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Key Issues Facing the Program

What GAO Found
GAO identified four key issues facing the Medicaid program, based on prior work.

e Access to care: Medicaid enrollees report access to care that is generally
comparable to that of privately insured individuals and better than that of
uninsured individuals, but may have greater health care needs and greater
difficulty accessing specialty and dental care.

e Transparency and oversight: The lack of complete and reliable data on
states’ spending—including provider payments and state financing of the
non-federal share of Medicaid—hinders federal oversight, and GAO has
recommended steps to improve the data on and scrutiny of states’ spending.
Also, improvements in the Department of Health and Human Services’ (HHS)
criteria, policy, and process for approving states’ spending on
demonstrations—state projects that may test new ways to deliver or pay for
care—are needed to potentially prevent billions of dollars in unnecessary
federal spending, as GAO previously recommended.

e Program integrity: The program’s size and diversity make it vulnerable to
improper payments. Improper payments, such as payments for non-covered
services, totaled an estimated $17.5 billion in fiscal year 2014, according to
HHS. An effective federal-state partnership is key to ensuring the most
appropriate use of funds by, among other things, (1) setting appropriate
payment rates for managed care organizations, and (2) ensuring only eligible
individuals and providers participate in Medicaid.

o Federal financing approach: Automatic federal assistance during economic
downturns and more equitable federal allocations of Medicaid funds to states
(by better accounting for states’ ability to fund Medicaid) could better align
federal funding with states’ needs, offering states greater fiscal stability. GAO
has suggested that Congress could consider enacting a funding formula that
provides automatic, timely, and temporary increased assistance in response
to national economic downturns.
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Medicaid’s ongoing transformation—due to the Patient Protection and Affordable
Care Act (PPACA), the aging of the U.S. population, and other changes to state
programs—highlights the importance of federal oversight, given the implications
for enrollees and program costs. Attention to Medicaid’s transformation and the
key issues facing the program will be important to ensuring that Medicaid is both
effective for the enrollees who rely on it and accountable to the taxpayers. GAO
has multiple ongoing studies in these areas and will continue to monitor the
Medicaid program for the Congress.
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without further permission from GAO. However, because this work may contain
copyrighted images or other material, permission from the copyright holder may be
necessary if you wish to reproduce this material separately.
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GA@ U.S. GOVERNMENT ACCOUNTABILITY OFFICE

441 G St. N.W.
Washington, DC 20548

July 30, 2015
Congressional Addressees

The Medicaid program marks its 50th anniversary on July 30, 2015. Over
the past half-century, Medicaid has grown to be one of the largest
sources of health care coverage and financing for a diverse low-income
and medically needy population. It is the nation’s second largest health
care program as measured by expenditures, behind only Medicare.
Medicaid is also a significant component of federal and state budgets,
with estimated outlays of $529 billion in fiscal year 2015, of which

$320 billion is expected to be financed by the federal government and
$209 billion by the states.! Medicaid was estimated to account for the
second largest share of state spending that year, exceeded only by state
spending on elementary and secondary education. An important health
care safety net, Medicaid covered about 72 million individuals—roughly
one-fifth of the U.S. population—during fiscal year 2013.2 Medicaid’s
diverse enrollee population includes children, low-income adults,
individuals who are elderly, and those who are disabled. The program
covers a comprehensive set of services, including physician, and
inpatient and outpatient hospital care, and is also a particularly significant
source of health care coverage and financing for certain services. For
example, Medicaid is the nation’s primary payer of long-term services and
supports (LTSS), including nursing home care and home- and
community-based services to allow individuals to age in their homes.

An already large and complex program, Medicaid is undergoing a period
of transformative change, as enroliment is growing under the Patient
Protection and Affordable Care Act (PPACA), and Medicaid spending is

1centers for Medicare & Medicaid Services, Office of the Actuary, 2014 Actuarial Report
on the Financial Outlook for Medicaid (Washington, D.C.: 2015).

