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Executive Summary

The COVID-19 pandemic profoundly affected Medicaid enrollment, spending, and policy. The pandemic
also focused policy attention on longstanding issues resulting in new efforts to reduce health disparities,
expand access to care through the use of telehealth, improve access to behavioral health and home and
community-based services, and address workforce challenges. Serving more than 90 million low-income
Americans and accounting for one-sixth of health care spending (and half of long-term care spending)
and a large share of state budgets, Medicaid is a key part of the overall health care system. While the
unwinding of the pandemic-related continuous enrollment provision and enhanced federal match rate
were the dominant Medicaid policy issues at the end of state fiscal year (FY) 2023 and headed into FY
2024, states were also focused on an array of other priorities that range from core program operations
and the unwinding of other pandemic-related emergency policies to developing and implementing new
initiatives (Figure 1).

This report highlights certain policies in place in state Medicaid programs in FY 2023 and policy changes
implemented or planned for FY 2024, which began on July 1, 2023 for most states.* The findings are
drawn from the 23rd annual budget survey of Medicaid officials in all 50 states and the District of
Columbia conducted by KFF and Health Management Associates (HMA), in collaboration with the
National Association of Medicaid Directors (NAMD). Overall, 48 states responded to this year’s survey,
although response rates for specific questions varied.? States completed this survey in mid-summer of
2023. Given differences in the financing structure of their programs, the U.S. territories were not included
in this analysis.

Figure 1

The 2023-2024 Medicaid Budget Survey Reveals Key Themes Beyond Unwinding
in These Topic Areas

Provider Rates Managed Care Benefits

Prescription Drugs Health Disparities
= i
(=

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023
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KEY TAKE-AWAYS

Provider Rates and Managed Care

e States had implemented (in FY 2023) and were planning (in FY 2024) more fee-for-service
(FFS) rate increases than rate restrictions. States reported rate increases more often for
nursing facilities and home and community-based services (HCBS) providers than for other
provider categories, with several states reporting substantial increases—Ilikely in response to
ongoing workforce or staffing-related challenges. In addition, nearly half of states (23) reported
increasing primary care physician rates in FY 2023 and nearly two-thirds of states (30) reported
plans to do so in FY 2024, representing an increase relative to surveys in recent years. More than
three-quarters of states also reported rate increases for behavioral health (mental health and
substance use disorder) providers. While the survey only captures changes in FFS
reimbursement rates, these rates remain important benchmarks for managed care payments in
most states, often serving as the state-mandated payment floor.

¢ Nearly two-thirds of states that contract with managed care plans reported implementing
“risk corridors” to manage pandemic-related uncertainty, and most of these states
recouped or expect to recoup funds from managed care plans as a result. Capitated
managed care remains the predominant delivery system for Medicaid in most states. As of July
2023, 41 states were contracting with managed care organizations (MCQOs). To help respond to
utilization shifts and uncertainties in setting capitation payments, the Centers for Medicare &
Medicaid Services (CMS) encouraged states to implement two-sided risk mitigation strategies,
including risk corridors, for rating periods impacted by the public health emergency (PHE). Risk
corridors allow states and health plans to share profit or losses if spending falls above or below
specified thresholds. Nearly two-thirds of responding MCO states (23 of 37) reported
implementing a pandemic-related MCO risk corridor since March 2020; more than three-quarters
(18) of these states reported that they have or will recoup funds from managed care plans.

Benefits and Prescription Drugs

e Most states continue to implement benefit enhancements, particularly for mental health
and/or substance use disorder (SUD) services. In addition, to improve maternal and infant
health outcomes and address racial/ethnic health disparities, states continue to expand and
enhance pregnancy and postpartum services. States dramatically expanded the use of telehealth
during the pandemic, and while telehealth coverage policies have now largely stabilized, states
continued to report telehealth coverage expansions in FY 2023 and FY 2024.

e Sixteen states reported Medicaid FFS coverage of at least one weight-loss medication for
the treatment of obesity for adults as of July 2023. While Medicaid programs must cover
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nearly all Food and Drug Administration (FDA) approved drugs from manufacturers that have
entered into a federal rebate agreement, a long-standing statutory exception allows states to
choose whether to cover weight-loss drugs under Medicaid. Some states may be re-evaluating
their coverage of weight-loss drugs due to the emergence of a new group of highly effective anti-
obesity or weight-loss agents known as GLP-1 (glucagon-like peptide-1) agonists, including
Ozempic, Rybelsus, Wegovy, and Mounjaro. (Ozempic, Rybelsus, and Mounjaro are drugs
approved to treat diabetes, and covered by Medicaid for that purpose in all states; off-label
coverage for weight loss in Medicaid may be limited.) Expanding coverage of weight-loss drugs
under Medicaid would increase access to these medications that remain unaffordable or
inaccessible for many but, at the same time, would likely contribute to increases in Medicaid drug
spending. Rising prescription drug costs are an ongoing concern for states and over two-thirds of
states reported at least one new or expanded initiative to contain prescription drug costs in FY
2023 or FY 2024. Efforts to implement or expand value-based arrangements (VBAS) with
pharmaceutical manufacturers were the most frequently mentioned cost containment initiative
across states.

