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By Benjamin D. Sommers, Meredith Roberts Tomasi, Katherine Swartz, and Arnold M. Epstein

Reasons For The Wide Variation
In Medicaid Participation Rates
Among States Hold Lessons
For Coverage Expansion In 2014

ABSTRACT The Affordable Care Act will expand Medicaid eligibility in 2014
to adults with incomes of up to 133 percent of the federal poverty level.
To maximize this opportunity, policy makers need to ensure that
participation, or “take-up,” among eligible adults exceeds current rates.
Using the Current Population Survey 2005–10, we estimated that the
nationwide Medicaid participation rate was 62.6 percent among eligible
adults ages 19–64 without private insurance. Take-up varied widely by
state, from 43.0 percent in Arkansas and Louisiana to 82.8 percent in
Massachusetts, after adjusting for population demographics.
Participation was highest among disabled adults, 75.8 percent, and lowest
among childless adults, 38.3 percent. Factors linked to higher take-up
rates included low cost sharing for beneficiaries; more generous benefits;
and greater use of managed care programs for Medicaid populations.
Factors associated with lower take-up rates included the existence of asset
tests in some states. Massachusetts’s health reform was associated with a
major increase in Medicaid participation. Our results suggest that when
Medicaid is expanded in 2014, take-up may be less than anticipated
because new enrollees will be offered a more restrictive set of benefits—
known as “benchmark coverage”—compared to those in traditional
Medicaid, and the majority of newly eligible adults will be in groups with
traditionally low take-up (primarily nondisabled adults). To encourage
high participation in the expanded Medicaid program, states will need to
offer comprehensive coverage of needed benefits; provide community-
based outreach; and consider more dramatic changes to their enrollment
processes, such as automatically enrolling people in Medicaid based on
their participation in other public programs.

L
ack of health insurance has adverse
health outcomes. Adults withMedic-
aid and other insurance experience
greater access to care and improved
health compared to uninsured

adults.1–3 A primary goal of the Affordable Care
Act of 2010 is to expand insurance coverage to an
estimated thirty-two million Americans, who
constitute a large corps of the nearly fiftymillion

people in the United States who are currently
without health insurance.4

Critically important to this effort is expanded
Medicaid eligibility. As of January 2014, non-
elderly adults with incomes of up to 133 percent
of the federal poverty level will be eligible for
Medicaid, dramatically increasing the number
of eligible Americans. For decades Medicaid
has played a key role in providing access to care
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formillions of low-income people.5 YetMedicaid
enrollment among adults is currently far below
the total number of eligible adults.6 Moreover,
prior research shows that participation rates—or
“take-up,” the percentage of eligible people who
enroll—vary substantially across states and are
generally lower in states with more adults who
will become eligible for Medicaid in 2014.6

For health reform to succeed in expanding
coverage to low-income Americans, it is neces-
sary to understand why uninsured individuals
who are currently eligible for Medicaid do not
enroll, and what policies promote higher take-
up. Yet despite the importance of these issues,
little information exists about what state polices
are most effective at improving Medicaid take-
up among adults. Previous research generally
examined only a subset of policies7,8 or a single
state9 and has focused almost exclusively on
children.7–10 In addition, little is known about
personal characteristics associated with lower
participationamongadults that couldhelp states
target their outreach.
To address these questions, our study exam-

inedwhymany adults who are eligible forMedic-
aid remain uninsured. We used national survey
data and our own comprehensive data set of pol-
icies from all fifty states to identify what steps
states can take to increase participation in
Medicaid.
Our study focused on nonelderly adults who

were eligible for Medicaid but remained un-
insured. We conceptualized Medicaid take-up
as a trade-off between the opportunity cost of
enrolling or renewing coverage versus the ben-
efit of having coverage. Simply put, a person will
enroll in Medicaid if he or she perceives the
benefit of coverage to be greater than the ex-
pected burden of the enrollment process.11 This
does not imply that all eligible individuals who
have not enrolled made a conscious decision to
remain uninsured. Clearly, lack of knowledge
about the program also decreases the likelihood
that a person will enroll.

