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To:  House Appropriations Committee

From: Madeleine Mongan, Paul Harrington, Stephanie Winters
Date: February 24, 2015

Primary Care and Professional Services Medicaid Rate Increases: $9 million, $4,225,700 GF

VMS strongly supports the administration’s proposal to increase Medicaid reimbursement to
Medicare levels as of January 1, 2016. In addition to creating a cost shift to private insurance,
VMS believes that low Medicaid reimbursement has a significant adverse impact on Medicaid
patients’ access to health care services. It is extremely important to VMS that Vermont
adequately finance the health care delivery system to enable professionals to provide efficient
care, as required by Act 48. Many Vermont physicians report that for the first time they are
struggling to continue to keep their doors open to Medicaid, and they also report that they
receive invitations to practice in other states on a daily basis.

tn the FY 16 budget, the administration proposes to restore reimbursement for primary care
and professional services to the Medicare fevel, commencing January 1, 2016, DHVA’s current
Medicaid professional reimbursement for 2015 as a percentage of Medicare equals 80.19
percent {28.71/35.8013),% for both primary and speciaity care. The proposed increase would
raise Medicaid payments to the Medicare level. VMS supports these proposed increases and
believes that they will help physicians continue to practice in Vermont, and continue to see new
patients.

VMS is particularly concerned about primary care practices. As you know, the federally funded
Enhanced Primary Care Program {EPCP) expired in January 1, 2015 and Vermont primary care
practitioners saw their Medicaid reimbursement reduced from 100 percent of Medicare to 80
percent of Medicare —a 20 percent reduction, Low Medicaid reimbursement has the greatest
adverse impact on patient access for services from physicians in independent practice, since
these practices have little potential for cost-shift to private insurance due to lack of negotiating
power. The 20 percent reduction does not affect primary care physicians employed by FQHCs
and RHCs, since DVHA reimburses federally qualified health centers (FQHCs) on a cost basis
capped at 130 percent of Medicare and Rural Health Clinics (RHCs) on a cost basis capped at
110 percent of Medicare.

A recent study reported in the New England Journal of Medicine? found that in ten states
appointment availability was 7.7 percentage points higher in 2014 when the enhanced ACA

! Effective January 1, 2015, DVHA pays for Medicaid professional medical care services using a single RBRVS
Conversion Factor {CF} of $28.71.The conversion factor for Medicare untif March 31, 2015 is $35.8013,
2 http:/fwww.nejm.org/doi/full/10.1056/NEMsa1413299 {abstract}
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payment was in effect than it was the year before the enhanced ACA payment went into effect.
The authors concluded that the study provided early evidence that increased Medicaid
reimbursement to primary care providers, as mandated in the ACA, was associated with
improved appointment availability for Medicaid enrollees without generating longer waiting
times. The study was funded by the Robert Wood Johnson Foundation.

Closer to home, the Department of Health surveys practitioners at the time of relicensing and in
2014, its preliminary findings show that only 72% of family physicians and 55% of general
internists accepted new Medicaid patients, as opposed to 82% family physicians accepting new
patients overall and 64% of general internists. Similarly only 65% of psychiatrists accepted new
Medicaid patients while 82% accept new patients overall. Medicaid access varies from county
to county, ranging from a low of 57% in Bennington to 68% in Chittenden and 74% in Windsor.?

The practice environment for physicians in Vermont is at a low ebb. The physician workforce,
like the Vermont population, is aging. Older patients have more chronic diseases and need
more care. Patients with opioid addiction are complex and physicians spend more time treating
them and coordinating their care. Electronic medical records are not interoperable, physicians
must report numerous quality measurements some of which do not improve clinical care.
Administrative hurdles that take time away from time spent with patients such as prior
authorization continue to increase, despite a commitment in Act 48 to reduce administrative
costs.

VMS has supported increasing Medicald rates to the Medicare level for many years and
strongly supports the administration’s proposed increases for primary care and professional
services in FY 2016.

Stephanie Winters, who staffs Vermont several specialty societies including pediatricians and
family physicians will report individual statements of Family Physicians and Pediatricians
regarding the impact of the 20 percent cut on their ability to continue seeing Medicaid patients.