Social Determinants of Health and Reducing Health Disparities

e A number of states are expanding or enhancing Medicaid coverage to help address
enrollee social determinants of health (SDOH) or associated health-related social needs
(HRSN). In 2022, CMS released a new framework for covering HRSN services under Section
1115, expanding flexibility for states to add certain short-term housing and nutrition supports as
Medicaid benefits and subsequently approved waivers in four states (Arizona, Arkansas,
Massachusetts, and Oregon). In 2023, CMS approved additional HRSN waivers in Washington
and New Jersey. Looking ahead, one quarter of states cited addressing health-related social
needs as a key priority.

e States are implementing strategies to reduce racial and ethnic health disparities, including
through changes in managed care contracts. Some state MCO contracts incorporate
requirements to reduce health disparities and states may also tie MCO financial quality incentives
(e.g., performance bonuses, withholds, or value-based state directed payments) to reducing
health disparities. States must require MCOs to implement performance improvement projects
(PIPs) to examine access to and quality of care, and these projects often include analysis of
health disparities.

Heading into FY 2024, states were focused on unwinding of the continuous enrollment provision
in Medicaid but also on addressing other key priorities. States were employing a variety of strategies
designed to maintain coverage for eligible individuals and mitigate “procedural” terminations that occur
when individuals do not return or complete renewal forms or respond to requests for information. In
addition to managing the enormous undertaking of unwinding, states highlighted addressing provider and
state workforce shortages, expanding access to behavioral health and long-term services and supports
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(LTSS), and implementing broader delivery system and value-based initiatives as both key priorities and
challenges. A smaller number of states mentioned addressing health-related social needs, improving
provider reimbursement rates and/or performing rate studies, implementing initiatives to improve maternal
and child health, and expanding eligibility as key priorities. While most states are in a strong fiscal
position, many Medicaid directors expressed concern regarding their longer-term fiscal outlook due to the
expiration of pandemic-era federal funding and economic factors including slowing revenue growth,
inflationary pressures, and workforce challenges.
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Introduction

Nationwide, Medicaid provided health insurance coverage to more than one in five Americans in 2022
and accounted for nearly one-sixth of all U.S. health care expenditures. At the start of the pandemic,
Congress enacted the Families First Coronavirus Response Act, which included a requirement that
Medicaid programs keep people continuously enrolled through the end of the COVID-19 PHE, in
exchange for enhanced federal funding. As a result, total Medicaid/Children’s Health Insurance Program
(CHIP) enrollment grew substantially, peaking at 94.5 million people in April 2023, the month following the
end of continuous enrollment — an increase of 23.1 million enrollees or 32.4% from February 2020. The
uninsured rate also dropped. As of July 2023, total Medicaid/CHIP enrollment was 91.5 million.

The Consolidated Appropriations Act, 2023, signed into law on December 29, 2022, delinked the
continuous enrollment provision from the PHE (ending it on March 31, 2023) and phased down the
enhanced federal Medicaid matching funds through December 2023. States were given up to 12 months
to initiate, and 14 months to complete, an eligibility renewal for all Medicaid- and CHIP-enrolled
individuals following the end of the continuous enroliment requirement—a process commonly referred to
as “unwinding.” The volume of redeterminations coupled with eligibility workforce shortages, systems
issues, and enhanced outreach efforts present challenges for states in implementing the unwinding.
Millions are expected to lose Medicaid during the unwinding, potentially reversing recent improvements in
the uninsured rate, though not everyone who loses Medicaid will become uninsured. While states could
begin disenrolling people starting April 1, 2023, many did not resume disenrollments until May, June, or
July.

This report draws upon findings from the 23rd annual budget survey of Medicaid officials in all 50 states
and the District of Columbia conducted by KFF and Health Management Associates (HMA), in
collaboration with the National Association of Medicaid Directors (NAMD). (Previous reports are archived
here.) This year’s KFF/HMA Medicaid budget survey was conducted from June through September 2023
via a survey sent to each state Medicaid director in June 2023 and then a follow-up telephone interview.
Overall, 48 states responded by October 2023,3 although response rates for specific questions varied.
The District of Columbia is counted as a state for the purposes of this report. Given differences in the
financing structure of their programs, the U.S. territories were not included in this analysis. The survey
instrument is included as an appendix to this report.

This report examines Medicaid policies in place or implemented in FY 2023, policy changes implemented
at the beginning of FY 2024, and policy changes for which a definite decision has been made to
implement in FY 2024 (which began for most states on July 1, 20234). Policies adopted for the upcoming
year are occasionally delayed or not implemented for reasons related to legal, fiscal, administrative,
systems, or political considerations, or due to CMS approval delays. Key findings, along with state-by-
state tables, are included in the following sections:

e Delivery Systems

e Provider Rates & Taxes
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Telehealth

Future Outlook: Key Priorities and Challenges in FY 2024 and Beyond
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Delivery Systems
Context

For more than two decades, states have increased their reliance on managed care delivery systems with
the aim of improving access to certain services, enhancing care coordination and management, and
making future costs more predictable. State managed care contracts vary widely, in the populations
required to enroll, the services covered (or “carved in”), and the guality and performance incentives and
penalties employed. Most states contract with risk-based managed care organizations (MCOSs) that cover
a comprehensive set of benefits (acute care services and sometimes long-term services and supports),
but many also contract with limited benefit prepaid health plans (PHPs) that offer a narrow set of services
such as dental care, non-emergency medical transportation (NEMT), or behavioral health services.
Managed care plans are at financial risk for the services covered under their contracts and receive a per
member per month "capitation" payment for these services. A minority of states operate primary care
case management (PCCM) programs which retain fee-for-service (FFS) reimbursements to providers but
enroll beneficiaries with a primary care provider who is paid a small monthly fee to provide case
management services in addition to primary care.