Study Data And Methods
Data We created a sample of Medicaid-eligible
adults from the nationally representative Cur-
rent PopulationSurvey, conductedby theCensus
Bureau.We used the 2005–10 Annual Social and
Economic Supplements. Although the survey
asked about insurance over the prior year, we
followed previous research suggesting that re-
sults are more consistent with coverage at a sin-
gle point in time.12 Our sample contained US
citizens ages 19–64 who were eligible for
Medicaid and did not have private insur-
ance (N ¼ 36;427).13

To estimate eligibility, we calculated family
income as a percentage of the federal poverty
level14 within the health insurance unit, com-
prised of an adult, his or her spouse, and their
dependent children age eighteen or younger,
plus full-time students under age twenty-three.
Then we compared family income to state- and
year-specific Medicaid cutoffs for each eligibility
category: adults with disabilities, parents of de-
pendent children, and nondisabled adults with
no children—often called “childless adults.”15–21

States can specifically disregard someofworking
families’ income based on a formula that makes
these families more likely to be eligible for
Medicaid, and we took these state-specific rules
into account in determining eligibility.
Our sample excluded individuals eligible for

Medicaid under a section 1115 waiver, in states
that had implemented enrollment freezes.20 Sec-
tion 1115 waivers, which are granted by the Cen-
ters for Medicare and Medicaid Services, allow
states to set up demonstration projects that have
often expanded Medicaid coverage to nontradi-
tional Medicaid populations.
To identify predictors of take-up, we consid-

ered individual-level and state-level variables.
Individual characteristics were eligibility cat-
egory, income, employment, basic demo-
graphics, and factors affecting the benefits of
coverage—that is, health status and having an-
other Medicaid-eligible individual in the family.
Because our data did not include information on
pregnancy, we adjusted for whether a woman
was of childbearing age, ages 19–40.We also in-
cluded an indicator for having noncitizen family
members, which might reduce Medicaid partici-
pation because of concerns related to immigra-
tion status.22

We examined three types of variables in state
policies. One set of variables related to the ben-
efit of Medicaid coverage: cost-sharing require-
ments, which were expressed in terms of the
average out-of-pocket spending per adult
enrollee, based on state-specific copayments
and average Medicaid utilization rates;15–19,23 a
composite measure of the scope of covered ser-
vices;24 provider reimbursement rates;25 and
Medicaid managed care penetration—that is,
the share of Medicaid enrollees who are in man-
aged care.26

The second set of variables related to the bur-
den ofMedicaid enrollment. Fromprevious pub-
lications, we recorded the availability of a com-
bined family application; availability of joint
applications for programs such as Medicaid
and food stamps; requirement of a face-to-face
interview at enrollment, renewal, or both; and
frequency of eligibility redetermination (every
three, six, or twelvemonths).15–19 Fromstateweb-
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sites or contact with state officials, we recorded
whether applications couldbe submitted via tele-
phone or online, including provider-submitted
applications; the length and reading level of the
application;27 and the availability of applications
in languages other than English.
The third set of variables we considered con-

sisted of contextual factors. Given the key role
that the economy plays in Medicaid enrollment,
we adjusted for state- and year-specific per capita
income. We also adjusted for each year of the
study using year fixed effects, to control for na-
tional economic trends. Other variables in this
category included whether a state’s Medicaid
enrollment was administered at the county level
(Alan Weil, executive director, National Acad-
emy for State Health Policy, personal communi-
cation, January 29, 2011, citing unpublished
data from the National Association of Counties);
the use of asset tests for eligibility, which is an
indication of administrative hassle but also an
indirect measure of eligibility in our sample;15–21

the federal medical assistance percentage, or the
share of each state’s Medicaid costs that the
federal government reimburses;28 whether a
state offered any programs beside Medicaid to
help adults obtain health insurance;20,29 and a
variable indicating the implementation of health
reform in Massachusetts beginning in 2007.
Finally, we obtained a validated measure of

state political ideology.30 This measure equals
the difference between the percentages of self-
described liberals and conservatives in a state’s
population.31 We divided states into tertiles
called “liberal,” “moderate,” and “conservative.”
The measure has been used in prior analyses to
capture stigma against Medicaid participation
and other unobservable program features that
may affect take-up rates.32

Data Analysis We estimated a national take-
up rate using the survey-weighted mean of
Medicaid enrollment for our sample. To identify
individual predictors of take-up, we used multi-
variable logistic regression, adjusted directly for
the state of residence (using state fixed effects),
with standard errors clustered at the household
level. The outcome variable was Medicaid cover-

age. We then estimated participation rates for
each state, adjusted for demographic factors, us-
ing marginal predicted probabilities.
Our analyses of state policies used two regres-

sionmodels. The first included state fixed effects
plus the policy variables—such as benefits of
coverage, burden of enrollment, and contextual
factors—that changed during the study period.
The second replaced the fixed effects with the
ideology measure, which allowed us to include
policies that did not change during the study
period. Standard errors for these regressions
were clustered at the state level. All analyses used
the statistical software Stata, version 11.0.
Limitations And Sensitivity Analyses Our

study’s primary limitationwas that, compared to
administrative data, the Current Population Sur-
vey underreports Medicaid coverage. Research
indicates that themajority ofMedicaid enrollees
who misreport their coverage say that they have
private insurance. Only 4.6 percent of Medicaid
enrollees think that they are uninsured, and we
used this figure to adjust our take-up estimates.33