3 John Olson’s presentation to House Ways & Means 2/4/15
http://iegislature.vermont.gov/assets/Documents/2016/WorkGroups/House%20Ways%20and%20Means/Health%
20Care%20Reform%20and%20Finance/Cost%205hift/W~John%200lson~Access%2010%20Care%20and%20Medica
1d%20Rates%20Health%20Care%20Professional%20Data%201996%20-%202014~2-4-2015.pdf




To: House Appropriations Committee

From: Madeleine Mongan, Paul Harrington, Stephanie Winters
Date: February 24, 2015
Proposed Elimination of Funding for Educational Loan Repayment -$700,000 - $315,000 GF.

The Educational Loan Repayment (ELR) program has received state funding every year since its
inception in 1995, Through the global commitment waiver, state funding has been matched
with federal funds. The combined state and global commitment funding is also used to
leverage additional match from community hospitals and clinics. The program has been
effectively administered by the University of Vermont College of Medicine Area Health
Education Centers (AHEC) Program since 1997. The appropriation for loan repayment grew
through FY 2008 and FY 2009 when it reached its high point, about $1.4 million. Funding was
reduced to $870,000 when the recession hit in FY 2010 and the program has not been restored.

Loan repayment is one of the most important recruiting tools and incentives to encourage
physicians and other health care practitioners to practice in Vermont. State loan repayment
funding provided grants to 130 health professionals last year out of 447 applications. (The
budget materials incorrectly indicate that the funding provides grants to 35 to 50 grants
annually.)! The budget materials also indicate that the impact of the program elimination will
be offset by a federal grant. This federal grant funding is time limited and only supports 25
awards statewide which are limited to certain types of professionals working in FQHCs and
RHCs. This federal program is a much needed supplement to the existing program but in no
way is an adequate replacement of the existing state program. The federal grant was sought to
address the unmet need in the current program, to increase the award size to be competitive
with other states, and to leverage federal funding opportunities.

In 2014 there were 57 ELR awards to primary care practitioners, defined as including family
physicians, general internists, pediatricians, obstetrician/gynecologists, psychiatrists, nurse
practitioners and physician assistants. The average primary care award last year was $7946,
although the average debt of applicants was $131,155 (documented and verified) and there
were 119 primary care applicants who did not receive awards at all. ELR grants were also
awarded to 17 dentists, 52 nurses and 4 nurse educators/faculty out of a total of 447
applicants.

All grant recipients sign contractual service obligations, to practice in Vermont in underserved
areas and to accept Medicaid patients for the period of the award. All awards are paid directly '
to the lender to reduce educational debt. Health care professionals learn about the availability
of educational loan repayment when they are in school, and many plan their careers around

! hitp:/fwww leg.state.vt.us/jfo/appropriations/fy 2016/Department%20Budgets/FY2016%20Budget¥%20-
%20Health%20-%20Narrative. pdf at pages 85 and 86.
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the availability of the program to offset their staggering educational debt loads. VMS wants to
ensure that professional students are hearing about the Vermont program, not just programs in
other states. Because historically many professionals have received multi-year awards,
terminating this program this year will create a hardship for those professionals who are
counting on the availability of continuing support from this program and the practices where
they work who are relying on this.program to provide better access to care for their
communities. Vermont needs to be able to compete nationally for its highly skilled heaith
professions workforce. The elimination of this program will put the state at a significant
disadvantage at a time when Vermont is working to transform the health care. As you know, it
wili be very difficult to establish and fund a new loan repayment program if the program is
entirely eliminated.

While Vermont was one of the first states to create a loan repayment program, now
surrounding states offer generous programs. AHEC reports that New Hampshire offers $75,000
for 3 years; New York, $150,000 over 5 years; and Massachusetts $25,000 per year. This
compares to Vermont which was only able to offer grants averaging $7,946 to 57 of the 119
primary care practitioners who applied for funding last year.

This funding is particularly important since Medicaid reimbursement for primary care will be
reduced about 20% in calendar year 2015 due to the expiration of a federal grant that was not
replaced with state funds. As you know, VMS is supporting the administration’s proposal to
restore this funding commencing in January of 2016.

Consistent with the recommendation of the Governor’s Workforce Workgroup, VIS
recommends that the program be level funded at the FY 2015 fevel in the FY 2016 budget. If
that is not possibie, VMS requests that the program be funded as close to level funding as
possible, and that the program not be eliminated.
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SPECIAL ARTICLE

Appointment Availability after Increases
in Medicaid Payments for Primary Care

Daniel Polsky, Ph.D., Michael Richards, M.D., Ph.D., Simon Basseyn, BA,,
Douglas Wissoker, Ph.D., Genevieve M, Kenney, Ph.D,, Stephen Zuckerman, Ph.D.,
and Karin V. Rhodes, M.D.

