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The Patient Protection and Affordable Health Care Act
was signed into law in March 2010. Shortly after the
passage of the bill, the University of Maryland School
of Public Policy and the IBM Center for the Business
of Government came together to create a Blog on

the IBM Center’s website to address implementation
issues surrounding the new law.

The Making Health Care Work Blog focused on the
central challenge of the new law: How will the nation
implement the massive bill of over 2700 pages? The
Blog discussed how the nation can make health care
reform work, as well as the challenge of designing
important new tools needed for government. While
news coverage focuses on the politics of health care
reform in Washington, the Blog went beneath the
rhetoric to share the difficult details of what states
and federal officials have to do to make sure that the
law works on the ground.

From analysis to “Q and As” with top officials, the
Making Health Care Work Blog remains a source

of valuable information about Medicaid expansion,
health insurance exchanges, and other top challenges
in the implementation of health reform.

Review the discussion at:
www.businessofgovernment.org/blogs/
making-health-care-reform-work



FOREWORD

Now that health reform has been enacted
and signed into law, the nation needs to start
asking: How are we going to make this work?
Though battles are still raging over provisions
in the final bill (e.g. the constitutionality of
individual mandates), people have begun to
turn their attention to the details of imple-
menting the new law.

The University of Maryland School of Public
Policy and the IBM Center for the Business
of Government are collaborating to offer a
unique voice on the major implementation
issues surrounding the law. We're operating
with two driving ideas:

e The battle over the passage of health
reform was just the prelude to even bigger
implementation battles to come.

* Making health reform work is the next
great frontier, and we all have a vested
interest in understanding the compli-
cated process of turning legislation into a
national program that is implemented in a
way that works for us all. Donald F. Kettl

This Implementation Brief, Modernizing Medicaid: Strategies for
Managing Enrollment in Health Care Reform, focuses on the process
of identifying eligible enrollees and presents six promising practices
for enrolling more people. The Brief is published at a time when states
are grappling with how to reduce spending on Medicaid. In the face
of significant budget shortfalls, some states are proposing to drop
hundreds of thousands of low-income adults from Medicaid.

The term of art is “implementation,” but that doesn’t begin to cap-
ture the many issues that will arise as government transforms the
Act’s promise into practice. How do we make sure that those tasked
with implementing the reforms and with delivering health care more
effectively are able to accomplish what the new legislation demands
of them?

This Implementation Brief seeks to contribute to the discussion about
the Act’'s implementation. We welcome your comments and look
forward to a lively conversation.

Jonathan D. Breul

Executive Director

IBM Center for The Business of Government
jonathan.d.breul@us.ibm.com

Donald F. Kettl

Dean, School of Public Policy
University for Maryland
kettl@umd.edu




INTRODUCTION

The purpose of this Implementation Brief is to identify and explain
several approaches to maximizing enrollment under the Medicaid
expansion provisions of The Affordable Care Act (ACA) of 2010.!
This major legislation expanded Medicaid to all legal residents of the
United States under age 65 with incomes up to 133 percent of the
federal poverty line (FPL) beginning in 2014.

Medicaid is expected to add about 16 million people to the program
by the end of the decade. The new enrollees are predominantly people
made eligible for the first time by ACA, but also include a significant
number of people already eligible but not enrolled. An estimated 87.2
percent of all new funding for Medicaid expansion, federal plus state,
would be devoted to people newly eligible for Medicaid, with the
remainder accounted for by a greater outreach effort to enroll people
already eligible.?

This Implementation Brief is the first in a series of reports providing
specific strategies for implementing various key features of ACA. It
focuses on identifying the eligible enrollees and promising practices
for getting them into coverage. The next Implementation Brief will
focus on best practices in care management for those newly eligible
for Medicaid, and the third will address the important challenge of
assuring an adequate number and good mix of health care providers to
serve the expanded Medicaid population.

The principal audience for this Implementation Brief is agency heads,
program managers, and their staff in both federal and state govern-
ment, along with legislative leaders and their staff. We also hope that
people working in the health care system and in the research and
policy communities will find this information useful.