At a population level, this approach is unbiased.
However, in identifying predictors of take-up,
underreporting could be correlated with certain
independent variables, which could lead to spu-
rious findings regarding predictors of take-up.
Our survey data told us only if a person re-

ported having Medicaid coverage. The data did
not directly describe whether people have expe-
rienced coverage gaps over time as their income
and thus their eligibility forMedicaid changed—
a process also called “churning.” Our cross-
sectional approach captured some information
about coverage stability because churning re-
duces participation rates at any single point in
time. However, research using longitudinal data
would be better suited to examining temporary
gaps in Medicaid coverage.
Another concern is that income and disabil-

ities were self-reported and did not correspond
precisely to state eligibility criteria. For instance,
some people who reported being disabled prob-
ably did notmeetMedicaid standards for disabil-
ities, which means that we may have underesti-
mated take-up among truly disabled adults.
Our data also did not enable us to identify

adults whose eligibility was based on “medical
need”—that is, whose medical spending ex-
ceeded a certain proportion of income. Fortu-
nately, this was unlikely to produce much bias
becausemedically needy people constituted only
8 percent of Medicaid’s enrollment.34

Although we assembled a comprehensive list
of policies, we could not find reliable measures
for enrollment outreach and the availability of
charity care. To the extent that these features
were stable within states, the model using fixed

We found that the
strongest predictor of
Medicaid take-up was
category of eligibility.
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effects should have limited the bias from these
omissions.
We conducted several sensitivity analyses (de-

scribed in the online Appendix).35 These ad-
dressed citizenship status, enrollment freezes,
potential imprecision in the survey’s measure-
ment of family income, and the presence of pri-
vate health insurance.
We also assessed the possibility of collinearity,

given the numerous policy variables being as-
sessed.We created a composite index of benefit
generosity that included items such as dental
coverage and a composite index of administra-
tive hassle that included items such as the fre-
quency of enrollment from the variables de-
scribed above.We assigned each policy variable

a positive or negative effect and summed the
standardized values, normalized to a mean of
zero and a standard deviation of one. We re-
peated our analyses with the composite indexes
replacing individual policies.We also estimated
correlation coefficients between ideology, ad-
ministrative hassle, and benefit generosity.

Study Results
The national Medicaid take-up rate among eli-
gible adults was 62.6 percent (95% confidence
interval: 61.8–63.3) (Exhibit 1). Childless adults
represented 13.8 percent of the sample.
Exhibit 2 summarizes the policy variables. For

example, 27 percent of the sample lived in states
that required a face-to-face interview when ap-
plying forMedicaid. The average applicationwas
thirteen pages long and written at a ninth-grade
readinglevel.Asset testswererequiredfor73per-
cent of the sample, with asset limits averaging
approximately $4,000.
We found that the strongest predictor of

Medicaid take-up was category of eligibility
(Exhibit 3). Disabled adults were significantly
more likely to be enrolled in Medicaid than pa-
rents or childless adults. Several other factors
had significant but smaller effects. Take-up
was significantly higher among younger people,
females, blacks, unemployed adults, people with
less education, and those with worse self-
reported health. People were less likely to enroll
if their families included noncitizens and more
likely to enroll if another family member was
eligible for Medicaid.
Exhibit 4 shows take-up rates for adults by

states, adjusted for demographics. Take-up var-
ied widely, with rates as low as 43.0 percent in
Arkansas and Louisiana and as high as 82.8 per-
cent in Massachusetts, and rates correlated
closely with state political ideology. Controlling
for demographics, take-up rates were 69.1 per-
cent for liberal states, 61.1 percent for moderate
states, and 54.0 percent for conservative
states (p < 0:001).
Exhibit 5 presents the policy predictors of

Medicaid take-up. Model 1, using state fixed ef-
fects, identifies the effects of policy variation
within a given state over time. Model 2, without
state fixed effects, identifies the effects of policy
variation both within and between states. Of all
the factors related to the hassle of enrolling in
Medicaid, only two were significantly associated
with take-up. In model 2, the availability of a
shared application for familymembers increased
the odds of take-up by 19 percent, and the avail-
ability of Spanish-language applications reduced
the odds by 35 percent.
Among the factors related to the benefit of

