor for eligibil-
ity for adults. However, whether the 
state claims standard match or sub-
stantially increased match depends 
on whether the adult would have 
qualified for Medicaid under state 
law in 2009. 

“So, we don’t know how much 
information states will have to 
gather about things like assets, 
which [were] relevant in 2009 but 
will no longer be relevant starting in 
2014,” says Mr. Dorn. “It seems to 
me there are other ways to go besides 
putting these questions on the appli-
cation form. But all of this needs to 
be sorted out.”

Another potential stumbling 
block is the fact that the legislation 
doesn’t include much funding for 
community organizations to facili-
tate enrollment. “The bill says that 
exchanges need to have patient navi-
gator contracts with various kinds of 
organizations. Among the functions 
is helping individuals enroll into 
coverage, but there are other func-
tions as well,” says Mr. Dorn.

Also, there is no federal funding 
past the health care information 
exchanges’ first year of operation, so 
after that point the exchanges will 
need to raise money themselves. “I 
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worry that there will not be enough 
resources to help consumers enroll 
and maintain coverage,” says Mr. 
Dorn. “Also missing from PPACA is 
funding for public education efforts 
to help the public understand avail-

able subsidies.”
In contrast, Massachusetts laid 

the groundwork for increasing 
enrollment with a major public edu-
cation effort. “Of course, we’ve got 
plenty of time between now and 

2014. But we don’t yet know if the 
federal policymakers will come up 
with the money for public educa-
tion efforts,” says Mr. Dorn.

Contact Ms. Solomon at (202) 
408-1080 or solomon@cbpp.org.  ■

While many states are just begin-
ning the process of evaluating 

ways to streamline the Medicaid eli-
gibility process, Massachusetts did 
so a decade ago. That was when the 
state first looked into the possibility 
of developing an electronic applica-
tion for Medicaid.

“Things accelerated during the 
2002 to 2004 time frame, when we 
had a change in administration and 
there was a significant reorganiza-
tion,” says Phil Poley, chief operat-
ing officer for MassHealth.

For most of the 17 agen-
cies which are part of the state’s 
Executive Office of Health and 
Human Services, the majority of 
their beneficiaries are also Medicaid 
members. “So we decided to make 
Medicaid, in a sense, disappear as a 
state agency, and become part and 
parcel of the secretary’s office, and 
have Medicaid administration hap-
pen, when appropriate, within these 
other agencies,” says Mr. Poley.

That led to the development of 
the state’s Virtual Gateway, a web-
based portal for people to apply 
for a variety of services, including 
Medicaid. “There were legitimate 
concerns from applicants — and 
those who provide care to them — 
that we had too many doors, and 
it was confusing,” says Mr. Poley. 
“It was also motivated by a belief 
that we would save money on our 
administrative costs.”

Also, if providers were able to 
submit an application on behalf 
of a patient at the moment he or 
she arrived for care, many of those 
individuals would become eligible 
for Medicaid or another program. 

Thus, the uncompensated care pool 
funds would not have to be utilized 
for those cases.

When the Virtual Gateway first 
was made available in 2004, people 
were able to submit an application 
for several programs. Individuals 
now can apply for 11 different 
programs. On the health care side, 
people are applying for the health 
care safety net funds, Medicaid, and 
Commonwealth Care, the state’s 
expansion program covering people 
at up to 300% of the Federal Poverty 
Level (FPL).

“What it doesn’t do is put you into 
an eligibility or selection process if 
you are over 300% of the FPL,” says 
Mr. Poley. “Those are people who 
are eligible for the Commonwealth 
Choice program, which is analogous 
to the exchanges. That is more typi-
cally your commercial products that 
are available.” However, most indi-
viduals who apply do wind up being 
eligible for one of the subsidized 
programs.

Before the state’s major health 
care reforms, a platform was already 
in place for online applications. 
After the 2006 implementation, the 
MassHealth application was simply 
adjusted to accommodate the ques-
tions that Commonwealth Care 
would need answered by applicants. 