ABSTRACT

BACKGROUND

Providing increases in Medicaid reimbursements for primary care, a key provision
of the Affordable Care Act (ACA), raised Medicaid payments to Medicare levels in
2013 and 2014 for selected services and providers. The federally funded increase in
reimbursements was aimed at expanding access to primary care for the growing
number of Medicaid enrollees. The reimbursement increase expired at the end of
2014 in most states before policymakers had much empirical evidence about its
effects.

METHODS

We measured the availability of and waiting times for appointments in 10 states
during two periods: from November 2012 through March 2013 and from May 2014
through July 2014. Trained field staff posed as either Medicaid enrollees or pri-
vately insured enrollees seeking new-patient primary care appointments, We esti-
mated state-level changes over time in a stable cohort of primary care practices that
participated in Medicaid to assess whether willingness to provide appointments for
new Medicaid enrollees was related to the size of increases in Medicaid reimburse-
ments in each state,

RESULTS

The availability of primary care appointments in the Medicaid group increased by
7.7 percentage points, from 58.7% to 66.4%, between the two time periods. The
states with the largest increases in availability tended to be those with the largest
increases in reimbursements, with an estimated increase of 1,25 percentage points
in availability per 10% increase in Medicaid reimbursements (P=0.03). No such as-
sociation was observed in the private-insurance group. During the same periods,
waiting times to a scheduled new-patient appointment remained stable over time in
the two study groups,

CONCLUSIONS

Our study provides early evidence that increased Medicaid reimbursement to pri-
mary care providers, as mandated in the ACA, was associated with improved ap-
pointment availability for Medicaid enrollees among participating providers without
generating longer waiting times, (Funded by the Robert Wood Johnson Foundation.}
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/4 PRIMARY GOAL OF THE AFFORDABLE
5 Care Act (ACA} was to improve access to
A }“‘a quality health care for uninsured Ameri-
cans, largely through public and private insur-
ance expansions.! At the same time, the architects
of the law recognized the need to increase the
availability of primary care providers to meet the
increased demand for health care. Provider access
is of particular concern for the Medicaid program,
which is set to absorb the bulk of newly insured
persons in many states, because Medicaid typi-
cally reimburses providers at much lower pay-
ment rates than those of Medicare and commer-
cial insurers for the same services. Lower payments
have been cited as a critical barrier to access for
primary care among Medicaid enrollees?” and
are associated with lower provider availability for
Medicaid patients.® To address these concerns,
the ACA included a 2-year federally financed in-
crease in Medicaid reimbursement.®®

The ACA directed Medicaid agencies in each
state to raise Medicaid reimbursements up to
Medicare rates for primary care services in 2013
and 2014.%° The size of this Increase varied
widely according to state, since some states were
already paving at least Medicare rates, whereas
others were paying less than half those rates.’®
Providers who were eligible to receive increased
reimbursements included family physicians, in-
ternists, pediatricians, and certain subspecialists
who had a minimum of 60% Medicaid billings
for primary care services during the previous year.
Nurse practitioners and physician assistants worle
ing under the supervision of eligible physicians
also qualified. Because federally qualified health
centers receive payment on a facility basis rather
than on the basis of specific physician services,
such centers were excluded from the study®!* The
reimbursement increase applied both to providers
who practiced in fee-for-service programs and to
those in capitated Medicaid programs.®12

The final federal regulations were released late
(in November 2012),%13 and there were substantial
challenges in translating fee-for-service Medicare
rates to capitated Medicaid managed care set
tings.13* As a result, it was well into 2013 before
states had their plans approved by the Centers
for Medicare and Medicaid Services.*»*% All de-
layed reimbursements were paid retroactively to
January 1, 2013.3¢ These considerable implemen-
tation challenges, along with the temporary nature

of the policy, has left even supporters question-
ing the ultimate effect of the policy.1%17%18

In this study, we examined the association
between the increase in Medicaid payments and
appointment availability for Medicaid enrollees
seeking new-patient primary care appeintments
at physician offices that participated in Medic-
aid. Our goal was to provide an empiricat evalu-
ation of the effectiveness of the policy, which can
inform future state and federal legislative action
with respect to reinstating these payment increases
or allowing them to continue at lower levels in
2015, We estimated appointment availability in
late 2012 to early 2013 and again in mid-2014, us-
ing an audit design in which primary care offices
would make real-world decisions in response to
appointment requests by simulated patients who
were randomly assigned an insurance type. We
then compared state-level changes in appointment
availability in the Medicaid group to the size of
the payment increase in that state and used the
private-insurance group as an experimental control,