Exhibit 1

Demographic Characteristics Of The Sample Of Nonelderly US Adults Eligible For Medicaid,
2005–10

Variable
Mean/
percentage

Standard
error

Medicaid take-up rate 62.6% 0.4

Eligibility category
Disabled adult 44.0% 0.4
Parent 42.2 0.4
Childless adult 13.8 0.3

Education
Did not complete high school 29.9% 0.3
High school graduate 63.7 0.4
College graduate 6.5 0.2

Working 25.5 0.3

Age (years) 37.6 1.0
19–24 19.0% 0.3
25–30 17.5 0.3
31–40 22.7 0.3
41–50 21.7 0.3
51–64 19.1 0.3

Male 38.7% 0.3
Female, childbearing age (19–40) 38.4% 0.3

Race
White 66.4% 0.4
Black 26.3 0.4
Asian 2.9 0.1
Native American 1.9 0.1
Other 2.5 0.1

Latino ethnicity 16.9% 0.3

Health status
Excellent 14.4% 0.3
Very good 20.4 0.3
Good 27.5 0.3
Fair/poor 37.8 0.4

Rural (versus urban) 20.1% 0.3
Married 22.8% 0.3
Family income as % of federal poverty level 47.6% 0.3

SOURCE Authors’ analysis of data from the Current Population Survey (2005–10). NOTES Sample of
36,427 US citizens, ages 19–64, eligible for Medicaid and having no alternative form of insurance.
Medicaid take-up rate adjusted for underreporting of Medicaid coverage in the Current Population
Survey. Percentages might not sum to 100 because of rounding.
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coverage, lower cost sharing andhigher provider
reimbursement were both associated with
greater take-up in model 1 (Exhibit 5). In
model 2, greater scope of covered services, the
availability of dental coverage and having a
higher percentage of Medicaid recipients in
the state enrolled in managed care were predic-
tors of improved take-up.
The ideology effect was no longer significant

after adjusting for state Medicaid policies
(Exhibit 5). Asset tests were associated with a
78 percent reduction in the odds of take-up in
model 2. Across both models, living in Massa-
chusetts after the state’s passage of health re-
form was the strongest consistent predictor of
enrollment.

Results Of Sensitivity Analyses
When we increased or decreased family income
by 10 percent, the national take-up rate varied
from 61.0 percent to 63.1 percent, compared to
62.6 percent in our baseline estimate.When we
included eligibility groups facing enrollment
freezes—that is, people in eligibility groups
whose enrollment had been capped by the
state—take-up was 61.7 percent. And when we
included noncitizens, take-up was 56.4 percent.
In analyses with income altered, the key dem-

ographic and policy predictors remained un-
changed, with several additional policies having
small effects on take-up (Appendix).35 Including
groups facing enrollment freezes or noncitizens
did not change the key results. Enrollment
freezes (odds ratio: 0.69; p < 0:001) and non-
citizenship status (odds ratio: 0.54; p < 0:001)
were both strong predictors of lower take-up.
In analyses using the composite indexes (Ap-

pendix Exhibit A1),35 our primary findings per-
sisted. The overall burden of enrolling inMedic-
aidwasnot a significantpredictorof take-up.The
composite index measuring the generosity of
Medicaid coverage was significantly associated
with higher take-up in both model 1 (odds ratio:
1.19; p < 0:001) and model 2 (odds ratio: 1.09;
p ¼ 0:034). This finding indicates that an in-
crease of one standard deviation in benefit gen-
erosity within a given state was associated with
19 percent higher odds of take-up.
Liberal state ideology and benefit generosity

were highly correlated (ρ = 0.41; p ¼ 0:004) (Ap-
pendix Exhibit A2).35 Administrative hassle was
not significantly correlated with either benefits
(ρ ¼ −0:16; p ¼ 0:31) or ideology (ρ ¼ 0:002;
p ¼ 0:99) (Appendix Exhibit A2).35 In analyses
that included Medicaid-eligible adults with pri-
vate coverage, 25.1 percent had private coverage,
45.0 percent had Medicaid, and 27.9 percent
were uninsured (Appendix Exhibit A3).35

Discussion
In a nationally representative sample of adults
ages 19–64 who had no other health insurance,
only 63 percent of adults eligible for Medicaid
were enrolled in the program. The remaining
37 percent were uninsured. Participation was
highest among disabled adults, who had a much
greater take-up rate than parents and childless
adults. Notably, childless adults will comprise
themajority of adults newly eligible forMedicaid
under health reform.
The Role Of The States Beyond the category

of eligibility, no demographic factor played as
large a role in predicting Medicaid enrollment
as the state in which a person lived. Politically
liberal states had significantly higher participa-
tion than conservative states, with take-up rates,