“So, in many ways, it was not a 
separate process we had to develop 
for applicants,” says Mr. Poley. “It 
was one place — this is the applica-
tion for benefits, period. We added 
the logos of all our three programs 
to all of our materials. It was clear to 
people that they were applying for 
all potential benefits through one 

front door.”
Face-to-face contact for health 

benefits is no longer required, except 
for the Temporary Cash Assistance 
for Needy Families program. 
Currently, the breakdown of appli-
cations is about 60% electronic and 
40% paper.

“Obviously, I’d like to see that 
ratio be much more electronic. 
Generally, it takes about 20 min-
utes to complete a paper applica-
tion and only nine minutes to 
complete an application online 
in the virtual gateway,” says Mr. 
Poley. “On the back end of things, 
our processing of online applica-
tions occurs much more quickly 
than paper applications.”

Here are some factors that state 
Medicaid directors would do well 
to consider, says Mr. Poley, based on 
Massachusetts’ experience:

People will need assistance 
with filling out applications.

Mr. Poley says that the MassHealth 
Medical Benefit Request is “fairly 
lengthy and complicated.” For this 
reason, individuals seeking health 
benefits are directed to sites where 
health care providers or staff from 
outreach organizations are available 
to assist in completing these.

“We have about 4,000 people 
in the state who have been trained 
to complete applications, and 240 
health centers and hospitals where 
people can go to submit them,” says 
Mr. Poley. “We have found that is 
a better way to get a cleaner, more 
accurate application on the first 
pass.”

Making the application directly 
available to consumers is a possibility 

Massachusetts is front runner for eligibility streamlining
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for the future. “I think it would be 
great to simplify things to the point 
where we could obtain an applica-
tion from a person online. But so 
far, we haven’t seen a way that we 
think would be beneficial to any-
body to do that,” says Mr. Poley.

Very few applications come in 
without any assistance, and those 
that do typically have problems that 
need resolution. This means it takes 
longer for the person to get the ben-
efits for which they’re eligible. 

“The application is well-liked by 
the provider community, and we 
don’t pay providers to render this 
assistance. It’s in their interest to 
assist people, since that is the way 
they get claims paid,” says Mr. Poley.

To meet the citizenship and 
identity requirement, an interface 
can be developed with the state’s 
Registry of Vital Health Records 
and Statistics.

 “If the applicant is born in 
Massachusetts and signs a release 
when they apply, the interface is 
activated,” says Mr. Poley. “In lay-
man’s terms, we ask the database if 
there is a birth certificate, and the 
answer comes back yes or no.” This 
means that a person no longer has to 
get a copy of his or her birth certifi-
cate and send it in.

MassHealth is currently in dia-
logue with the state’s revenue 
department about the possibility of 
using income data for the eligibil-
ity and redetermination process, so 
applicants would no longer need to 
submit pay stubs to verify income.

“We already get data from them 
that tells us when people get new 
jobs, what their quarterly wages are. 
We use that for program integrity 
measures,” says Mr. Poley. The next 
step would be to verify income eligi-
bility, both for the initial application 
and the annual redetermination.

“Those are the sort of things that 
electronic means of transacting busi-
ness give us the capability of doing,” 
says Mr. Poley. “This makes it easier 
for consumers, providers, and our-

selves — and saves money — to be 
quite honest. We spend a lot of time 
dealing with pieces of paper, and 
that costs money.”

The risk of fraud is probably 
decreased.

 “We don’t think this creates 
increased risk for fraud. We think 
if anything, it shuts the door on the 
risk of fraud,” says Mr. Poley. 

Since validity checks can be done 
with online applications, this makes 
the system more accurate. “If some-
one mistakenly skips an entry on 
the paper application, we then send 
them a letter, asking them to answer 
the question,” says Mr. Poley. “Not 
only is it costing time and money 
for us, but it’s preventing the person 
from getting the coverage they’re eli-
gible for.”