2This figure represents the total number of individuals ever enrolled in the program in
2013. There were about 58 million individuals enrolled in the program at any one point in
time. See Medicaid and CHIP Payment and Access Commission, Report to the Congress
on Medicaid and CHIP (Washington, D.C.: March 2014). When presenting statistics
regarding Medicaid, we have attempted to use the most recent and reliable data available;
as a result, we present data from different years, for different purposes.
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projected to increase by nearly 60 percent by fiscal year 2023.3 For
example, PPACA permitted states to expand their Medicaid programs by
covering certain low-income adults not historically eligible for Medicaid
coverage, and more than half of the states have done so. Further, among
other factors, the aging of the population and new developments with
technology are both transforming and challenging Medicaid and the rest
of the U.S. health care system. In addition, changing economic conditions
have influenced the number and mix of individuals who are eligible for
Medicaid coverage, and will continue to do so in the future.

Medicaid is designed as a federal-state partnership, and both the federal
government and the states play important roles in ensuring that Medicaid
is fiscally sustainable over time and effective in meeting the needs of the
vulnerable populations it serves. Medicaid is financed jointly by the
federal government and states, administered at the state level, and
overseen at the federal level by the Centers for Medicare & Medicaid
Services (CMS), within the Department of Health and Human Services
(HHS). Medicaid, by design, allows significant flexibility for states to
design and implement their programs. This has influenced the
development of the program and has resulted in over 50 distinct state-
based programs that vary in how health care is delivered, financed,
reimbursed, and overseen. While state flexibility is a key element of the
program, federal oversight is important to help ensure that funds are used
appropriately and that enrollees can access quality care. However, the
size, growth, and diversity of the Medicaid program create significant
challenges for oversight. There is an inherent tension between states’
efforts to design programs that best meet their local needs and federal
efforts to oversee the states’ programs. Attention to the issues facing
Medicaid and the effectiveness of its federal-state partnership will be
important for ensuring that Medicaid is both effective for the enrollees
who rely on it and accountable to the taxpayers.

We have reported over the years on a number of challenges facing
Medicaid, as well as on gaps in federal oversight of the program.# In this
report, we describe (1) key issues that face the Medicaid program, based
on our work; and (2) how the high risk nature of Medicaid—and this

3CMS, 2014 Actuarial Report on the Financial Outlook for Medicaid.

4see, for example, GAO, High-Risk Series: An Update, GAO-15-290 (Washington, D.C.:
Feb. 11, 2015).
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Results in Brief

period of transformative change in the program—have implications for
federal oversight. We prepared this report under the authority of the
Comptroller General to conduct work at GAQO's initiative to assist
Congress with its oversight responsibilities.

To conduct this work, we reviewed reports on Medicaid that we issued
from January 2005—10 years from when we began this review—through
July 2015, including our most recent high risk update, and identified key
issues facing the program and factors that have implications for federal
oversight. We also reviewed documentation from CMS and interviewed
CMS officials about the status of our prior recommendations, as well as
current CMS efforts related to Medicaid. The issues we discuss are
neither inclusive of all the issues facing Medicaid nor all the issues CMS
faces in its oversight efforts. For a list of related reports, see “Related
GAO Products” at the end of this report. Please see the scope and
methodology for each of these reports for details on how we conducted
that work. In addition, appendix | lists open matters for congressional
consideration and selected open GAO recommendations regarding
Medicaid, as of July 2015. (GAO has made more than 80
recommendations regarding Medicaid since January 2005.)

We conducted this performance audit from January 2015 to July 2015 in
accordance with generally accepted government auditing standards.
Those standards require that we plan and perform the audit to obtain
sufficient, appropriate evidence to provide a reasonable basis for our
findings and conclusions based on our audit objectives. We believe that
the evidence obtained provides a reasonable basis for our findings and
conclusions based on our audit objectives.

As the Medicaid program marks its 50th year, it faces a range of key
issues, as indicated by our prior work. (See fig. 1.) Attention to these key
issues—access to quality care; transparency and oversight; program
integrity; and federal financing—will be important to ensuring that the
Medicaid program is both effective for the enrollees who rely on it and
accountable to the taxpayers.
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Figure 1: Key Issues Facing the Medicaid Program
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« First, maintaining and improving access to quality care is critical to
ensuring that the program is effective for the individuals who rely on it.
Although Medicaid enrollees report having access to care that is
generally comparable to that of privately insured individuals, some
enrollees may face challenges, such as in obtaining specialty care
(like mental health care) or dental care. CMS has taken steps to help
ensure enrollees’ access to care and we have recommended
additional steps that could bolster those efforts. We recommended in
September 2009, for example, that CMS ensure that states with
inadequate managed care dental provider networks take action to
strengthen those networks. CMS has reported taking steps to improve
these networks, but we believe more can be done in this area. CMS
also has ongoing efforts to collect data from states to help assess
Medicaid enrollees’ access to care, and in April 2011 we
recommended CMS take steps to improve its data. For example, we
recommended that CMS work with states to explore options for
reporting on the receipt of services separately for children in managed
care and fee-for-service delivery models. CMS officials indicated that
they do not plan to require states to report such information, but we
continue to believe this information is important for monitoring and
ensuring access to care.