The predominant culture over the past several decades for enrolling
people into means-tested federal and state government programs has
been one in which government agencies require applicants to “prove

it to us that you are eligible.” This involves lengthy and frequently
confusing application forms, considerable documentation requirements
(e.g. pay stubs, establishment of residence, citizenship requirements),
requiring face-to-face meetings or interviews, and checking and re-
checking eligibility at regular intervals.

Historically, the onus of responsibility is mostly on the applicant, and a
paper-based system of eligibility system is prevalent. All of this creates
substantial barriers to participation, and as a result, many who are eli-
gible are uninsured while others enter the program only to be dropped
despite remaining eligible. Some two-thirds of uninsured children are
eligible for either Medicaid or CHIP but are not participating. Many
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families do not know they are eligible for these programs but others do
not apply because it can be time-consuming, confusing, and some-
times demeaning to do so.3

In contrast, the newer and more promising approaches highlighted

in this Implementation Brief are designed to remove the barriers to
enrollment and use 21st century technology to facilitate enroliment.
ACA promotes a “culture of coverage” in which the “default option”
is getting coverage—from either public or private sources. In place

of endless paper trails and a climate of “you prove it to us,” a more
advanced approach says “let us use information from our own public
sources to see if you likely or almost certainly qualify, and if so, we
will notify you, and enroll you (subject to later verification), unless
you specifically opt out.” Instead of applicants being active and
government passive, the switch is to a government that is active, and
applicants are unburdened. A “trust but verify” attitude supplants the
“prove it to us” mentality.

Promising Approaches to Maximizing Enroliment

The number of people who actually enroll in the program is by no
means a fixed or pre-determined matter. It will depend on the strate-
gies employed to identify and facilitate enroliment of people newly
eligible for coverage as well as new ways to promote program partici-
pation by those already eligible but not enrolled.

This Implementation Brief describes promising approaches for
outreach and enrollment. It is important to recognize that there are
countervailing pressures on states that may limit their desire or ability
to employ these approaches. States are still experiencing significant
budget deficits even as the economy has been gradually recovering
from the deep recession.

While the federal government will be paying the full cost of the newly
enrolled population for the first three years, declining gradually to 90
percent in 2020, the new law will also draw in people already eligible
for Medicaid but not participating, and the state will get its normal
federal matching rate for these people—ranging from 50 percent to
about 78 percent. In addition, the federal government is pushing

for a reduction in errors that in some cases allow a small proportion
of people not actually eligible to slip through the system and enroll.
States are also now confronted by serious problems related to under-
funded pension funds and retiree medical programs for their employ-
ees. Against this backdrop, those proposing reforms will have to make
a good “business case” for maximizing enrollment through the kinds of
approaches proposed here.




APPROACHES

APPROACH 1: Helping Insurance Exchanges
Direct People to Either Public Programs or
Private Coverage Choices

The Affordable Care Act (ACA) calls for the establishment of state-
based health insurance Exchanges for individuals and small firms.
These Exchanges, which will offer a choice of health plans and sliding-
scale subsidies based on income, will be the subject of a subsequent
Implementation Brief. An important function of the exchanges will be
to develop a kind of clearinghouse that will assess people’s eligibility
for Medicaid, CHIP—the program for children—and the Exchanges.
ACA requires states to create enroliment systems that ensure that
applicants are screened for all available subsidy programs and enrolled
in the appropriate program, with minimal collection of information and
documentation requirements from applicants. It further requires states
to operate a streamlined enrollment process and foster administrative
simplification, using uniform income rules and forms as well as paper-
less verification processes.*

The success of Medicaid enrollment will depend in part on the capac-
ity of these Exchanges to perform this clearinghouse function and to
make accurate determinations of eligibility for either public programs
or the Exchanges. ACA requires Exchanges to affirmatively determine
eligibility for Medicaid and CHIP and then to enroll people into the
appropriate coverage. Once a consumer files an application with any
program, eligibility for every program should be determined, without
any need for further action by the consumer.® Further, states can use
data to “pre-populate” application forms. Once consumers provide
their name, social security number, and address—where possible
online—the Exchange could compile all available data relevant to eli-
gibility, present it to the consumer for confirmation, and grant eligibil-
ity accordingly.