Since applicants are face-to-face 
with a provider in a health care set-
ting, concern about fraud is dimin-
ished. “The way we deal with fraud 
is maintaining a very good and active 
relationship with health care provid-
ers and other folks who see people 
who are applying for our benefits,” 
says Mr. Poley.

Applicants aren’t required to 
prove their residency, as some may 
be living with relatives and may not 
have a power bill or other docu-
ments typically used to prove resi-
dency. “That’s certainly an avenue 
where a foreign national can come 
in seeking health care and not really 
be eligible for benefits,” says Mr. 
Poley. “We deal with that type of 
thing through partnerships with 
Homeland Security, to close the 
door on folks who might come here 
seeking health care services they 
don’t deserve.”

Information should be shared 
with providers and applicants. 

Once a person is enrolled, the My 
Account page is made available to 
health care providers. This lists the 
members of the household, notices 
sent to the household, what indi-
viduals are eligible for, and demo-
graphic information. In March 

2010, this was made available to 
members as well.

To verify the identity of the 
member, an online self-registration 
process is used. This is similar to 
the process used in the commercial 
sector, with the member asked to 
answer security questions.

However, this process is utilized 
only for existing clients, not new 
applicants. “Obviously, in the com-
mercial world there are good exam-
ples of how to do that, and we are 
looking at those,” says Mr. Poley. 
“But I think our application is at 
a level of complexity that it really 
would need to be simplified before 
we go to that.”

Changes should be piloted.
While individuals currently can 

apply for 11 programs online, in 
the early stages there were only four 
or five.  “One of the big things that 
I would say is: ‘Start small,’” says 
Mr. Poley. “We are very big here on 
piloting things before we put them 
out to the world all at once. That 
has been a very successful strategy.”

For instance, when the My 
Account page was put up, it was first 
piloted through an organization that 
sees a lot of members, so that prob-
lems could be fixed before the larger 
community saw it.

Things may take longer than 
expected.

It takes time to get through the 
various levels of legal and policy 
review that are required. “Don’t 
think that since it takes X amount 
of days to build a website, that’s how 
long it will take to put the applica-
tion online. It’s going to take you 
longer,” says Mr. Poley.

The production environment 
must be scaled and sized appro-
priately.

“You can’t just throw up a web-
site. You have to be ready to support 
that function in production, so if 
you take a bunch of traffic on this 
website, it’s not going to grind to a 
halt,” says Mr. Poley. “You have to 
have a help desk available to navi-
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gate problems and all the rest of it.”
The issue of households 

should be considered.
Mr. Poley says that if the program 

were to redesign its eligibility pro-
cesses, he would change the fact that 
Medicaid eligibility is determined 
at the household level. “This means 
that for the database at the core level 
of our eligibility system, the basic 

unit is households,” he says. “And 
that can create problems.”

For example, the My Account 
page is only accessible to the head 
of the household — the person who 
signed the application for benefits 
originally. This means that at the 
time the application was completed, 
that individual agreed to the terms 
and conditions.

“We were advised by our attor-
ney that it would not be appropriate 
to present information to members 
of the household who did not sign 
that release,” says Mr. Poley. “I don’t 
know how to solve this problem yet. 
But if we dealt with people at the 
person level, even for just managing 
their data, that would probably be 
more effective.”  ■

Beginning in 2014, individu-
als must be able to apply for 

and renew coverage for Medicaid, 
the Children’s Health Insurance 
Program (CHIP), and tax credits 
for exchange coverage using a single 
application — and to do this online. 
States will utilize existing state and 
federal government databases to 
establish, verify, and update eligibil-
ity.

However, due to many of 
the options available in the 
Children’s Health Insurance Program 
Reauthorization Act (CHIPRA), 
some states have already begun 
making those changes.