« Second, efforts to ensure fiscal accountability through increased
transparency and improved oversight can help make certain that
Medicaid funds are used appropriately. A lack of reliable CMS data
about program payments to providers and state financing of the non-
federal share of Medicaid hinders oversight, and our work has pointed
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to the need for better data, as well as improved policy and oversight.
In addition, gaps in HHS’s criteria, process, and policy for approving
states’ spending on demonstrations—state projects that test new
ways to deliver Medicaid benefits—raises questions about billions of
dollars in federal spending. Improvements are needed to ensure that
demonstrations do not increase federal Medicaid spending, and that
demonstrations further Medicaid objectives. HHS and CMS have
taken important steps in recent years to improve transparency,
oversight, and fiscal accountability, and we have recommended
additional steps that would build on those efforts. For example, in April
2015, we recommended that CMS take steps to ensure that states
report accurate provider-specific payment data and develop a policy
and process for reviewing payments to individual providers to
determine whether they are economical and efficient, and HHS
concurred with our recommendations.

« Third, improving program integrity can help ensure the most
appropriate use of Medicaid funds. The program’s size and diversity
make it particularly vulnerable to improper payments, including
payments made for treatments or services that were not covered by
the program, that were not medically necessary, or that were billed for
but never provided. Improper payments are a significant cost to
Medicaid—totaling an estimated $17.5 billion in fiscal year 2014,
according to HHS. An effective federal-state partnership is key to
ensuring the most appropriate use of funds by (1) identifying and
preventing improper payments in both fee-for-service and managed
care, (2) setting appropriate payment rates for managed care
organizations, and (3) ensuring only eligible individuals and providers
participate in Medicaid. CMS has taken steps to improve program
integrity, and we have recommended other steps that would bolster
those efforts. In May 2014, for example, we recommended CMS take
steps to improve oversight of growing Medicaid managed care
expenditures; CMS has taken some steps and we believe even more
can be done in this area.

« Fourth, Medicaid’s federal-state partnership could be improved
through a revised federal financing approach that better addresses
variations in states’ financing needs. The federal government currently
pays a share of Medicaid expenditures according to a statutory
formula based on each state’s per capita income relative to the
national average. Automatically providing increased federal financial
assistance to states affected by national economic downturns—
through temporary changes to the federal funding formula—could help
provide timely and targeted assistance that is more responsive to
states’ economic conditions than past federal assistance when
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Congress acted to temporarily increase support to states by
increasing the share of Medicaid expenditures paid by the federal
government. We suggested in November 2011 that Congress could
consider enacting a federal funding formula that provides such
automatic, targeted and timely assistance. In addition, we have
described revisions to the current federal funding formula that could
more equitably allocate Medicaid funds to states by better accounting
for their ability to fund Medicaid. These improvements could better
align federal funding with each state’s resources, demand for
services, and costs; better facilitate state budget planning; and
provide states with greater fiscal stability during times of economic
stress.

Medicaid’s size, complexity, oversight challenges, and ongoing
transformation highlight the importance of federal monitoring. In 2003,
GAO designated Medicaid as a high-risk program due to its size, growth,
diversity of programs, and concerns about gaps in oversight—and more
than a decade later, those factors remain. In addition, the effects of
changes brought on by PPACA, as well as the aging of the U.S.
population, will continue to emerge in the coming years and are likely to
exacerbate the challenges in federal oversight. Other changes in state
programs, such as changes to health care delivery and payment
approaches, will continue to pose challenges to federal oversight. These
changes have implications for enrollees and for program costs, and
underscore the importance of ongoing attention to federal oversight
efforts. We have multiple ongoing studies on Medicaid’s transformation
and the issues facing the program, and will continue to monitor the
Medicaid program for the Congress.

HHS reviewed a draft of this report and provided technical comments,
which we incorporated as appropriate.