MCO capitation rates are typically established prospectively for a 12-month rating period, regardless of
changes in health care costs or utilization.> However, as pandemic-related enrollment increased,
utilization decreased, and other cost and acuity changes began to emerge in 2020, CMS allowed states
to modify managed care contracts and many states implemented COVID-19 related “risk corridors”
(where states and health plans agree to share profit or losses), allowing for the recoupment of funds.
States and plans are now facing another period of heightened fiscal uncertainty due to the expiration of
the continuous enroliment period. Medicaid MCOs may see overall average member acuity increase,
since people who need more health care may be more likely to stay enrolled, which could result in higher
per member utilization and costs.

Medicaid programs can help to address health disparities. In late 2021, CMS published its strategic
vision for Medicaid and CHIP which identified equity and reducing health disparities as key focus areas.
Some state MCO contracts incorporate requirements to advance health equity and states may also tie
MCO financial quality incentives (e.g., performance bonuses, withholds, or value-based state directed
payments) to reducing health disparities. States must require MCOs to implement performance
improvement projects (PIPs) to examine access to and quality of care, and these projects often include
analysis of health disparities.

This section provides information about:

e Managed care models
e Pandemic-related MCO risk corridors
e Strategies to reduce health disparities
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Findings
MANAGED CARE MODELS

Capitated managed care remains the predominant delivery system for Medicaid in most states. As
of July 1, 2023, all states except five — Alaska, Connecticut,® Maine, Vermont,” and Wyoming — had
some form of managed care (MCOs and/or PCCM) in place (Figure 2). As of July 1, 2023, 41 states®
were contracting with MCOs (unchanged from 2022); only two of these states (Colorado and Nevada)
did not offer MCOs statewide (although Nevada reported plans to expand MCOs statewide in 2026).
Thirteen states reported operating a PCCM program (with the addition of Oregon), although North
Dakota reported plans to end its PCCM program in December 2023.° While not counted in this year’s
report, following the passage of SB 1337,° Oklahoma expects to implement capitated, comprehensive
Medicaid managed care in April 2024.1 The state announced its selection of three managed care plans to
deliver services in June 2023.

Of the 46 states that operate some form of comprehensive managed care (MCOs and/or PCCM), 33
states operate MCOs only, five states operate PCCM programs only, and eight states operate both MCOs
and a PCCM program. In total, 28 states'? were contracting with one or more limited benefit prepaid
health plans (PHPs) to provide Medicaid benefits including behavioral health care, dental care, vision
care, non-emergency medical transportation (NEMT), or long-term services and supports (LTSS).
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Figure 2
Comprehensive Medicaid Managed Care Models in States as of July 1,
2023

Il MCO only (33 states including DC) BIMCO and PCCM (8 states) [l PCCM only (5 states) No comprehensive MMC
(5 states)

» )

NOTE: ID’s Medicaid-Medicare Coordinated Plan has been recategorized by CMS as an MCO but is not counted here as such since it is secondary

to Medicare. Publicly available data used to verify status of states that did not respond to the 2023 survey (FL, MN, SC). DC is included in count of

states with MCO only. CT and SC use PCCMs but are not counted here as such. While not counted here, Oklahoma expects to implement KFF
capitated, comprehensive Medicaid managed care in April 2024.

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023

PANDEMIC-RELATED MCO RISK CORRIDORS

The COVID-19 pandemic caused major shifts in utilization across the health care industry that could not
have been anticipated and incorporated into MCO capitation rate development (especially in 2020 and
2021). CMS encouraged states to implement two-sided risk mitigation strategies, including risk corridors,
for rating periods impacted by the PHE. Risk corridors allow states and health plans to share profit or
losses (at percentages specified in plan contracts) if aggregate spending falls above or below specified
thresholds (“two-sided” risk corridor). Risk corridor thresholds may be tied to a target medical loss ratio
(MLR). Risk corridors may cover all/most medical services (and enrollees) under a contract or may be
more narrowly defined, covering a subset of services or enrollees. On this year’s survey, states were
asked whether they had implemented a pandemic-related MCO risk corridor at any time since March
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2020 and whether the state has or will recoup MCO payments made for 2020, 2021, or 2022. (State MCO
contract periods may be on a calendar year, fiscal year, or another period.)