Exhibit 2

Policy Variables In The Study Of Medicaid Eligibility And Enrollment Among Nonelderly
US Adults

Variable
Mean/
percentage

Standard
deviation

Factors related to hassle of enrollment

Face-to-face interview when applying 26.7% 41.8%
Face-to-face interview when renewing 11.2% 29.5%
Shared application for family members 61.3% 47.6%
Frequency of eligibility renewal (months) 10.2 2.7
Self-declaration of residency 21.0% 42.5%
Application length (pages) 13.1 8.4
Application literacy level (grade) 9.4 1.5
Application available in Spanish 95.3% 38.8%
Application available in other foreign languages 21.5% 39.2%
Application can be submitted by telephone 26.2% 40.2%
Application can be submitted online (by consumer) 40.5% 48.4%
Application can be submitted online (by provider) 32.4% 47.7%
Separate application for disabled adults 32.2% 46.2%
Application combined with other programs 47.8% 50.0%

Factors related to benefit of coverage

Scope of covered services (z-score) 0.0 1.0
Dental coverage 66.3% 47.9%
Annual cost sharing $25.30 $25.60
Percentage of state enrollees in managed care 67.6% 19.9%
Provider reimbursement (percentage of national mean) 96.6% 27.0%

State contextual factors

Federal medical assistance percentage 57.0% 7.6%
Per capita income $25,250 $3,540
Asset test used for eligibility determination 73.2% 44.4%
Asset limit (if any) $4,023 $4,820
County-based Medicaid administration 60.3% 50.0%
Massachusetts after state health reform 2.6% 13.1%
Other state-run insurance program for poor 18.0% 43.5%
Liberal ideology 39.2% 49.4%
Moderate ideology 36.5% 47.6%
Conservative ideology 24.2% 42.3%

SOURCE Authors’ analysis of data from the Current Population Survey (2005–10) and primary and
secondary data sources on state policies. NOTES Sample of 36,427 US citizens, ages 19–64, eligible
for Medicaid and having no alternative form of insurance. Z-score is the normalized value of the
variable, with a mean of 0 and standard deviation of 1.
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adjusted for demographics, ranging from
43.0 percent to 82.8 percent.
Why did enrollment vary so widely across

states? More generous benefits were associated
with higher Medicaid participation, even con-
trolling for ideology, demographics, and state
of residence. States that covered preventive den-
tal care and other optional services had higher
take-up rates. Increases in provider reimburse-
ment were associated with higher rates. In-
creases in cost sharing were associated with
lower rates, consistent with previous research
findings.36

These results indicate thatwhen thebenefits of

coverage are greater, enrollment in Medicaid
increases. The demographic predictors of higher
take-up—disability status, poor health, and hav-
ingother familymembers eligible forMedicaid—
support this interpretation. Presumably the gen-
erosity of benefits shifts the trade-off that people
face in deciding whether or not to enroll. How-
ever, there alsomay be an indirect path by which
greater benefits lead to greater enrollment: In-
creasing provider reimbursement, adding
covered benefits, and reducing cost sharing all
increase the likelihood that a person will come
into contact with health care providers, whomay
facilitate Medicaid enrollment and retention.37

Our findings suggest that the current plans of
many states to cut optional benefits because of
budget constraints38 will reduce Medicaid par-
ticipation. They will also therefore undermine
the “maintenance of effort” requirement in the
Affordable Care Act, which prevents states from
cutting Medicaid eligibility prior to 2014—a re-
quirement designed to protect current enrollees
from becoming uninsured. Furthermore, our re-
sults suggest that take-up may be lower among
newly eligible adults in 2014 than among those
who are currently eligible, because newly
eligible enrollees in 2014 will receive a more
restrictive set of benefits—known as “bench-
mark coverage”—compared to those in tradi-
tional Medicaid.
We found that another key predictor of take-up

was the use of asset tests. Eliminating asset tests,
as the Affordable Care Act does for newly eligible
adults, substantially increased take-up in our
study, which is similar to previous findings for
children.10 This finding suggests that asset tests
place a major burden on applicants. However,
ourdata set lacked asset data, and this result thus
mayalsopartially reflect the fact that someadults
who appeared eligible for Medicaid based on
income were actually ineligible once assets were
taken into account.
Beyond the asset test, none of the fourteen

factors related to enrollment hassle were associ-
ated with large changes in take-up, and neither
was the composite index measuring the burden
of the application process. Although some fac-
tors may have been effective within a given state
depending on how they were implemented, we
foundno effect formost policies across all states.
In onemodel, we found a significant but small

increase in take-up associated with using a
common family application. There was also an
anomalous result that people in states offering
an application in Spanish were less likely to en-
roll in Medicaid. This finding probably reflects
the fact that states with more Spanish-speaking
applicants had lower take-up rates than states
with fewer Spanish-speaking applicants, rather