The federal government is providing strong financial incentives to

the states for these new approaches to eligibility determinations and
enrollment. On November 8, 2010, the Centers for Medicare and
Medicaid Services (CMS) issued a Notice of Proposed Rulemaking
(NPRM) 3 affecting Medicaid reimbursement for eligibility and enroll-
ment systems. The proposed rule would increase the federal matching
rate for Medicaid eligibility and enrollment systems. Reimbursement
for the design, development, and installation of eligibility and enroll-
ment systems would increase from a 50 percent federal match to a
90 percent federal match, effective through December 31, 2015. The
maintenance and operation of such systems would also be eligible for
an increased reimbursement rate, from a 50 percent to a 75 percent
federal match, which would remain available indefinitely, provided
these systems continued to meet other requirements.

Medicaid eligibility systems will need to be developed in such a way
as to allow for both easy adaptation of systems over time and easy
adoption of components within and across programs. States may
build upon work already completed under the Medicaid Information
Technology Architecture (MITA) project in order to have a comprehen-
sive framework that will enable increased sharing of electronic health
information across systems. States are encouraged to work collabora-
tively, sharing and reusing Medicaid technologies and systems that
have already shown promise in other states.®
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APPROACH 2: Promoting Express Lane
Eligibility

Express Lane Eligibility establishes connections between Medicaid
and CHIP, and other means-tested government programs with similar
income eligibility rules, to identify and quickly enroll children. The
basic idea is that states would create an “express lane” connecting
children enrolled in programs such as federal nutrition programs that
carries children directly into Medicaid or CHIP, with later verification.
The major programs to which Medicaid and CHIP could be linked
are the Supplemental Nutrition Assistance Program (SNAP), formerly
known as Food Stamps; the Special Supplemental Nutrition Program
for Women, Infants, and Children (WIC); and the National School
Lunch Program (NSLP). A report by Stan Dorn of the Urban Institute
highlights strategies that states may employ to create express lanes
that augment enrollment in Medicaid or CHIP:”

e States can automatically find a child eligible for Medicaid or CHIP
based on gross income or adjusted gross income shown on the
family’s state income tax form.

e Children receiving Food Stamps can automatically meet Medicaid
eligibility requirements. In fact, only 0.1 percent of uninsured
children meeting Food Stamp eligibility standards live in families
with income that is too high for Medicaid or CHIP. Thus, using
Food Stamp eligibility to automatically enroll children in one of
these programs is almost certain to be an accurate eligibility
determination.

» Children receiving free school lunches can automatically be
found eligible for Medicaid or CHIP. While the match in eligibility
between NSLP and the health care programs is not as near-perfect
as it is with Food Stamps, 96 percent of the children getting free
school lunches live in families with incomes that qualify them for
Medicaid or CHIP.

» States now have the option of documenting citizenship and identity
by presenting the Social Security Administration (SSA) with a
child’s name and Social Security number. Citizenship is established
if SSA determines that its files do not contain any information
inconsistent with citizenship.

e Under ACA, many of these approaches could be employed by
states and the federal government to enroll both children and
adults in public programs.
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APPROACH 3: Using Information from Income
Tax Filings to Determine Program Eligibility

Another way to identify people who are eligible for Medicaid and CHIP
involves using forms from state or federal income tax filings to identify
people who are likely to be eligible. Under ACA, federal, rather than
state income tax data will now be central to eligibility determination
for subsidies in the Exchanges. ACA seems to give states the authority
to do the same with Medicaid.