Nearly two-thirds of responding MCO states reported implementing a pandemic-related MCO risk
corridor at any time since March 2020; more than three-quarters of these states reported that they
have or will recoup funds (Figure 3). Twenty-three of 37 responding MCO states reported imposing risk
corridors in their MCO contracts related to the COVID-19 pandemic. Of the states that reported
implementing a pandemic-related MCO risk corridor, more than three-quarters (18 of 23) reported that
recoupments for payments made for 2020, 2021, and/or 2022 had already occurred or were expected.
Three states reported that potential recoupments remained undetermined, and just two states have not
and do not expect to recoup payments. Several states also commented on other risk mitigation strategies
implemented prior to the pandemic or in response to the pandemic such as pre-existing risk corridors,
profits caps, and experience rebates, which are not counted in the table below.

Figure 3
States Implementing a Pandemic-Related MCO Risk Corridor and
Recouping MCO Payments Made for 2020, 2021, or 2022

n = 37 MCO states

# of States States

States imposing a pandemic-related 23 CA, GA, HI, IA, IL, IN, KS, LA, MA, MD, MI, MS,
risk corridor NC, ND, NH, NJ, NV, NY, OH, TN, VA, WI, WV

States that have recouped or expect HI, 1A, IL, IN, KS, LA, MA, MD, MI, MS, NH, NJ,

o recoup i NV, NY, OH, TN, VA, Wi
States where recoupment 3 CA, NC, WV
undetermined
States that have not and do not 2 GA. ND
expect to recoup
NOTE: FL, MN, and SC did not respond to the 2023 survey. WA did not provide a response to this survey question. KFF

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023

FINANCIAL INCENTIVES TIED TO REDUCING HEALTH DISPARITIES

States use an array of financial incentives to improve quality, including linking performance bonuses or
penalties, capitation withholds, or value-based state-directed payments to quality measures. States
implement financial incentives across delivery systems (fee-for-service and managed care). On this year's
survey, states were asked if they had an MCO financial quality incentive (e.g., a performance bonus or
penalty, capitation withhold, quality add-on payment, value-based state directed payment etc.) that
rewards quantitative improvement in racial/ethnic disparities for one on more populations in place in FY
2023 or planned for FY 2024.
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About one-quarter of responding MCO states (11 of 37) reported at least one MCO financial
incentive tied to reducing racial/ethnic disparities in place in FY 2023 (Figure 4). Three additional
states report plans to implement MCO financial incentives in FY 2024. States most commonly reported
linking (or planning to link) capitation withholds, pay for performance incentives, and/or state-directed
provider payments to improvements in health disparities. Four states (Kansas, Maryland, Missouri, and
North Carolina) specifically mentioned MCO financial incentives focused on reducing disparities in
maternal and child health.

Figure 4

MCO Financial Incentives Tied to Reducing Health Disparities,
FYs 2023 - 2024

M In place in FY 2023 (11 states) [ Plan to implement in FY 2024 (3 states) [l No current plan to adopt (23 states
including DC) No MCOs (9 states) No response (5 states)

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023 KFF

Other notable state examples include:

e California’s CalAIM Incentive Payment Program (IPP) allows MCOs to earn incentive funds for
completing quality metrics related to Enhanced Care Management (ECM) services for racial and
ethnic groups who are disproportionally experiencing homelessness or chronic homelessness, or
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who are at risk of becoming homeless with complex health and/or behavioral health conditions.
IPP quality metrics also include the monitoring of ECM for racial and ethnic groups who
disproportionately meet the population of focus definition (i.e., individuals transitioning from
incarceration who have significant complex or behavioral health needs requiring immediate
transition of services to the community). The state also reported plans to move to a statewide
capitation withhold approach in 2024 that will incorporate health disparity reduction targets.

e Pennsylvania’s MCO pay-for-performance program provides incentive bonus payments for year-
over-year incremental improvements on several performance measures where racial disparities
are observed.

e In FY 2024, North Carolina plans to withhold a portion of MCO capitation payments to
incentivize performance improvement on several quality measures, including reducing disparities
in childhood immunization status. To receive the full amount withheld for this measure, plans
must improve the rate for the population of interest by 10% or more over the prior year baseline.
A separate portion of the withheld funds will be tied to reporting of care needs screening rates, to
improve data on sources of disparities.

OTHER MCO REQUIREMENTS RELATED TO REDUCING DISPARITIES

In addition to implementing financial incentives tied to improvements in health disparities, states

can leverage managed care contracts in other ways to promote reducing health disparities. For example,
states can require MCOs to achieve national standards for culturally competent care, conduct staff
training on health equity and/or implicit bias, develop new positions related to health equity, report racial
disparities data, incorporate enrollee feedback, among other requirements. On this year’s survey, states
that contract with MCOs were asked about whether certain MCO contract requirements related to
reducing disparities were in place in FY 2023 or planned for implementation in FY 2024.