METHODS

DATA COLLECTION
Trained field staff members, simulating patients
secking a new-patient appointment, catled pri-
mary care offices in 10 states — Arkansas, Geor-
gia, Ilinois, lowa, Massachusetts, Montana, New
Jersey, Oregon, Pennsylvania, and Texas — dur-
ing two time periods: from November 2012 through
March 2013 and from May 2014 through July 2014,
Offices receiving audit calls were selected at ran-
dom, within insurance type and time period,
from the constructed sample frame, which was
defined as a physician office staffed with at least
one primary care physician who treated adults and
participated in at least one insurance plan includ-
ed in the relevant insurance type.

We constructed a sample frame of confirmed
qualified offices in three steps. First, we drew a
sample of potentially qualified offices in 2012
from the SK&A Office-Based Physician Database,?®
a commercial database that is estimated to in-
clude nearly 96% of physician practices,?* Second,
we removed closed, out-ofscope, or unreachable
practices identified by a preaudit survey of the
potentially qualified offices that we conducted
before both audit periods. Third, for each insur-
ance group, we removed offices that did not par-

N ENGLJ MED 372;6 NEJM.ORG  FEBRUARY 5, 201§
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APPOINTMENT AVAILABILITY AFTER MEDICAID PAYMENT INCREASES

ticipate in that insurance type. We used the pre-
audit survey, supplemented by online resources,
to confirm insurance participation for both private
insurance and Medicaid and to obtain the nane
of an insurance carrier accepted by each practice.
Because all the selected states mandated managed
care for adult Medicaid enrollees, the office had to
participate in some form of Medicaid managed
care {MMQC), either capitated managed care or pri-
maiy care case managenment (PCCM). The screen-
ing of offices and their inclusion in the sample
frame are shown in Figure S1 in the Supplemen-
tary Appendix, available with the full text of this
article at NEJM.org.

Offices were chosen randomly, within insur-
ance type and time period, according to the pro-
portion of the population with the relevant insur-
ance type in the county, The 13 callers
conducting the audit were selected on the basis
of having voices that matched particular roles
with respect to age, sex, and race or ethnic
group. They were randomly assigned to a script
requesting a new-patient appointment for either
routine care or an urgent health care concern
{e.g., “I think I might have high blood pres-
sure™?! {Fig. §2 in the Supplementary Appendix).
Since results did not differ substantially across
clinical scenarios, they were combined in all
analyses. Callers requested the earliest appoint-
ment with a specific physician in the office but
would accept appointments with any other avail-
able provider, including a nurse practitioner or a
physician assistant, The callers provided the
type of insurance, along with the name of the
plan identified during the preaudit survey, if they
were asked or when they confirmed the appoint-
ment. All appointments were canceled before the
call was ended or immediately thereafter.

We defined an appointment as being available
if the patient was offered a specific date and time
or was told that the specific appointment would
be scheduled on receipt of an insurance number.
Appointments were considered to be denied if
the caller was told that there was no appointment
available, In 11.4% of the calls (11.1% in the pri-
vate-insurance group and 11.8% in the Medicaid
group), we could not determine whether an ap-
pointment would be scheduled or denied, be-
cause of insurmountable scheduling barriers
that were typically tied to a lack of a valid insur-
ance number. We excluded these cases, Com-

pleted audit calls totaled 9737 during the first
petiod and 4898 during the second period.

STUDY OVERSIGHT

The study was funded by the Robert Woed John-
son Foundation. The protocol was approved by
the institutional review board at the University of
Pennsylvania; the requirement for informed con-
sent was walved, because we are studying the sys-
tem, rather than the providers, and have protect-
ed the confidentiality of individual practices. All
the authors vouch for the completeness and ac-
curacy of the data and analyses presented. The
manuscript was written, reviewed, modified, and
approved in its final version by all the authors.
The sponsor was not involved in the design or
conduct of the study, the preparation of the man-
usctipt, or the decision to submit the manuscript
for publication,

OFFICE COHORT

We analyzed a stable cohort of offices - those
that were eligible for audit calls during the two
time periods — in order to isolate changes over
time that were independent of a changing mix of
physician offices, For this stable cohort, we ex-
cluded audit calls during the first period if prac-
tices became ineligible during the second period.
In the Medicaid group, we also excluded audit
calls to offices that changed Medicaid eligibility.
Federally qualified health centers were excluded
because the Medicaid reimbursement increase
did not apply to those facilities.