ACA can be read to permit states to use prior-year tax data to qualify
adults and children in Medicaid as has been done in the past. New
York, for example, uses such tax returns during the first three months
of the year, and other states could do the same. In later months,
states could supplement tax data with more recent income informa-
tion, such as that from new hires data bases. Also, states could pres-
ent consumers with whatever data they have at the point of eligibility
determination and ask consumers to confirm the data’s continued
accuracy.®

In addition, the following approaches could also be undertaken:

e States could use their own income tax forms, and/or work together
with the federal government using federal income tax information,
to increase enrollment among people newly eligible for Medicaid.
Clearly, assuring privacy is a top priority.

» Taxpayers could be required or allowed to identify their uninsured
household members and indicate on the tax forms whether they
would permit the federal government and the states to use this
information in determining eligibility for Medicaid and subsidies
in the Exchange. For example, when people file state income
taxes electronically, a prompt could allow them to give the state
permission to transfer information from the tax forms to an on-line
application for Medicaid or to the Exchange, where eligibility for all
subsidies could be determined.

» States could use income data from tax forms to inform people that
they appear to qualify for Medicaid or subsidies in the Exchange,
and provide them with a toll-free number to request coverage,
confirm eligibility, and select a health plan (or authorize the state
to select one for the consumer).®
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APPROACH 4: Improve Retention of People
Enrolled in Medicaid and CHIP

In addition to facilitating enroliment of children and adults “at the
front end” of Medicaid coverage, an important challenge is to retain
people in Medicaid as long as they remain eligible. Poor retention of
both children and adults is an important, and frequently overlooked,
cause of children and adults being uninsured. A recent study by
Professor Benjamin Sommers shows that among children who were
eligible for Medicaid or CHIP but uninsured in 2008, more than
one-third, or 35.5 percent, had been enrolled in Medicaid or CHIP the
previous year—28.6 percent in Medicaid and 6.9 percent in CHIP—
and were still eligible but not enrolled.'® Many of these children were
dropped from coverage through the recertification process.

* To enhance retention of people enrolled in Medicaid and CHIP,
states may use 12-month continuous eligibility. Continuous eligibil-
ity means that states would redefine the eligibility determination
process from a month-to-month basis to an annual basis. At
least 20 states have implemented this strategy for children and
New York has just adopted it for adults. In effect, a person would
be granted a year of coverage, irrespective of monthly income
fluctuations. While this step would reduce the problem of eligible
people losing public coverage, it could also augment the problem
of people remaining in public coverage even though they have
become ineligible.

* Continuous eligibility should lead to substantial administrative
savings by reducing “churning” in and out of Medicaid and CHIP.
Louisiana uses data to renew coverage without contacting the
family when such data show that continued eligibility is reasonably
certain. When data are not sufficient to establish eligibility, families
are encouraged to provide missing information by phone. Only
if all else fails must families complete paperwork documenting
continued eligibility. As a result, fewer than 1 percent of children
experience procedural terminations at renewal.

* Continuous eligibility would address the very significant problem
of large numbers of people losing Medicaid coverage during the
year, despite actually remaining eligible. This loss of Medicaid and
CHIP coverage has various serious adverse health consequences.!!
Ku and colleagues found that “Many chronic diseases, such as
diabetes, asthma, or chronic obstructive pulmonary disease, can
be effectively treated with primary medical care, including regular
use of appropriate medications such as oral diabetes drugs or
steroid inhalers for asthma. Such diseases are considered ‘ambu-
latory-sensitive’ conditions because they can be controlled through
appropriate ambulatory (office-based) primary care.!?”

* When these diseases are not well controlled, they can lead to
expensive emergency room visits or even hospitalizations. Research
has shown that, for both adults and children, interruptions in
Medicaid coverage can lead to significant increases in hospitaliza-
tions for ambulatory-sensitive conditions.!® The authors also note
that continuous Medicaid coverage can lead to earlier identifica-
tion of cancer and improved outcomes. Continuous coverage led to
an increased incidence of screening for breast cancer and cancer
patients enrolled in Medicaid before their cancer diagnoses lived
longer than those who enrolled only after diagnosis.!*
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APPROACH 5: Employing Presumptive
Eligibility and Related Measures