More than two-thirds of responding MCO states (25 of 36) reported at least one specified MCO
requirement related to reducing disparities in place in FY 2023 (Figure 5). In FY 2023, about half of
states reported requiring MCOs to train staff on health equity and/or implicit bias (18 of 35) and meet
health equity reporting requirements (16 of 35). Over one-third of states reported requiring MCOs to have
a health equity plan in place (14 of 35) and seek enrollee input or feedback to inform health equity
initiatives (13 of 35). Fewer states reported requiring MCOs to have a health equity officer (8 of 36) or
achieve NCQA'’s Multicultural Health Care (MHC) Distinction and/or Health Equity Accreditation (6 of 36).
Among states with at least one requirement in place in FY 2023, over half (14 of 25) reported requiring
three or more specified initiatives in place (data not shown). The number of MCO states with at least one
specified MCO requirement related to reducing disparities grew significantly from 16 states in FY 2022
and is expected to grow to 29 states in FY 2024.
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Figure 5

MCO Requirements Related to Reducing Disparities, FYs 2023 - 2024

n = 36 MCO states
Il In Place in FY 2023 [l Plan to Require in FY 2024

States with at least one specified MCO requirement
related to reducing disparities

25

Specified MCO Requirements Related to Reducing Disparities

MCO staff training on health equity and/or implicit

bias required £

-
~
N

MCO health equity reporting requirements 16

Require MCO to have health equity plan in place 14

Required to seek beneficiary input or feedback to

inform health equity initiatives 13
MCO required to have a Health Equity Officer

Required to achieve NCQA MHC Distinction and/or
Health Equity Accreditation

NOTE: Response rates per policy varied. KFF
SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023

PERFORMANCE IMPROVEMENT PROJECTS (PIPS) FOCUSED ON HEALTH
DISPARITIES

For contracts starting on or after July 1, 2017, federal regulations mandate that states require each MCO
or limited benefit PHP to establish and implement an ongoing comprehensive quality assessment and
performance improvement (QAPI) program for Medicaid services that includes performance improvement
projects (PIPs). PIPs may be designated by CMS, by states, or developed by health plans, but must be
designed to achieve significant, sustainable improvement in health outcomes and enrollee satisfaction.
On this year’s survey, states were asked if they required MCOs to participate in PIPs focused on health
disparities in FY 2023 or planned to in FY 2024.

More than half of responding states that contract with MCOs (22 of 37) reported requiring MCOs to
participate in PIPs focused on health disparities in FY 2023 (Figure 6). States reported a range of
state-mandated PIP focus areas with an emphasis on reducing disparities / improving health equity
including related to:

e Maternal and child health (California, Delaware, Maryland, Massachusetts, Michigan, Missouri,
Nevada, Oregon, and Texas)

e Social determinants of health assessment, referral, and follow up (Kansas, North Carolina,
Oregon, and Texas)
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e Chronic disease-focused (e.g., diabetes, hypertension, COPD) (North Dakota, Ohio, and
Oregon)

e Substance use disorder (SUD) (Delaware, North Dakota, and Pennsylvania)

Four states (Louisiana, Massachusetts, New York, and Rhode Island) reported all PIPs must include a
health equity component or equity and disparities analysis; two states (New Jersey and Wisconsin)
reported requirements for MCOs to engage in at least one PIP focused on health disparities. Three
states (Colorado, Nebraska, and Virginia) did not specifically describe their health equity-related PIP
requirement. Several states also reported plans to implement PIPs focused on disparities in FY 2024 or
add health disparities stratifications to existing PIPs.

Figure 6
Performance Improvement Projects (PIPs) Focused on Health
Disparities in Place in FY 2023

M In place in FY 2023 (22 states) M Not in place in FY 2023 (15 states including DC) No MCOs (10 states) No
response (4 states)

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023 KFF
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Provider Rates and Taxes
Context

In general, states have broad latitude under federal laws and regulations to determine fee-for-service
(FES) provider payments so long as the payments: are consistent with efficiency, economy, and quality of
care; safeguard against unnecessary utilization; and are sufficient to enlist enough providers to ensure
that Medicaid enrollees have access to care that is equal to the level of access enjoyed by the general
population in the same geographic area.'® Subject to certain exceptions,'# states are not permitted to set
the rates that managed care entities pay to providers. However, state-determined FFS rates remain
important benchmarks for MCO payments in most states, often serving as the state-mandated payment
floor. Proposed rules from CMS related to ensuring access to Medicaid services would require states to
publish all Medicaid FFS payment rates by January 1, 2026, as well as compare payment rates to the
Medicare rate for certain services.'® Proposed rules would also set financial thresholds that states cannot
fall below when reducing rates for specific services. Additionally, proposed rules related to minimum
staffing standards in nursing facilities would require states to report the percent of Medicaid payments for
institutional long-term services and supports spent on compensation for direct care workers and support
staff.

Historically, FFS provider rate changes generally reflect broader economic conditions. During economic
downturns where states may face revenue shortfalls, states have typically turned to provider rate
restrictions to contain costs. Conversely, states are more likely to increase provider rates during periods
of recovery and revenue growth. However, during the COVID-19 pandemic, state and federal
policymakers wished to avoid the use of rate reductions to address budget challenges due to the financial
strains that providers were experiencing from the increased COVID-19 testing and treatment costs and
from declining utilization for non-urgent care. Federal policymakers adopted a number of policies to ease
financial pressure on states, hospitals, and other health care providers, including enhanced Medicaid
matching funds for states (phasing down through December 2023) and enhanced funding for home and
community-based services (HCBS) (available through March 21, 2025) designed to bolster rates and the
direct care workforce. The expiration of these federal funds will impact state budgets and could affect
providers, as states consider whether to maintain the funding increases made possible by enhanced
federal matching funds, or other one-time funding sources.