STUDY OUTCOMES
Our primary outcome was the availability of ap-
pointments for new patients, according to state,
insurance type, and audit period. As a secondary
outcome, we estimated the median waiting time
for appointments as the number of days between
the call and the appointment date. For the esti-
mates, we used weights representing the propor-
tion of the population with each insurance type
in the county in which the office was located.
Weights were scaled so that each state contrib-
uted equally to an aggregate 10-state estimate.

STATISTICAL ANALYSIS

We assessed whether rates of appointment avail-
ability changed over time by testing whether the
percenttage-point change between the two audit
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periods in the private-insurance group and the
Medicaid group was different from zero within
Variable Period 1 {2012-2013) Period 2 {2014) each state and for the 10-state average, We then
Private Private tested whether the change in the appointment-

Medicatd  [nsurance  Medicaid  Insurance | availability rate in the Medicaid group was signifi-

cantly different from that in the private-insurance

Table 1. Call Characteristics, According to Time Period and Insurance Type*

nuniber of calls : ;

Al stat 19 434 1923 2300 group, In all cases, we use t-tests with robust esti-
siates mates of standard errors, clustered according to
New Jersey 374 332 234 271 county. In our main analysis, we did not adjust
Pennsylvania 413 478 218 2438 for caller characteristics, since such adjustment
Wllinois 468 543 217 249 had no influence on the results (Table §1 in the
Texas 155 561 205 263 Supl.)lementa.ry Appfenc'hx). )Ne used estimates of
. the increase in Medicaid reimbursement (accord-

Georgia 382 536 200 252 ,
ing to state) that represent the average percent
Arkansas 185 32 153 222 age increase in Medicaid reimbursement for the
Massachusetts 512 679 197 217 affected primary care services that was required
Oregon 205 337 166 232 to achieve parity with Medicare fees from 2012
towa 340 150 250 245 through 2013, These est-lmates were bzgsed on 4
sample of the affected primary care services,"® We

Montana 85 97 83 103

categorized states as having a high increase in
Month of call reimbursements or a low increase in reimburse-

January 1162 1467 0 0 ments on the basis of whether the size of the in-
February 560 751 0 0 crease was above or below the 10-state average.
March 26 177 0 0 {See Table S2 in the Supplementary Appendix for
Apil 0 4 0 0 details regarding Medicaid Fe:mbursements for
one example of affected service)
May 0 0 436 1727 We displayed the relationship between the
June 0 1246 536 change in appointment availability and the size
July 0 0 181 19 of the reimbursement increase for each type of
Novernber 513 707 0 0 insurance in a scatter plot and summarized the
December 993 1328 0 obserw?d pattern using a 10-obs<.arvatlon. linear
regression of the state-level change in appointment
percentage of calls availability on the state-level amount of the reim-
Hypertension scenario 500 50.2 0.4 504 bursement increase, We also explored nonlinear
Female sex of caller 49.4 49.8 54.7 51,7 associations using locally weighted scatterplot
Race or ethnic group smoothing (LOWESS) and assessed the sensitiv-
of callert ity of the estimated association to the removal of
Black 38.3 37.8 40.6 42.2 states with the highest leverage, We used a Pearson
Hispanic 24.5 226 12.2 14.8 chi-square test for comparisons of median wait-
. ing times between the two insurance groups and
White 371 395 47.2 43.1 aver time,
Age of caller
18-29 yr 22.3 212 241 24.7 RESULTS
3044 yr 513 51.8 45.0 48.0
45-64 yr 2.3 26.9 30.9 773 CHARACTERISTICS OF CALLS

By design, the characteristics of the calls within
* Data are based on audit calls that were placed to a stable cohort of physician  each time period were balanced in terms of the mix
offices that were practicing adult primary care and participating in the insur-  gf age group, sex, race or ethnic group, and hyper-

ance type during the two study periods. f . s
1 Race or ethnic group was selfreported. tension scenario rhat’wals used. T.he audit calls
were conducted by a significantly different demo-
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APPOINTMENT AVAILABILITY AFTER MEDICAID PAYMENT INCREASES

graphic mix of callers between the two periods
(Table 1). A total of 7753 calls were made during
period 1, and 4225 calls during period 2, with at
least 150 calls in every state except Montana,

APPOINTMENT AVAILABILITY AND WAITING TIMES
Appointment availability and median waiting times
for all key groups are provided in Tables 2 and 3,
respectively. States are ordered according to the
size of the Medicaid reimbursement increase.
Waiting times showed very little change over time,
and the pattern of changes did not correspond to
the changes in reimbursements. For appointment
availability, however, we found changes that were
associated with the size of the Medicaid reimburse-
ment increase.