Exhibit 3

Individual Characteristics Associated With Medicaid Take-Up Among Eligible US Adults

Variable
Odds
ratio 95% CI

Predicted
probability (%)

Eligibility category
Disabled adult 1.00 —

a 75.8
Parent 0.39*** 0.35–0.43 56.9
Childless adult 0.16*** 0.14–0.19 38.3

Education
Did not complete high school 1.76*** 1.52–2.03 66.8
High school graduate 1.32*** 1.16–1.52 61.3
College graduate 1.00 —

a 55.7

Working 0.45*** 0.42–0.48 50.9
Race
White 1.00 —

a 60.8
Black 1.33*** 1.23–1.45 66.4
Asian 1.19 0.95–1.50 64.3
Native American 1.27 0.98–1.65 65.4
Other 1.24** 1.02–1.51 65.0

Latino ethnicity 1.12** 1.01–1.24 64.4

Health status
Fair/poor 1.00 —

a 66.6
Good 0.83*** 0.76–0.90 62.9
Very good 0.67*** 0.61–0.75 58.8
Excellent 0.65*** 0.58–0.73 58.1

Age (years)
51–64 1.00 —

a 60.5
41–50 1.02 0.93–1.13 61.0
31–40 0.99 0.87–1.13 60.4
25–30 1.17** 1.02–1.34 63.5
19–24 1.46*** 1.27–1.68 67.7

Male 0.82*** 0.74–0.89 60.1
Female 1.00 —

a 64.1
Female, childbearing age (19–40) 1.44*** 1.28–1.63 66.8

Urban 1.00 —

a 62.0
Rural 1.15*** 1.05–1.25 64.7
Not Married 1.00 —

a 63.1
Married 0.89** 0.81–0.98 60.9

Other eligible family member 1.28*** 1.17–1.40 64.4
Noncitizen family member 0.69*** 0.59–0.81 55.7

SOURCE Authors’ analysis of data from the Current Population Survey (2005–10). NOTES Sample of
36,427 US citizens, ages 19–64, eligible for Medicaid and having no alternative form of insurance.
Predicted probabilities are adjusted for underreporting of Medicaid coverage. All results used state
and year fixed effects. Robust standard errors were clustered at the household level. CI is confidence
interval. aNo confidence interval provided for the reference group within each variable.
**p≤ 0:05 ***p≤ 0:01
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than being an effect of the availability of a Span-
ish-language application per se.
It is worth noting that these variables measure

incremental elements of administrative hassle in
the application process. Some of the tools that
limit this hassle usemore systematic approaches
to streamlining applications, but they are state
options for children only, not adults, under cur-
rent law. These tools include presumptive eli-
gibility—which grants people temporary Medic-
aid coverage at the point of care if they appear to
be eligible, while their full application is being
processed—and Express Lane Eligibility—which
uses administrative data matching to simplify
enrollment. Overall, we found that removing in-
cremental administrative barriers other than the
asset test produced minimal enrollment effects.
This is consistent with prior research findings
that more dramatic changes—such as introduc-
ing an automatic enrollment process—may be
necessary to improve take-up substantially.39,40

For instance, Louisiana has a low take-up
among adults. But through a complete overhaul
of its renewal process, it has raised its retention
rate for eligible children in the Children’s Health
Insurance Program and Medicaid to nearly
99 percent. In its revised approach, an auto-
mated system and state caseworkers use data
from other programs such as food stamps to
determine eligibility for the two programs,
rather than requiring families to resubmit infor-

mation.41 A similar system for adults would prob-
ably prove more effective than incremental
changes in the enrollment process, and recent
proposed rules from the Department of Health
and Human Services would require states to uti-
lize such data sources when they are available.42

Our analysis was unable to evaluate another
key policy with the potential to produce major
changes in take-up rates: outreach. We use the
term to describe not just public relations efforts,
but also active efforts to facilitate enrollment
among eligible consumers. Research on child-
ren’s enrollment suggests that outreach by com-
munity-based enrollment assistants can greatly
increase Medicaid take-up, and provider-based
outreach can also play a central role.9,37