Background

Medicaid finances the delivery of health care services for a diverse low-
income and medically needy population. The Social Security Act, which
Congress amended in 1965 to establish the Medicaid program, provides
the statutory framework for the program, setting broad parameters for
states that choose to participate and implement their own Medicaid
programs. CMS is responsible for overseeing state Medicaid programs to
ensure compliance with federal requirements.
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Medicaid Eligibility,
Enrollment, Services, and
Expenditures

Historically, Medicaid eligibility has been limited to certain categories of
low-income individuals—such as children, parents, pregnant women,
persons with disabilities, and individuals age 65 and older.® In addition to
these historical eligibility standards, PPACA permitted states to expand
their Medicaid programs by covering non-elderly, non-pregnant adults
with incomes at or below 133 percent of the federal poverty level (FPL).®
As of May 2015, 29 states, including the District of Columbia, had
expanded their Medicaid programs to cover this new adult group, and one
other state’s proposed expansion was pending federal approval.

Federal law requires state Medicaid programs to cover a wide array of
mandatory services, and permits states to cover additional services at
their option.” Consequently, Medicaid generally covers a wide range of
health care services that can be categorized into broad types of
coverage, including hospital care; non-hospital acute care, such as
physician, dental, laboratory, and preventive services; prescription drugs;
and LTSS in institutions and in the community.® (See figure 2 for an
overview of Medicaid expenditures by category.)

5Among these traditional enrollees, persons with disabilities and individuals age 65 and
over may be enrolled in Medicare as well and are referred to as dual-eligible enrollees.

5pub. L. No. 111-148, 124 Stat. 119 (2010), as amended by the Health Care and
Education Reconciliation Act of 2010 (HCERA), Pub. L. No. 111-152, 124 Stat. 1029
(2010). For purposes of this report, references to PPACA include the amendments made
by HCERA. Beginning in 2014, states may cover under their state plan non-elderly, non-
pregnant adults with incomes at or below 133 percent of the FPL. PPACA also permitted
an early expansion option, whereby states could expand eligibility for this population (or a
subset of this population) starting April 1, 2010. Additionally, PPACA provides fora 5
percent disregard when calculating income for determining Medicaid eligibility for this
population, which effectively increases this income level to 138 percent of the FPL. In this
report, we refer to this population as “expansion enrollees.”

’Some optional services—including, for example, personal care services for the frail
elderly and individuals with disabilities who need LTSS, and adult dental care—are
commonly covered. However, among states that offer a particular benefit, the breadth of
coverage (i.e., amount, duration, and scope) of that benefit can vary greatly.

8Non-institutional LTSS include home health and personal care services, among other
services.
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Figure 2: Medicaid Expenditures by Category, Fiscal Year 2014
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Source: GAO analysis of Medicaid and CHIP Payment and Access Commission (MACPAC) data. | GAO-15-677

Notes: Data are based on MACPAC analysis of CMS-64 data and include both federal and state
funds for the 50 states and the District of Columbia, but exclude expenditures for administration.
Medicaid benefit spending figures include federal and state spending for 2014 as of February 25,
2015, and were subject to change if states revised their expenditure data. The figures for long-term
services and supports, drugs, non-hospital acute care, and hospital care only include Medicaid
expenditures for services that are provided through fee-for-service; additional spending on these
services may be included in the “Managed care and premium assistance” category. Managed care
payments can affect the distribution of spending across categories because they are not made for
specific services. Data do not add to 100 due to rounding.

“Managed care and premium assistance” includes payments for comprehensive and limited-benefit
managed care plans, primary care case management, employer-sponsored premium assistance, and
other payments.

“Drugs” includes spending on drugs net of rebates received from drug manufacturers.

“Long-term services and supports — home and community-based” includes home health, personal
care, and other services.

“Long-term services and supports — institutional” includes the services of nursing facilities,
intermediate care facilities for persons with intellectual disabilities, and mental health facilities.

“Non-hospital acute care” includes services of physicians, dentists, and other practitioners; labs and
X-rays; hospice; physical, occupational, speech, hearing, or language therapy; rehabilitative services;
diagnostic screening and preventive services; and other services.