“Many of the strategies promoted 
by CHIPRA fall right in line with 
the administrative simplification 
and data-driven eligibility processes 
laid out as part of health reform,” 
says Beth Morrow, a Brooklyn, 
NY-based staff attorney for The 
Children’s Partnership, a child advo-
cacy organization.

“CHIPRA helps states to build 
those practices for Medicaid and 
CHIP programs right now,” says 
Ms. Morrow. “And they can do so in 
a manner that creates a platform for 
health reform enrollment systems.”

Specifically, the Express Lane 
Eligibility provision in CHIPRA 
allows state Medicaid and CHIP 
agencies to base an eligibility or 
renewal determination on informa-
tion provided in state tax returns 
or on the specific findings of other 

need-based programs. 
Under section 2002 of the 

Patient Protection and Affordable 
Care Act, states are authorized 
to continue to use Express Lane 
Eligibility.

“CHIPRA also encourages states 
to construct administrative, paper-
less renewal processes, using avail-
able data to perform renewal 
without contacting the family,” 
says Ms. Morrow. “Furthermore, 
CHIPRA helps states make these 
systems improvements by provid-
ing performance bonuses for a few 
more years.”

Many states taking advantage

Although states are continuing to 
experience budget shortfalls, many 
continue to move forward with the 
simplifications and expansions made 
possible by CHIPRA.

 “Somewhat surprisingly, given 
the economy and state budgets, 
many states are taking advantage of 
these options and are actively work-
ing to increase Medicaid enroll-
ment,” says Jenny Sullivan, a senior 
health policy analyst at Families 
USA in Washington, DC. “This is 
setting the stage for successful health 
reform implementation.”

Because CHIP and Medicaid 
are so closely intertwined, many 
of the opportunities CHIPRA 
created are available in both pro-
grams. The Centers for Medicare & 

Medicaid Services (CMS) awarded 
$40 million in CHIPRA outreach 
and enrollment grants to agencies 
and organizations in 42 states and 
Washington, DC, in September 
2009. Options include: 

States can simplify the citizen-
ship documentation requirement 
by conducting data matching with 
the Social Security Administration.

“As of April 2010, nearly half 
of all states had begun or were in 
the testing stages of implementing 
the option to match Medicaid and 
CHIP applicant information with 
Social Security Administration data-
bases to confirm citizenship,” says 
Ms. Sullivan.

By implementing at least five 
of eight enrollment simplifica-
tions in both Medicaid (for chil-
dren) and CHIP, states can qualify 
for performance bonuses.

Nine states have implemented 
at least five enrollment simplifica-
tions in Medicaid and CHIP and 
met enrollment targets for children’s 
Medicaid enrollment, qualifying 
these states for performance bonuses 
totaling $72.6 million.

Express lane eligibility can be 
used to streamline enrollment in 
both Medicaid and CHIP.

“Three states have already imple-
mented versions of express lane eli-
gibility — Alabama, Louisiana, and 
New Jersey. Three others are actively 
pursuing the option,” says Sullivan.

States have the opportunity 

CHIPRA is “platform” for enrollment changes 
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to expand Medicaid and CHIP to 
legally residing immigrants previ-
ously prohibited from enrollment 
because of the five-year bar. 

As of March 2010, 20 states have 
taken steps to cover legally resid-
ing immigrant children or pregnant 
women in the country for fewer 
than five years. “This includes two 
states that never covered this group 
prior to CHIPRA’s enactment,” says 
Ms. Sullivan.

Health reform makes simplify-
ing and streamlining enrollment in 
Medicaid, CHIP, and tax credits for 
the health information exchanges 
(HIEs) “an imperative,” says Ms. 
Sullivan. States’ experiences with 
Medicaid and CHIP enrollment 
simplifications provide “rich infor-
mation” on successful ways to 
improve enrollment and retention 
in the health reform context, she 
adds. 