Although the appointment availability for pri-
vate-insurance callers stayed approximately the
same at 86%, the 10-state average of overall ap-
pointment avaitability for Medicaid callers in-
creased from 58,7% before the reimbursement
increase to 66.4% during the second period. De-
tails regarding these changes, including differ-

ences between periods within the Medicaid group
and the private-insurance group and between-
group difference-in-differences, are provided in
Table 4.

In the Medicaid group, the 10-state difference
of 7.7 percentage points between periods was
significant (P<0.001). The states with the largest
increases in Medicaid appointment availability
also tended to be the states with the largest in-
creases in Medicaid reimbursements: New Jersey,
Pennsylvania, Illinois, and texas, An exception
was Montana, which had the smallest change in
Medicaid reimbursements of the 10 states but still
had an increase of 6.8 percentage points in Medic-
ald appointment availability. There was no cor-
responding pattern of change for private-insur-
ance envollees, although 2 states, Pennsylvania and
Massachusetts, had increased appointment avail-
ability for private-insurance enrollees. The result-
ing overall net difference in the change in ap-
pointment availability for Medicaid enroilees, as
compared with private insurance enrollees, was
8.3 percentage points for the 10 states (P<0.001).

Table 2. Availability of Appointments for New Patlents, According to the State, Insurance Type, and Time Period.*
Appolntment Appointment Increase
Availability Tn Availability in Private- in Medicatd
State Medicald Group Insurance Group Relmbursementy
Period 1 Period 2 Period 1 Period 2
percent
Ali 10 states 58.7 66.4 86.1 85.5 57.0
States with larger increases in payments
New Jersey 70.6 813 92.7 88.0 109.0
Pennsylvania 50.8 63.6 79.0 86.2 36.0
fifinois 47.4 65.7 20,7 89.3 93.0
Texas 63.5 754 90.4 87.6 66.0
States with smaller increases in payments
Georgia 733 712 89.4 90.9 48.0
Arkansas 46.4 51.8 852 8313 47.0
Massachusetts 55.0 59.2 69.0 776 47.0
Oregon 377 349 77.4 69.0 350
lowa 67.9 738 89.2 20.4 340
Montana 74.5 8.3 93.7 92.1 7.0

* States are ordered according to the amount of the increase in Medicaid reimbursement.

+ The increase in Medicaid reimbursement is the average percentage increase in Medicaid reimbursement for the affected
primary care services that was required to achieve parity with Medicare fees from 2012 through 2013, These estimates
were based on a sample of the affected primary care services.
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Table 3. Waiting Times for Appointments for New Patients, According to
the State, Insurance Type, and Time Period.”

State

All 10 states

States with larger increases
in payments

States with smaller increases
in payments

Massachusetts

Medicald Private-Insurance
Walting Times Waiting Times

Period1  Period2  Periodl  Period2

median no, of cafendar days

6 6 6 6
4 4 5 5
8 9 7 9
5 4 5 3
5 -4 5 3
5 6
[ 7 5
16 10 13 11
7 9 7 7
5 6 5
7 7 8 6

* P<0.05 for the comparison between period 1 and period 2 for the Medicaid
groups in lowa and Massachusetts and for the private-insurance groups in
Arkansas, Montana, and Pennsylvania.

542

PATTERNS ACROSS STATES
The patterns across states are shown in Figure 1,
where the differences in appointment availability
are plotted against the Medicaid reimbursement
increase in each state. In the Medicaid group, the
estimated slope of this line is 0.125 (P=0.03},
and in the private-insurance group, the slope is
0.017 (P=0.78). The positive Medicaid slope (Fig.
1A) implies that a 10% increase in Medicaid re-
imbursements, as compared with the Medicaid
reimbursement at baseline, was associated with
an increase in appointment availability of ap-
proximately 1.25 percentage points, (The effect
of a 10% change in the reimbursement ratio is
derived by nultiplying the estimated 0125
change in appointment availability for a 1%
change in reimbursements by 10.) This finding
was consistent with the pattern of findings in
‘Table 4 and suggests a pattern of increasing Med-
icaid appointment availability with increasing re-
imbursement level, although the true relationship
does not need to be linear, as indicated in Figure
1A. Whereas the linear relationship was not sen-
sitive to the removal of states with the highest

leverage, the LOWESS version of Figure 1A sug-
gests a possible threshold relationship (Fig. S3 in
the Supplementary Appendix).