“Hospital care” includes inpatient and outpatient hospital services; disproportionate share hospital
payments; emergency services; and payments to critical access hospitals.
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In recent years, we and others have examined patterns of service
utilization and expenditures within the Medicaid population and found that
enrollment and expenditures vary among the different categories of
enrollees. For example, for fiscal year 2011, children constituted the
largest category of enrollees (47.4 percent), but accounted for a small
share of Medicaid expenditures (19 percent). In that same year, enrollees
with disabilities (14.7 percent of Medicaid enrollees) accounted for the
largest share of Medicaid expenditures (42.7 percent). (See fig. 3.) In
addition, we found that, generally, a small subset of Medicaid enrollees—
such as those with institutional care needs or chronic conditions—account
for a large portion of Medicaid expenditures.®

SWe examined expenditures among Medicaid-only enrollees. See GAO, Medicaid: A
Small Share of Enrollees Consistently Accounted for a Large Share of Expenditures,
GAO-15-460 (Washington, D.C.: May 8, 2015); and Medicaid: Demographics and Service
Usage of Certain High Expenditure Beneficiaries, GAO-14-176 (Washington D.C.:

Feb. 19, 2014).
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Figure 3: Medicaid Enrollment and Expenditures, by Eligibility Group, Fiscal Year
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Source: GAO analysis of Medicaid and CHIP Payment and Access Commission (MACPAC) data. | GAO-15-677

Note: Enrollees include individuals in 50 states and the District of Columbia ever enrolled in Medicaid
during fiscal year 2011. Expenditures include both federal and state funds for 48 states and the
District of Columbia, but exclude spending for administration and Disproportionate Share Hospital
payments. Due to anomalies in the expenditure data, MACPAC excluded Maine and Tennessee from

the expenditure data.

Health Care Delivery
Models

States have traditionally provided Medicaid benefits using a fee-for-
service system, where health care providers are paid for each service
delivered. However, according to CMS, in the past 15 years, states have
increasingly implemented managed care systems for delivering Medicaid
services. In a managed care delivery system, enrollees obtain some
portion of their Medicaid services from a managed care organization
(MCO) under contract with the state, and capitation payments to MCOs
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are typically made on a predetermined, per person per month basis.
Nationally, about 37 percent of Medicaid spending in fiscal year 2014 was
attributable to Medicaid managed care. Many states are expanding their
use of managed care to additional geographic areas and Medicaid
populations. States oversee Medicaid MCOs through contracts and
reporting requirements.

The Federal-State
Partnership

CMS provides oversight and technical assistance for the Medicaid
program, but states are primarily responsible for administering their
respective Medicaid programs’ day-to-day operations—including
determining eligibility, enrolling individuals and providers, and
adjudicating claims—uwithin broad federal requirements. Each state has a
Medicaid state plan that describes how the state will administer its
Medicaid program consistent with federal requirements. States submit
these state plans for approval to CMS, but have significant flexibility to
structure their programs to best suit their needs. In addition, within certain
parameters, states may innovate outside of many of Medicaid’s otherwise
applicable requirements through Medicaid demonstrations, with HHS
approval.l®° For example, states may test ways to obtain savings or
efficiencies in how services are delivered in order to cover otherwise
ineligible services or populations.

CMS makes quarterly grant awards to states to cover the federal share of
Medicaid expenditures based on each state’s estimated expenditures.
States draw down these funds on a real time basis to make program
payments. Subsequently, states submit their actual quarterly
expenditures, and CMS reviews these and reconciles them with the
estimated expenditures.!! (See figure 4 for a diagram of the federal-state
Medicaid partnership framework.)

0states must submit an application describing the proposed demonstration, and in some
cases, the potential budgetary effect, for HHS approval.

Hstates submit their estimated expenditures on Form CMS-37 at least 45 days before the
beginning of each fiscal quarter. States are to submit their actual expenditures on Form
CMS-64 30 days after the end of each fiscal quarter.
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Figure 4: Federal-State Medicaid Partnership Framework
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Note: If a state wishes to make amendments to its state Medicaid plan, it must seek approval from the
Centers for Medicare & Medicaid Services (CMS). Similarly, a state that desires to change its
Medicaid program in ways that deviate from certain federal requirements may seek to do so through a
Medicaid demonstration, outside of its state Medicaid plan. States must submit an application
describing the proposed demonstration to the Department of Health and Human Services (HHS) for
review. HHS will specify the special terms and conditions that encompass the requirements for an
approved demonstration.