States have considerable flexibility in determining how to finance the non-federal share of state Medicaid
payments, within certain limits. In addition to state general funds appropriated directly to the Medicaid
program, most states also rely on funding from health care providers and local governments generated
through provider taxes, user fees, intergovernmental transfers (IGTs), and certified public expenditures
(CPEs). Over time, states have increased their reliance on provider taxes, with expansions often driven
by economic downturns.

This section provides information about:
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¢ FFS reimbursement rates; and

e Provider taxes

Findings

FFS REIMBURSEMENT RATES

At the time of the survey, responding states had implemented or were planning more FFS rate
increases than rate restrictions in both FY 2023 and FY 2024 (Figure 7 and Tables 1 and 2). All
responding states in FY 2023 (48) and all but one responding state in FY 2024 (47) reported
implementing rate increases for at least one category of provider. Fewer states (21 in FY 2023 and 19 in
FY 2024) implemented or were planning to implement at least one rate restriction.

Figure 7

FFS Provider Rate Changes Implemented in FY 2003 - FY 2023 and
Adopted for FY 2024

[l # of States Reporting At Least 1 Rate Increase [l # of States Reporting At Least 1 Rate Decrease
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NOTE: FY 2023 and 2024 bars reflect rate increases and decreases for: inpatient and outpatient hospitals, nursing facilities, primary care and

specialty physicians, dentists, OB/GYNs, and/or home and community-based services. Past years may include other provider types. Provider

payment restrictions include rate cuts for any provider or freezes for nursing facilities or inpatient hospitals. * Less than 51 responding states in FY KFF
2020 (43), FY 2021 (47), FY 2022 (49), FY 2023 (48), FY 2024 (48). FY 2024 changes reflect what states had implemented or planned at the time

of the 2023 survey. FL, MN, and SC did not respond to the 2023 survey.

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023

States reported continued pressures to increase provider rates in response to inflationary impacts and
workforce shortages. Many states employ cost-based reimbursement methodologies for some provider
types, such as nursing facilities and critical access hospitals, that automatically adjust for inflation and
other cost factors during the rate setting process. States also reported that rates for some provider types
are benchmarked to Medicare rates and therefore increase commensurate with Medicare increases. A
few states highlighted comprehensive rate review analyses underway that are expected to continue on a
regular schedule in the future (e.g., every four to five years), which may inform the state budget process.
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States reported rate increases for nursing facilities and HCBS providers more often than for other
provider categories (Figure 8). In some cases, state officials reported that nursing facility and HCBS
rate increases included, at least in part, the continuation of pandemic-related payments or represent
temporary rate increases or supplemental payments to HCBS providers using American Rescue Plan Act
(ARPA) funds. Some states reported enhanced rates associated with the PHE will be discontinued, while
other states noted that these rate increases were made permanent. Reflecting the ongoing staffing-
related challenges impacting nursing facility and HCBS services, several states reported more significant
nursing facility or HCBS rate increases. Examples of HCBS rate increases include the following:

o Alaska reported that rates for HCBS providers were increased by 10% on July 1, 2022, by an average
of 5% (following rebasing) on May 1, 2023, and then again on July 1, 2023 (7.9%) to implement
legislatively required increases and an inflationary adjustment.

e Colorado increased base wages in the FY 2023-2024 budget for workers providing most HCBS from
$15.00 to $15.75 per hour.

¢ The District of Columbia reported supplemental payments were approved for qualifying HCBS
providers so that they will earn an average wage rate of 117.6% of the District’'s minimum wage by FY
2025.

e Utah reported in 2023 almost all rates for developmental disabilities waiver services with direct service
care components were increased by 19.5%.

¢ Indiana reported increases of 42.4% for HCBS waivers serving the aged and disabled, 23.3% for
HCBS waivers serving persons with intellectual and developmental disabilities, and 32% for home
health services.

o Nevada reported that HCBS rate increases were approved during the 2023 legislative session
including for developmental disabilities waiver services (26.9% on average), personal care services
(140% on average), and services to frail elderly in Assisted Living Facilities (98% on average).

Examples of notable nursing facility rate increases reported by states include the following:

e Nevada reported that a 24.5% increase for freestanding nursing facilities was approved during its 2023
legislative session.

¢ lllinois increased its average nursing facility per diem rate by 21% in FY 2023 as part of a major rate
reform effort and also reported plans to increase the nursing home support rate (a component of the
per diem rate) by 12% on January 1, 2024.

o Nebraska reported a 20% rate increase for nursing facilities in FY 2023 and a 3% increase in FY 2024.
¢ Ohio reported a 2.3% rate increase for nursing facilities in FY 2023 and a 17.1% increase in FY 2024.

¢ Wyoming reported a 20% nursing facility rate increase effective July 1, 2023.