DISCUSSION

The mean increase of more than 50% in Medic-
aid reimbursement for primary care services was
associated with an increase from 58.7% to 66.4%
in the availability of new-patient appointments
among patticipating primary care physician of
fices in the Medicaid group in the 10 study states,
'This increase in availability was positively related
to the size of the increase in Medicaid reimburse-
ments for primary care across the 10 states. In
contrast, we did not see corresponding changes
in the availability of new-patient appointments in
the private-insurance group, which suggests that
the changes in the availability of appointments
for Medicaid enrollees were unlikely to have been
driven by general changes in the health delivery
systemn,

Increases in appointment availability were
similar in states that expanded Medicaid coverage
{e.g., New Jersey and Illinois) and those that did
not {e.g., Pennsylvania and Texas). If increases in
demand owing to these expansions challenged
provider capacity, we might have expected smaller
changes in appointment availability in New Jersey
and illinois, but such findings did not materialize.
We also did not observe longer waiting times as
a way to increase the availability of new-patient
appointiments,

Our finding that the increase in reimburse-
ments was related to increased availability of ap-
pointments for Medicaid enrollees indicates that
the policy probably had the intended effect, de-
spite the many questions that have been raised
about the limited duration of the policy, insuf-
ficient provider outreach and education, remain-
ing payment gaps relative to private insurance,
administrative complexities, and delays in im-
plementation.3141%22 Although there is mixed
evidence about whether the hike in Medicaid re-
imbursements increased the number of newly
participating Medicaid providers,*** we found
strong evidence that providers who were already
participating in a Medicaid plan in 2012 were more
willing to schedule an appointment with a new
Medicaid patient in 2014, Although our findings
are consistent with the fact that currently partici-
pating providers are able to boost their panel of
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Table 4. Differences in Availability of Primary Care Appointments for New Patients after Increases in Medicatd
Relmbursement, According to lnsurance Status,®
Difference between
Difference in Difference in Medicaid Group and
State Medicaid Group  Private-Insurance Group  Private-insurance Group
percentage points
All 10 states 775037 -0.640.9 8.3+1.47
States with larger increases in payments
All 4 states 13.521.9% -0.3+1.2 13.8+2.3¢}
New Jersey 10.822.67 ~4.7+2.0% 15.543.3%
Pennsylvania 12.8s5.1y 7.242.77 5.646.0
tlinois 18.343.2¢ -0.9£1,6 19.2:3.3%
Texas 12,043 47 -2.8x1.9 14.843.6F
States with smaller increases in payments
All 6 states 3.9:+1.6% ~0.8+13 4,7+1.8%
Georgia 3.913.6 L5£2.3 2.4:4.0
Arkansas 5.544.3 -5.9+2.17 11.424.7%
Massachusetts 4,244.5 8.623.07 ~4.4+2.7
QOregon -2.9+3.7 -8.4x3.4% 5.5+3.1
towa 5.9:36 1.241.7 4.7:3.0
Montana 6.8:2.67 ~1.7433 8.5:3.7%
* Plus—minus values are means =5E, clustered according to county.
1 P<0,01.
§ P<0.05.

Medicaid patients at little cost, additional research
is needed to identify whether states that elect to
extend the Medicaid reimbursement hikes have
increases in the number of participating providers.

Although the federal government declined to
extend funding for the reimbursement increases,
some states maintained higher reimbursements
because they were willing to face the subsequent
budgetary effects. Currently, only 15 states plan
to continue the reimbursement increases,'® Other
research has shown that the average national Med-
icaid reimbursement to primary care physicians
would fall by 43% in 2015 if all states let the pay-
ment increase expire, but the 24 states that are
not planning to continue the payment increase
would have an even larger 47% reduction.?® Our
analysis shows that opting not to extend the
enhanced payments may significantly decrease
the availability of primary care appointments for
Medicaid enrollees, particularly in states that had
low Medicaid reimbursements before the increase,