Presumptive eligibility is the practice of granting provisional eligibility
immediately upon receiving an application for enrollment in Medicaid,
with later verification. Presumptive eligibility is based on a determina-
tion that in all likelihood, this person is eligible, so let's put them in
right away, rather than risk losing them under a long review process.
Presumptive eligibility has been used to enroll children and pregnant
women, but under ACA all hospitals participating in a state Medicaid
program can grant presumptive eligibility to all Medicaid populations,
including adults, effective January 1, 2014.1®

Certain “qualified entities” can make preliminary, or “presumptive”
determinations that a child is eligible for Medicaid based on the fam-
ily’s declaration that its income is below the state’s Medicaid income
eligibility guidelines. No verification of income is needed at the time
the presumptive eligibility determination is made. Thus, the qualified
entity—which includes hospitals, pediatricians, health professionals
working at community health centers, and staff of school-based health
programs that receive Medicaid reimbursements for health services
provided to students—can provisionally enroll the child in Medicaid.
The child’s parent has until the end of the next month to submit a full
Medicaid application.'®

A challenge for states is to assure that when entities such as hospi-
tals or clinics presumptively enroll a person in Medicaid or CHIP, the
necessary follow-up will occur to assure that this person is actually
enrolled, rather than just a one-time way of getting providers’ bills
paid for a certain encounter.

Finally, some states have waived the need for face-to-face interviews
for eligibility determinations, and also reduced the burden of docu-
mentation of eligibility to a reasonable set of requirements.
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APPROACH 6: Adding Outreach and Facilitated
Enroliment by Government Staff and Community
Health Workers

States can form partnerships with community-based organizations to
reach out actively to find and enroll people eligible for Medicaid but
not yet participating. These include “out-stationing” enrollment work-
ers in places that people normally visit, such as physicians’ offices and
clinics, grocery stores, churches, and so on. Some organizations hold
“fairs” on a weekend afternoon where people can sign up for public
programs.

Enroliment can also be facilitated by using what are called “commu-
nity health workers” to assist people. These community health workers
are people living in the community who are the friends and neighbors
of residents, and have their trust.

Even before Massachusetts enacted its own health reform plan in
2006, the state extended grants to community-based organiza-
tions—totalling between $2.5 and $3.5 million annually—to support
outreach and enrollment efforts. These grants were supplemented

by the Blue Cross and Blue Shield Foundation, and were provided to
organizations with a long history of working in underserved communi-
ties and that had developed strong trust relationships within those
communities.

Ranging from $5,000 to $20,000 per organization, these small grants
helped develop a cadre of agencies and individuals with deep knowl-
edge of the state’s health coverage programs. The community-based
workers were skilled in culturally and linguistically competent strate-
gies for working with diverse, low-income families. This program has
been continued under the state’s reform program and has been judged
an important factor in helping Massachusetts cover 97 percent of its
population.t”

These workers may start by helping people apply for Medicaid or
CHIP, but this is just the beginning. They can also double-check to
make sure that the application was approved. Next, community health
workers can help people select a community health center or physi-
cian practice as a “medical home,” or regular source of primary and
preventive care, and further assist them as they make appointments,
keep those appointments, and follow up if appointments with their
medical home are missed.

States could develop integrated programs of consumer assistance that
pull together Medicaid, CHIP, and Exchange administrative funding.




CONCLUSIONS

Bringing poor and near-poor people into Medicaid will help an esti-
mated 16 million people obtain improved access to health care and
should improve their health. But states will be challenged to identify
the newly eligible people and enroll them.

The federal government and the states should work together to use
effective strategies for maximizing enrollment of newly eligible people.
These include technology-enabled, streamlined, and paperless enroll-
ment and recertification processes, express lane eligibility, using
income tax data to identify potentially eligible people, continuous
eligibility, presumptive eligibility, and outreach through community
health workers.

This set of new strategies should be supported by modern information
technology and electronic data sharing across state and federal pro-
grams. This is a “smart government” approach to enrolling people into
health care programs that will be required if the Medicaid expansion
called for under ACA is to be as successful as possible.
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