Nearly half of responding states (23) reported increasing primary care physician rates in FY 2023

Results from an Annual Medicaid Budget Survey for State Fiscal Years 2023 and 2024

20


https://www.kff.org/coronavirus-covid-19/issue-brief/options-to-support-medicaid-providers-in-response-to-covid-19/
https://www.kff.org/medicaid/issue-brief/potential-impact-of-additional-federal-funds-for-medicaid-hcbs-for-seniors-and-people-with-disabilities/
https://www.kff.org/medicaid/issue-brief/potential-impact-of-additional-federal-funds-for-medicaid-hcbs-for-seniors-and-people-with-disabilities/
https://www.kff.org/medicaid/issue-brief/pandemic-era-changes-to-medicaid-home-and-community-based-services-hcbs-a-closer-look-at-family-caregiver-policies/
https://www.kff.org/medicaid/issue-brief/what-share-of-nursing-facilities-might-meet-proposed-new-requirements-for-nursing-staff-hours/
https://www.kff.org/medicaid/issue-brief/what-share-of-nursing-facilities-might-meet-proposed-new-requirements-for-nursing-staff-hours/

and nearly two-thirds (30) reported plans to do so in FY 2024. This compares with 15 states reporting
increases in FY 2022, 19 in FY 2021, and 21 in FY 2020. Notable increases reported for FY 2023 or FY
2024 include a 41.8% increase in specific evaluation and management codes in Alabama and an 11.8%
rate increase for primary care providers in Michigan. Other states reported benchmarking to Medicare
rates, for example, 100% of the current Medicare rates in Maine, and 80% of Medicare in New York and
Oregon.

Similar to the 2022 survey, the 2023 survey found an increased focus on dental rates with more
than half of reporting states (29 in FY 2023 and 26 in FY 2024) reporting implementing or plans to
implement a dental rate increase, in some cases benchmarked to the American Dental Association
national fee survey. This compares with 14 states reporting increases each year in the 2019, 2020, and
2021 surveys.'® Notable dental rate increases reported for FY 2023 or FY 2024 include increasing rates
25% (Connecticut and Wyoming); raising rates to average commercial rates (or a share of commercial
rates) (Michigan and Vermont), and introducing a supplemental payment based on average commercial
rates (lowa). Additionally, lllinois reported making a $10 million investment in dental rate increases
effective January 2023.

While states reported imposing more restrictions on inpatient hospital and nursing facility rates than on
other provider types, most of these restrictions were rate freezes rather than actual reductions. (Because
inpatient hospital and nursing facility services are more likely to receive routine cost-of-living adjustments
than other provider types, this report counts rate freezes for these providers as restrictions.) There is one
important caveat to consider when evaluating FFS hospital rate changes: in addition to FFS
reimbursement, states make supplemental payments to fund hospital care such as Upper Payment Limit
payments, State Directed Payments, Graduate Medical Education, and Disproportionate Share Hospital
payments. One or more of these payment types could be increasing during a fiscal year even if the base
hospital payments are not. In fact, one state (Kansas) reported that it restructured a provider tax-funded
payment from an add-on payment to a quarterly State Directed Payment which resulted in a reduction to
inpatient and outpatient hospital FFS payments in FY 2024.

Beyond the inpatient hospital and nursing facility rate restrictions described above, only three states
reported other rate restrictions: Alaska reported reductions in outpatient hospital and dental rates in both
FY 2023 and FY 2024, Kansas reported a reduction for outpatient hospital rates in FY 2024, and North
Carolina reported HCBS rate reductions in FY 2023 and that both HCBS and nursing facility rates
decreased in FY 2024 when COVID-19 add-on payments expired. No states reported legislative action to
freeze or reduce rates across all or most provider categories in either FY 2023 or FY 2024.
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Figure 8

FFS Provider Rate Changes Implemented in FY 2023 and Adopted for
FY 2024
Adopted for FY 2024

# of States with Rate Increases # of States with Rate Restrictions

I
Outpatient Hospitals I 1
Primary Care Physicians 0
Specialist Physicians 0

NOTE: Provider payment restrictions include rate cuts for any provider or freezes for nursing facilities or inpatient hospitals. FL, MN, and SC did not

respond to the 2023 survey. KFF

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023

Figure 8

FFS Provider Rate Changes Implemented in FY 2023 and Adopted for
FY 2024
Implemented in FY 2023

# of States with Rate Increases # of States with Rate Restrictions

Nursing Failes ]

I

Outpatient Hospitals . 2

Primary Care Physicians 0
Specialist Physicians 0

NOTE: Provider payment restrictions include rate cuts for any provider or freezes for nursing facilities or inpatient hospitals. FL, MN, and SC did not

respond to the 2023 survey. KFF

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023

More than three-quarters of responding states (39 of 48) implemented FFS rate increases for one
or more behavioral health providers in FY 2023 or plans to do so in FY 2024 (Figure 9). States may
increase reimbursement rates for behavioral health (mental health and substance use disorder) providers
as one strategy to address workforce shortages. On this year’s survey, states were asked whether they
have or plan to increase reimbursement rates for one or more behavioral health providers (in FY 2023
and/or FY 2024). Thirty-two states reported rate increases in FY 2023 and 33 states reported plans to
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increase rates in FY 2024. Sixteen states reported no rate increases for FY 2023 and 11 states reported
no rate increases for FY 2024.