Because outreach is conducted by numerous
entities—includinggovernments, providers, and
community groups—wewere unable to devise an
appropriate quantitative measure for our analy-
sis. Yet outreach remains an important topic for
future research, particularly given theAffordable
Care Act’s requirement that states designate
“navigators” to assist people applying for cover-
age in Medicaid and the new insurance ex-
changes. These “navigators” arepeople or organ-
izations that will conduct public education to
raise awareness about coverage; distribute infor-
mation about, and assist in, enrollment in
Medicaid or private health plans; and provide
information in a manner that is culturally and

Exhibit 4

Medicaid Take-Up Rates Among Eligible Adults, By State

SOURCE Authors’ analysis of data from the Current Population Survey (2005–10). NOTES Adjusted for state population demographics
and for the underreporting of Medicaid coverage in the Current Population Survey. Sample of 36,427 US citizens, ages 19–64, eligible
for Medicaid and having no alternative form of insurance. Sample does not include people who are theoretically eligible for Medicaid as
part of a section 1115 waiver (explained in the text), but who live in states that have closed enrollment because of legislative caps.
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linguistically appropriate to the needs of the
population.
Another factor associated with higher take-up

was having a higher percentage of Medicaid
beneficiaries in managed care. This may be be-
cause beneficiaries see managed care as prefer-
able to traditional Medicaid, or because man-
aged care plans make greater efforts than the
classic fee-for-service Medicaid programs do to
increase enrollment. These outreach efforts by
managed care plans are also fueled by the fact
that the plans receive capitated payments for
each of their enrollees and thus have a clear
financial incentive to sign people up.
Our list of policies explained most of the state

differences in take-up rates based on political
ideology. However, we still found a trend toward

higher enrollment among liberal states after
adjustment. This suggests that unmeasured var-
iables correlatedwith ideology—such as the pres-
enceof outreach efforts or stigmaassociatedwith
enrolling in Medicaid—may play a role as well.
The Effect Of Massachusetts’s Health

Reform Finally, the most powerful policy pre-
dictor of take-up was Massachusetts’s statewide
health reform. Although it was already at the
higher range of take-up even before its health
reform,43 Massachusetts managed to increase
itsMedicaidenrollmentbymore than10percent-
age points after the implementation of several
policies in 2007. The state’s apparent “magic
bullet” included an individual insurance man-
date; media coverage and publicity by the state
and nonprofit organizations; and the use of data

Exhibit 5

Policy Variables Associated With Medicaid Take-Up Among Eligible US Adults

Adjusted odds ratio (95% CI)

Variable Model 1 Model 2
Factors related to hassle of enrollment

Face-to-face interview when applying 0.85 (0.65–1.13) 0.99 (0.80–1.23)
Face-to-face interview when renewing 0.92 (0.77–1.10) 0.93 (0.76–1.13)
Shared application for family members 1.10 (0.94–1.29) 1.19 (1.01–1.39)**
Frequency of eligibility renewal (months) 0.98 (0.96–1.00) 0.99 (0.96–1.02)
Self-declaration of residency 1.02 (0.83–1.25) 0.92 (0.72–1.17)
Application length (pages) —

a 1.01 (1.00–1.02)
Application literacy level (grade) —

a 0.96 (0.90–1.02)
Application available in Spanish —

a 0.65 (0.47–.91)***
Application available in other foreign languages —

a 0.95 (0.79–1.13)
Application can be submitted by telephone —

a 1.21 (0.95–1.54)
Application can be submitted online (by consumer) —

a 1.01 (0.82–1.24)
Application can be submitted online (by provider) —

a 1.04 (0.87–1.25)
Separate application for disabled adults —

a 1.03 (0.85–1.24)
Application combined with other programs —

a 1.02 (0.81–1.29)

Factors related to benefit of coverage

Scope of covered services (z-score) —

a 1.16 (1.04–.29)***
Dental coverage 1.20 (0.96–1.51) 1.28 (1.10–.49)***
Annual cost sharing ($100s) 0.58 (0.46–0.74)*** 1.13 (0.72–1.78)
Percentage of state enrollees in managed care 1.28 (0.98–1.68) 1.36 (1.05–1.76)**
Provider reimbursement (percentage of national mean) 1.02 (1.00–1.03)** 1.00 (1.00–1.01)