Financing the Medicaid
Program

The federal government matches state Medicaid expenditures based on a
statutory formula—the Federal Medical Assistance Percentage (FMAP).
Under the FMAP, the federal government pays a share of Medicaid
expenditures based on each state’s per capita income (PCI) relative to
the national average. The formula is designed such that the federal
government pays a larger portion of Medicaid costs in states with lower
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per capita incomes relative to the national average. A state’s regular
FMAP is calculated using the following formula:

State FMAP = 1.00 — 0.45 (State PCI / U.S. PCI)2

Federal law specifies that the regular FMAP will be no lower than
50 percent and no higher than 83 percent. For fiscal year 2015, regular
FMAP rates ranged from 50.00 percent to 73.58 percent.

Under PPACA, state Medicaid expenditures for certain Medicaid
enrollees, newly eligible under the statute, are subject to a higher federal
match. States that choose to expand their Medicaid programs receive an
FMAP of 100 percent beginning in 2014 for expenditures for the PPACA-
expansion enrollees—those who were not previously eligible for Medicaid
and are eligible now under PPACA's expansion of eligibility criteria. The
FMAP is to gradually diminish to 90 percent by 2020. States also receive
an FMAP above the state’s regular match (but below the PPACA-
expansion FMAP) for their Medicaid expenditures for the state-expansion
enrollees—those who would not have been eligible for Medicaid prior to
PPACA except that they were covered under a state’s pre-PPACA
“expansion” of eligibility through, for example, a Medicaid
demonstration.? This FMAP is to gradually increase and eventually equal
the FMAP for the PPACA-expansion enrollees beginning in 2019. The
formula used to calculate the state-expansion FMAP rates is based on a
state’s regular FMAP rate so the enhanced FMAP rate will vary from state
to state until 2019.

See figure 5 for the variation across states in the regular FMAP; Medicaid
spending, enroliment, and managed care enroliment; and whether the
state had expanded Medicaid coverage to newly eligible adults under
PPACA as of May 2015. See appendix Il for the information in tabular
form.

2This state-expansion FMAP falls between a state’s regular FMAP and the PPACA-
expansion FMAP.
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Figure 5: Regular Federal Medical Assistance Percentage (FMAP); Medicaid Enrollment, Spending, and Managed Care; and
Medicaid Expansion under the Patient Protection and Affordable Care Act (PPACA), by State

Interactivity instructions: {t’} Roll over on each state to see Medicaid data. E See appendix Il for the non-interactive, printer-friendly version.

Whether the state expanded Medicaid
to newly eligible adults under PPACA
(as of May 2015)

. -
=
- Pending federal approval®

Sources: GAO based on information from the Medicaid and CHIP Payment and Access Commission (MACPAC) (enroliment and spending data); Office of the Assistant Secretary for Planning and
Evaluation, Department of Health and Human Services (regular FMAPs); and The Henry J. Kaiser Family Foundation (Medicaid expansion status) (data); Map Resources (map). | GAO-15-677

aMedicaid enrollment figures reflect full-year equivalent enroliment, which is the sum of monthly enroliment totals, divided by 12.
®Medicaid benefit spending figures include federal and state spending for 2014 as of Feb. 25, 2015, and were subject to change if states revised their expenditure data.

°The federal government matches state Medicaid expenditures based on a statutory formula—the FMAP. The regular FMAP differs from the FMAP that may apply to certain individuals, such as those
newly eligible for Medicaid under PPACA.

dComprehensive risk-based managed care plans do not include limited-benefit plans or primary care case management programs.

eState had a change in total enroliment of 10 percent or more over the prior year, which may reflect data anomalies and may be updated in the future.
MACPAC did not report managed care information for Maine, Tennessee, or Vermont due to data anomalies.

9State enacted legislation expanding Medicaid; federal approval of the expansion is required before it can be implemented.
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Key Issues Facing
the Medicaid Program

Maintaining and Improving
Access to Quality Care

4

Maintaining and
Improving Access
to Quality Care

&

e Medicaid enrollees report access to care
that is generally comparable to the
privately insured, but some face particular
access challenges.

e Better data needed to help assess and
improve Medicaid enrollees’ access to
care.

Source: GAO. | GAO-15-677

Medicaid Enrollees Report
Access to Care that is
Generally Comparable to the
Privately Insured, but Some
Face Particular Access
Challenges

Medicaid enrollees report access to medical care that is generally
comparable to that of privately insured individuals. However, some
enrollees may face access challenges, such as 