“It is critical that in the years 
between now and 2014, national, 
state, and local collaboration take 
place to encourage creation of the 
best possible enrollment systems,” 
says Ms. Sullivan.

In order to redesign eligibility sys-
tems, states will need specific types 
of help, according to Catherine 
Hess, senior program director at 
Maximizing Enrollment for Kids in 
Washington, DC. “States are asking 
for this kind of support, so that each 
state does not have to invent its own 
wheels,” she explains.

The hope is that CMS will work 
with states quickly to establish the 
parameters for new systems and 
assist with procurement and financ-
ing. “States have been clear that in 
order to have their systems ready for 
2014, they need to start planning 
for them now,” says Ms. Hess. 

States also will need to examine 
how their Medicaid and welfare 
eligibility determinations interface. 
Another issue is whether county-
based eligibility systems can meet the 
challenges and demands of efficiently 
enrolling millions more people. 

“States have learned a lot about 
streamlining eligibility and enroll-
ment, particularly through efforts 
to enroll children in CHIP, and 
Medicaid,” says Ms. Hess. “We 
need to take the lessons further now, 
applying them systemwide.”

The Robert Wood Johnson 
Foundation program Maximizing 
Enrollment for Kids is building on 
these lessons to make progress in 
improving state systems. “Health 
care reform now gives us a new set of 
tools to accelerate what we can do to 
simplify and modernize our policies 
and systems,” says Ms. Hess. 

In order for states to implement 
these changes, though, they need 
technical assistance and mechanisms 
to work with each other to problem-
solve.

“The biggest challenge states face 
by far is that most of their eligibility 
systems are very old legacy systems 
that can barely handle the challenges 
of the current caseload, let alone 
the significant change coming in a 
reformed system,” says Ms. Hess. 
“States lack the resources, dedicated 
staff, and time needed to update 
their systems properly.”

The National Academy for State 
Health Policy has joined with the 
National Governors Association, 
the National Association of State 
Medicaid Directors, and the 
National Association of Insurance 
Commissioners to form a consor-
tium to coordinate and develop 
assistance for states and work with 
federal agencies to support states in 
implementation.  

Even with sufficient resources, 
staffing, and time to implement 
changes, states still need guidance 
on system requirements, which sys-
tems to select, and how to ensure 
that the systems will be able to com-
municate with other eligibility sys-
tems. “Although other challenges are 
significant, none surpasses the mag-
nitude or importance of this one,” 
says Ms. Hess.

Lan Nguyen, health policy coor-

dinator for the Children’s Alliance in 
Seattle, says that there are new oppor-
tunities for Washington state through 
CHIPRA. Prior to CHIPRA, state 
dollars funded coverage for children 
who did not meet the five-year bar 
requirement. However, Washington 
now receives federal matching funds 
to provide coverage for many of 
these children. 

The federal performance bonus 
encourages states to implement pro-
cedures that are geared toward grow-
ing enrollment. “This is needed at 
a time like this when families have 
fewer options for affordable, com-
prehensive health coverage for kids,” 
says Ms. Nguyen. “Washington 
received a federal performance bonus 
of $7.5 million in 2009 that has been 
vital in preserving our state’s Apple 
Health for Kids program.”

Federal health care reform rep-
resents a “sustained commitment” 
by the federal government for fis-
cal support of CHIP, as well as 
Maintenance of Effort requirements 
that eligibility not be reduced or 
additional barriers placed before 
families, says Ms. Nguyen. 

To maximize the benefits under 
health care reform, Ms. Nguyen 
says these approaches are key for 
Washington state:

— Focus on activities that con-
tinue to enroll all children currently 
eligible for Apple Health for Kids.

— Develop strategies that maxi-
mize the use of data the state already 
holds to identify, enroll and renew 
coverage for eligible children, 
including Express Lane Eligibility. 

— Identify ways to connect to 
children in other settings, such as 
those participating in free- and 
reduced-price meals in school.

