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Summaries 
Chapter 1: Maternity Services: Examining Eligibility and Coverage in Medicaid 
and CHIP 
 
Medicaid and the Childrens Health Insurance Program (CHIP) jointly cover an income-dependent 
portion of the costs of maternity care for a sizeable percentage of low-income women; data shows that 
Medicaid and CHIP paid for 46 percent of the almost 4 million births that took place in 2010. As is, 
eligibility for maternity care varies widely across many states (at or above 133 percent of the federal 
poverty level (FPL) in 41 states plus the District of Columbia), and often has varying eligibility 
pathways and a varying range of covered services in each state. The Affordable Care Act (ACA) 
streamlines and revises eligibility pathways for maternity services and federally mandates maternity 
care under essential health benefits. This chapter discusses matters related to the implementation of 
certain provisions within the ACA and discusses particular directives that could be utilized to decrease 
Medicaid costs, improve maternal and baby outcomes, and decrease the level of dependence on 
Medicaid and CHIP for care. Specifically mentioned policies within ACA include decreased 
enrollment in Medicaid due to increased eligibility for coverage; eligibility varies by state but women 
with incomes between 138 and 400 percent of the federal poverty line may now be eligible for 
assistance and benefits through the exchanges, CHIP or waiver programs. Chapter 1 emphasizes a 
potential risk of churning or confusion and the resulting discontinuity of care depending on which 
programs states choose to offer in maternity care services. Most states offer supplemental benefits to 
pregnant women within traditional Medicaid benefits, including dental services, prenatal risk 
assessments, home visiting programs, targeted case management, preconception counseling, 
psychosocial counseling and substance abuse treatment. Cost reducers specifically mentioned within 
the chapter include decreasing the number of Cesarean deliveries that are not medically necessary. 
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Chapter 2: Medicaid Primary Care Physician Payment Increase 
 
Due to Medicaid expansion programs mandated within the ACA, a provision within the law requires 
Medicaid agencies to increase provider payment rates for primary care physicians operating through 
fee-for-service arrangements and through managed care organizations. Chapter 2 outlines the 
operational and policy issues surrounding the implementation of the payment rate increase, including 
both the administrative and operational challenges to state Medicaid agencies; moreover, it seeks to 
provide more comprehensive information on the payment shift’s significant impacts on provider 
participation and enrollee access. Studies in six states and the District of Columbia in 2012 and early 
2013 allude to possible increases in willingness to participate and take on more Medicaid patients 
following an increase in reimbursement rates; major barriers to participation mentioned among 
participants include low compliance, payment delays and lengthy administrative burdens. Conclusions 
from the stakeholder interviews found that for participation to increase, state reimbursement rates must 
be equal to at least Medicare rates in 2013 and 2014 for certain primary care services. As such, 
reimbursement rate rollbacks in 2014 (or 2015) could come across as a rate cut to many physicians. 
Also noted within the chapter is concern among policymakers and managed care organizations that 
payment increases could conflict with current payment policy (such as instances of negotiated 
agreements for sub-capitated payments for providers in managed care organizations) and/or future 
movements toward payment modernization, such as value-based payment models. With regard to 
implementation, states continue to report that the system modifications necessary for this increased 
payment model are more complex than routine payment changes and will require more time and 
administrative guidelines to implement.   
 

MACStats: Medicaid and CHIP Program Statistics 
 
MACStats, a section in all MACPAC reports to Congress, presents Medicaid and CHIP information 
that may not be easily available. The following are summaries of the key points presented in the June 
2013 edition of MACStats. Non-disabled children make up the largest Medicaid enrollment increase 
since FY 1975. Medicaid and CHIP enrollees report poorer health and the use of more services than 
individuals with other insurance or who are uninsured. Children enrolled in Medicaid or CHIP had a 
higher probability of going to the emergency department than those who have private or no insurance. 
Medicaid recipients under 65 were more likely to have had four or more visits to a doctor in the past 
month than people who are privately insured or have no insurance. Medicaid recipients over 65 were 
more likely to have received at-home care than those with Medicare or private coverage. People 65 and 
older or who have a disability make up close to a quarter of Medicaid recipients. A large portion of 
Medicaid spending for recipients 65 and older or recipients having a disability is used for long-term 
care. There is a large difference in the use of managed care depending on states. The proportion of 
recipients in comprehensive risk-based plans in FY 2010 was 62 percent for children without 
disabilities, 47 percent for adults without disabilities, 29 percent for individuals with a disability and 
12 percent for people 65 and older. 
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Chapter 3: Access to Care for Persons with Disabilities 
 
Disabled Medicaid enrollees under age 65 have diverse health needs ranging from physical mobility 
and cognitive limitations to assistance with self-care or basic everyday activities. Medicaid-only 
enrollees constitute 62 percent of adult beneficiaries under age 65 qualifying for Medicaid solely on 
the basis of disability. Chapter 3 provides a summary of the literature review of the quality and 
accessibility of care for this major subpopulation and is made up of a wide range of studies based on 
large-scale population surveys, provider and stakeholder data, consumer interviews and other 
qualitative data, and state Medicaid program data. The chapter states that unmet need among 
Medicaid-only enrollees with disabilities is lower compared to that of those with private insurance or 
Medicare only; substantive data on factors that improve accessibility to care are difficult to discern 
because access to care is dependent on both community factors that affect all individuals with 
disabilities and program factors that affect only Medicaid enrollees. The chapter found that interviewed 
stakeholders are concerned regarding disability competency training in medical education, access to 
dental services and the accessibility of diagnostic equipment and services. More research is needed on 
Medicaid-only enrollees with disabilities in order to better inform state and federal policymakers about 
the nature of access for the population, particularly that of the impact of enabling services on access to 
care, best practices in risk-based managed care, and accessibility and competency within Medicaid 
provider networks. Other topics discussed include best practices in care delivery and the necessary role 
of non-physician practitioners in access to care for disabled beneficiaries. 
 
Chapter 4: Update on Medicaid and CHIP Data for Policy Analysis and Program 
Accountability 
 
Federal administrative data on both CHIP and Medicaid are important in providing a full 
representation of the programs, which in aggregate cost an estimated $450 billion in FY 2012 and 
served close to 80 million people for 2012. The existing size and expected growth of Medicaid and 
CHIP programs require a tradeoff and increased investment on the state and federal levels. Since 
March 2012, CMS has worked to improve Medicaid and CHIP data quality through such initiatives as 
the Medicaid Information Technology Architecture (MITA), which establishes guidelines for state-run 
Medicaid and CHIP data systems that receive federal funding; the implementation of MACPro, a web-
based system that collects and formats state plan, waiver and other programmatic documents; and the 
revamping of the Transformed Medicaid Statistical Information System (T-MSIS), a program designed 
to compile existing person- and claim-level MSIS data submitted by states. 
 
Chapter 5: Update on Program Integrity in Medicaid  
 
In the June 2013 report, MACPAC provided information on program integrity updates made at the 
federal level since March 2012. Some of these updates include the undertaking of MACPAC-
recommended initiatives by the HHS Secretary, through the Centers for Medicare and Medicaid 
Services (CMS); an effort by both CMS and states to better distribute program resources and improve 
program integrity rules; and the identification of ways that specific program administration roles can 
be better delineated. 