State contextual factors

Federal medical assistance percentage 1.00 (0.97–1.02) 1.00 (0.99–1.02)
Per capita income ($1,000s) 1.00 (0.95–1.06) 0.99 (0.95–1.04)
Asset test used for eligibility determination 0.22 (0.07–0.69)*** 0.66 (0.18–2.45)
Asset limit ($1,000s) 0.99 (0.97–1.00)** 1.00 (0.98–1.01)
County-based Medicaid administration —

a 1.12 (0.95–1.31)
Massachusetts after state health reform 1.57 (1.23–2.02)*** 2.48 (1.55–.97)***
Other state-run insurance program for poor 0.91 (0.72–1.15) 1.14 (0.94–1.38)
Liberal ideology —

a 1.36 (0.99–1.86)
Moderate ideology —

a 1.09 (0.86–1.37)
Conservative ideology —

a 1.00b

SOURCE Authors’ analysis of data from the Current Population Survey (2005–10) and primary data on state policies gathered from
published literature and direct contact with states. NOTES Sample of 36,427 US citizens, ages 19–64, eligible for Medicaid and having
no alternative form of insurance. All results use standard errors clustered at the state level and are adjusted for the demographic
variables listed in Exhibit 3 and year fixed effects. Z-score is the normalized value of the variable, with a mean of 0 and standard
deviation of 1. CI is confidence interval. aVariables without any within-state variation were excluded from model 1, which included state
fixed effects. bReference group for ideology. **p ≤ 0:05 ***p≤ 0:01
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matching from other public programs to reduce
the application burden on applicants.44

One might assume that Massachusetts’s man-
date was the main factor. However, the majority
of state residents eligible for Medicaid had in-
comes low enough that they were exempt from
mandate penalties. TheAffordable CareAct has a
similar exemption, in that many uninsured
Americans have incomes below the tax-filing
threshold and therefore will not be subject to
the health coverage mandate.
Rather than themandate itselfmaking adiffer-

ence in enrollment, it seems that the perception
of a mandate (even if its penalties did not apply
to this population), combined with awareness of
coverage options and active outreach, made the
difference in Massachusetts. The impact of out-
reach is evident in the fact that more than half of
all successful applications were submitted on
behalf of consumers by providers or community
organizations.44

The state’s subsidized exchange-based cover-
age, called Commonwealth Care, may also have
had an effect, because the applicationprocess for
premium subsidies redirected applicants to
Medicaid if they qualified. Similarly, the ex-
changes to be created under the Affordable Care
Act could have a positive impact on Medicaid
take-up.

Conclusion
The expansion of Medicaid in 2014 offers the
possibility of enhanced coverage and access to
care for millions of low-income Americans. To
maximize this opportunity, policy makers need
to ensure that take-up among eligible adults ex-
ceeds current rates. In many states take-up rates
now are under 50 percent—particularly among
nondisabled childless adults, who constitute the
bulk of the uninsured.
The Affordable Care Act takes several steps

that may improve take-up rates. It creates a sim-
pler, universal eligibility standard for most
adults across all states, which may reduce infor-
mational barriers to enrollment. It also requires
states to create an online application and a “no
wrong door” enrollment process with a single
application that directs all applicants to Medic-
aid, an insurance exchange, or the Children’s
Health Insurance Program to the correct
program.
But our findings indicate that incremental ad-

ministrative steps alone may be inadequate to
ensure broad participation. States need to en-
sure comprehensive coverage of needed bene-
fits, provide community-based outreach, and
consider more dramatic changes to their enroll-
ment processes in order to produce high rates of
coverage among adults eligible for Medicaid. ▪

A preliminary version of this article was
presented at the regional and national
meetings of the Society for General
Internal Medicine in Boston,
Massachusetts, on March 4, 2011, and

in Phoenix, Arizona, on May 5, 2011.
This work was supported by funding
from the Agency for Healthcare
Research and Quality (R03 HS19754-01;
principal investigator: Benjamin

Sommers). The authors are grateful to
Alan Weil and Anna Aizer for helpful
feedback on earlier versions of this
article.
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Errata

Smith et al., June 2012, p. 1277 In
the third sentence of the Abstract, the
number 4,518 decedents should be
4,158. The article has been corrected
online.
Sommers et al., May 2012, p. 915 In
Exhibit 4, the color coding for Vermont

and New Hampshire was inadvertently
transposed. Vermont should be blue
(> 70%), and New Hampshire should
be red (< 50%). Also, Florida should
be red instead of orange (50–59%).
Finally, the District of Columbia (de-
noted by a star between Maryland and
Virginia) should be blue. The exhibit has
been corrected online.

Reschovsky et al., May 2012, p. 961
In Exhibit 4, the legend colors were
inadvertently transposed. The red bars
represent the percentage of the inter-
quintile difference in total utilization
attributable to category, and the blue
bars represent the percentage of total
national utilization. The exhibit has
been corrected online.
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