— Streamline renewal processes, so 
that kids do not unnecessarily fall off 
of coverage at renewal time when there 
has been no change in eligibility level. 

— Support outreach activities to 
identify currently eligible but unen-
rolled children. 

In Washington, the upper-income 
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limit for Apple Health for Kids, the 
state Medicaid and CHIP program, 
is 300% FPL. “There will be more 
opportunities for other members of 
the family, including parents and 
caregivers, to obtain health cover-

age as a result of federal health care 
reform,” says Ms. Nguyen. “This is 
vital, because we know that children 
are more likely to receive the care 
they need when their parents are 
insured.”

Contact Ms. Morrow at (718) 832-
6061 or bmorrow@childrenspartnership.
org, Ms. Nguyen at (206) 324-0340, 
ext. 15 or Lan@childrensalliance.org, and 
Ms. Sullivan at (202) 628-3030 or jsul-
livan@familiesusa.org.  ■

While research shows that 
Medicaid does a good job of 

facilitating access to care, compared 
to those without coverage, there are 
some concerns about access under 
the program. “This is especially true 
for specialty care,” says Rachel L. 
Garfield, PhD, an assistant profes-
sor in the Department of Health 
Policy and Management at the 
University of Pittsburgh’s Graduate 
School of Public Health.

Inequity in payment rates is one 
reason. Barriers to access are linked 
to low provider participation levels, 
which in turn are linked to relatively 
low reimbursement rates, as well 
as administrative burdens and geo-
graphic distribution of providers.

Only about 40% of physicians 
accept all new Medicaid patients, 
compared with 58% for Medicare 
patients, according to a September 
2009 study from the Center for 
Studying Health System Change. 
The report, which surveyed more 
than 4,700 physicians, found that 
percentage decreased to 31% for 
family doctors and general practi-
tioners, and 28% of all physicians 
didn’t accept any new Medicaid 
patients at all.

“In some areas, there is a severe 
shortage of specialists who accept 
Medicaid patients,” says Dr. 
Garfield. “For example, access to 
dental care has been a chronic chal-
lenge in Medicaid.” According to 
a 2007 survey by the American 
Dental Association, fewer than 
27% of dentists treated Medicaid-
insured patients. A recent study by 
the Pennsylvania Medicaid Policy 

Center found that only 26% of prac-
ticing dentists in the state treated at 
least one Medicaid patient over the 
past year. 

“Medicaid is a part of an evolv-
ing, quality-focused, patient-centric 
marketplace, with many changes 
happening simultaneously,” says 
Patricia MacTaggart, a lead research 
scientist at George Washington 
University’s Department of Health 
Policy in Washington, DC. “Access 
to insurance coverage is the first 
step. Access to appropriate care 
from the appropriate provider in the 
appropriate setting at the appropri-
ate time is the next.”

“Having a Medicaid insur-
ance card does not in and of itself 
ensure access to care,” noted Joel 
Menges, a managing director at 
The Lewin Group in Falls Church, 
VA. “Medicaid’s payment rates to 
front-line providers have often been 
extremely low rates, relative to other 
insurance coverage programs.”  

Many physicians, dentists, and 
therapists either do not accept 
Medicaid patients at all or signifi-
cantly limit the number of Medicaid 
patients they will treat.  “For ben-
eficiaries, this can make it challeng-
ing to find a provider who will treat 
them. It can also lead to prolonged 
waiting time for appointments,” 
says Mr. Menges.

Provider cuts are often the 
first place that states look to trim 
Medicaid spending when they are 
faced with budget problems, notes 
Dr. Garfield. 

“Those cuts can certainly exacer-
bate this problem by making provid-

ers less likely to accept new Medicaid 
patients, or leading them to limit 
the number of Medicaid patients 
they will see,” says Dr. Garfield.