Our study has several important limitations.
First, our audit methods focused on the avail-

ability of appointments among providers who
already participated in a Medicaid plan and were
not designed to examine changes in the number
of providers participating in these networks.
More rigorous research on this secondary effect
is needed. Second, our focus was on a stable
cohott of physician offices rather than a repre-
sentative cohort in each period. We were limited
by the fact that the second period did not include
new offices that opened between the two peri-
ods. Third, the timing of data collection was not
ideal. Half of the first period was duting the
first 3 months of 2013, when the reimbursement
increase was theoretically in effect but not yet
implemented, Thus, if practices were already
reacting to the policy, we may have underesti-
mated its effect. Data were collected in the fall
or winter duting the first period and during the
spring or summer during the second period, Thus,
if there were seasonal effects, we could not ac-
countt for them, However, the absence of change
in appointment availability in the private-insur-
ance group suggests that seasonal effects do not
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and Increases in Medicaid Payments in 10 States,

Figure 1. Correlation between Differences in Appointment Availability

Shown is the correlation between increases in Medicaid payments and per-
centage-point differences in the avallability of primary care appointments
in the Medicaid group (Pane) A} and private-insurance group (Panel B}.

explain the increase in availability in the Medic-
aid group. Fourth, our study focused only on
access for new adult patients — the group gain-
ing eligibility under the insurance expansions in
the ACA — and did not address appointment
availability or waiting times for established pa-
tients, children, or the elderly, Finally, we exam-
ined the experiences in just 10 states, represent-
ing 27% of the national nonelderly population.
The inclusion of only a limited number of states,
although these were selected to provide geo-
graphic and health system diversity,2* could cre-
ate idiosyncratic patterns that would limit the
generalizability of our results to all states,

In conclusion, we found that the increases in
Medicaid reimbursements mandated by the ACA
were associated with significant increases in the
availability of new-patient appointments for pri-
mary care for Medicaid enrollees across 10
states. Public perception has focused on whether
the Medicaid payment hikes would increase the
number of providers in private practice who par-

ticipate in the Medicaid program, Our findings

suggest that providing higher Medicaid pay-
ments is an effective strategy for ensuring access
to enrollees among already participating prima-
ry care providers, Whether the costs and bene-
fits of the policy warrant ongoing federal or
state investment will need to be determined.
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Significant Program Funding Changes
S

Substance Abuse Treatment Utilization fully funded - $4.8 million GC up
(State share $2.1 million)

The proposed budget funds all estimated Medicaid costs for substance abuse treatment.

Residential demand is forecast to be stable; outpatient and hub demand is forecast to grow
significantly.

Coordinated Healthy Activity, Motivation & Prevention Programs (CHAMPPS) community
grants eliminated $300,000 GC (State share $135,000)

The objective of these grants is to achieve long term, sustainable changes in communities
that will increase physical activity, improve nutrition and reduce the incidence of chronic
disease. The current grantees are in the first year of a two year funding cycle, so
program elimination could leave some projects uncompleted.

Educational Loan Repayment (ELR) with AHEC eliminated - $700,000 GC
(State Share $315,000)

The ELR program is administered by the University of Vermont College of Medicine Area
Health Education Centers (AHEC) Program. The goal of this program is to ensure a stable
and adequate supply of primary care practitioners, dentists, nurses and nurse educators to
meet the health care needs of Vermonters. This funding provides between 35 — 50 grants
to health professionals annually.

Vermont Department of Health
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Significant Program Funding Changes
S

The impact of this cut will be substantially offset in FY16 by a separate federal grant that
provides similar loan repayment grants. The new federal grant is funded in FY16 at

$500,000 (50% Fed/50%GF).
The department’s ongoing program support grant of $500,000/yr. to AHEC is unchanged.
Personal Service Cuts $380,000 (State share $305,000)

This is equal to about a 1% cut in employee personnel costs. The cuts will be accomplished
through a combination of vacancy savings and/or staff reassignments. A cut of this magnitude
would not require reductions in force, but may result in position reductions through attrition in
the absence of alternative funding.

Fee Increases — Food & Lodging and X-ray inspection $610,000 GF

These two regulatory programs in the environmental health division have statutory license fees
intended to offset the cost of regulation. Fee revenue is currently insufficient to cover program
costs, with the shortfall requiring general fund support. The 2015 fee bill includes proposals
to increase fees for these programs to fully cover the cost of regulation and eliminate the GF
subsidy in the FY16 budget.
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