Kathy Kuhmerker, also a man-
aging director at The Lewin Group, 
notes that because enhanced federal 
funding support is tied to states not 
making any changes in eligibility, 
provider rate reductions are one of 
the few options available to states to 
achieve cost-containment.  

“Most state policymakers face by 
far the largest state-level budget defi-
cits they’ve seen in their lifetimes,” 
says Ms. Kuhmerker. “While states 
are reluctant to impose Medicaid 
provider rate cuts that can worsen 
provider participation levels and 
exacerbate access problems, they feel 
forced to do so anyway.” 

In terms of how health care 
reform will affect access, there are 
many unknowns. Two certainties, 
however, are that the population of 
Medicaid/CHIP enrollees will be 
growing, and that there are work-
force limitations in primary care.  

“Added to that, states are still in a 
difficult financial situation with lim-
ited options to balance their bud-
gets,” says Ms. MacTaggart.

Ms. MacTaggart says “the good 
news” is that the Patient Protection 
and Affordable Care Act increases 
Medicaid payments in fee-for-
service and managed care for pri-
mary care services provided by 
primary care doctors to 100% of the 
Medicare payment rates for 2013 
and 2014 starting Jan. 1, 2013.

States will receive 100% federal 
financing for the increased payment 

Will access problems become a thing of the past?
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rates. “The limitation of the lan-
guage from a provider perspective is 
that it is only two years. The limita-
tion from the state perspective is that 
the enhanced federal funding is only 
for two years,” says Ms. MacTaggart. 
“This leaves both the state and pro-
viders questioning what happens at 
the end of two years.”

For North Carolina and 
Washington, DC, there is no 
change, as they have already aligned 
with Medicare payments. For other 
states, the adjustment may be small 
or significant. 

In order for the service delivery 
system to work for Medicaid, other 
publicly funded enrollees and pri-
vately funded enrollees, as the pop-
ulation to be served expands, the 
payments to providers must be ade-
quate and the workforce issues must 
be addressed, says Ms. MacTaggart. 

Dr. Garfield says that the increase 
in payment could address both the 
historical problem of low payment 
and participation, and the antici-
pated increase in participating pro-
viders needed to treat new Medicaid 

enrollees.
“The debate right now is whether 

the payment increase as struc-
tured in the law will fulfill these 
purposes,” says Dr. Garfield. “It is 
targeted to primary care providers, 
so it does not address access to spe-
cialists.” Also, it is specified only 
for 2013 and 2014, which is before 
the Medicaid expansion is imple-
mented.

“Clearly the primary intention of 
the bill’s massive Medicaid eligibil-
ity expansion is to facilitate access to 
care for those persons who are being 
made Medicaid-eligible,” notes Ms. 
Kuhmerker.

The Lewin Group has esti-
mated that more than 70% of the 
Medicaid expansion population will 
be comprised of persons who oth-
erwise would have remained unin-
sured. “The  increased payment 
rates for primary care services are 
another important access-enhancing 
piece of the reform bill,” says Ms. 
Kuhmerker.

However, she adds that some 
Medicaid programs have already 
expressed skepticism that the two-
year increase will be sufficient to 
convince currently non-participat-
ing providers to enroll in the pro-
gram. Also, challenges accessing 
specialty care are likely to continue, 
given that states are unlikely to be 
able to increase those payment rates.

“On the more positive side, we 
estimate that the majority of new 
eligibles will be enrolled in managed 
care plans,” says Ms. Kuhmerker. 
“These have historically been able 
to offer providers higher reimburse-
ment rates than the fee-for-service 
program. This should also improve 
access to care.”

Contact Dr. Garfield at (412) 
383-7279 or rachelg@pitt.edu, Ms. 
Kuhmerker at (703) 269-5592 or 
kathy.kuhmerker@lewin.com, Ms. 
MacTaggart at (202) 994-4227 or 
Patricia.MacTaggart@gwumc.edu, 
and Mr. Menges at (703) 269-5598 
or joel.menges@lewin.com.  ■