Some states noted rate increases were targeted to specific provider types, such as increases for
substance use disorder (SUD) service providers (including outpatient and institutional providers),
psychotherapy/counseling providers, or for applied behavioral analysis (ABA) providers. Other states
implemented increases that were more widespread. Rate increase examples include:

o lowa reported that behavioral health intervention providers received a 20.6% increase in FY
2023, ABA providers received an 8.9% increase in FY 2023, individual mental health practitioners
will receive a 56.6% increase in FY 2024, SUD providers will receive a 96.5% increase in FY
2024, and Psychiatric Medicaid Institutions for Children will receive a 27.6% increase in FY 2024.

o Nebraska reported across the board behavioral health rate increases of 17% in FY 2023 and 3%
in FY 2024.

e New Mexico reported increasing FY 2024 behavioral health rates to 120% of Medicare and plans
to review rates annually in the future.

e Oregon reported an aggregate increase of 30% for behavioral health services by procedure code
in FY 2023. The state focused on SUD, behavioral health outpatient, ABA, peer support, and
residential services.

e South Dakota reported 16% increases for SUD and Community Mental Health Center (CMHC)
providers and a 5% inflationary increase for other behavioral health services in FY 2023.

¢ Vermont reported mental health providers received an 8% rate increase in FY 2023 and a 5%
rate increase in FY 2024, while SUD providers received a 5% rate increase in FY 2023 and a 5%
rate increase in FY 2024.

A few states mentioned behavioral health rate studies underway or recently completed and/or the
implementation of new rate methodologies for certain behavioral health services. Although states were
not asked if they require MCOs to implement the FFS rate increases (for example, through a state-
directed payment), previous KFF research suggests that many states that contract with MCOs may
require MCOs to implement behavioral health provider rate increases. For example, Tennessee reported
that through managed care directed payments, provider rates were increased for crisis services in 2023.
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Figure 9
States with Rate Increases for Behavioral Health Providers in FY 2023
and/or FY 2024

M Rate Increase in FY 2023 and/or FY 2024 (39 states including DC) [ No Rate Increases in FY 2023 and FY 2024 (9
states) No response (3 states)

NOTE: Rate increases include states with at least one temporary or permanent FFS rate increase to one or more behavioral health provider types
in FY 2023 and/or planned for FY 2024. TN does not set FFS rates, but indicated an increase in direct payments to behavioral health crisis services.KFF
SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023

PROVIDER TAXES

States continue to rely on provider taxes and fees to fund a portion of the non-federal share of
Medicaid costs (Figure 10). Provider taxes are an integral source of Medicaid financing, comprising
approximately 17% of the nonfederal share of total Medicaid payments in FY 2018 according to the
Government Accountability Office (GAO).Y” At the beginning of FY 2003, 21 states had at least one
provider tax in place. Over the next decade, most states imposed new taxes or fees and increased
existing tax rates and fees to raise revenue to support Medicaid. By FY 2013, all but one state (Alaska)
had at least one provider tax or fee in place. In this year’s survey, states reported a continued reliance on
provider taxes and fees to fund a portion of the non-federal share of Medicaid costs. Thirty-nine states
had three or more provider taxes in place in FY 2023 and seven other states had two provider taxes in
place (Figure 10).1® As of July 1, 2023, 34 states reported at least one provider tax that is above 5.5% of
net patient revenues, which is close to the maximum federal safe harbor or allowable threshold of 6%.
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Federal action to lower that threshold or eliminate provider taxes, as has been proposed in the past,
would therefore have financial implications for many states.

Figure 10
States with Provider Taxes or Fees in Place in FY 2023
Size of Provider Taxes/Fees

[l 3+ Provider Taxes/Fees (39 states including DC) [l 2 Provider Taxes/Fees (7 states) [l 1 Provider Tax/Fee (4 states)
No Provider Taxes/Fees (1 state)

P ‘ .

NOTE: Includes Medicaid provider taxes as reported by states; refer to Table 3 for additional information about types of provider taxes in place. DC
is included in count of states with 3+ taxes/fees. 2022 survey data used for states that did not respond to the 2023 survey (FL, MN, SC). KFF
SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023
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Figure 10
Size of Taxes as Percentages in Place in FY 2023
Number of Provider Taxes/Fees

Il At Least 1 Provider Tax/Fee Over 5.5% (34 states including DC) [l No Provider Taxes/Fees Over 5.5% (16 states)
No Provider Taxes/Fees (1 state)

P ‘ .

NOTE: Size of tax is reported as a percentage of net patient revenue (as of July 1, 2023). Includes Medicaid provider taxes as reported by states.

DC is included in count of states with at least 1 provider tax/fee over 5.5%. 2022 survey data used for states that did not respond to the 2023 survey KFF
(FL, MN, SC).

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023

Few states made or are making significant changes to their provider tax structure in FY 2023 or FY
2024 (Table 3). The most common Medicaid provider taxes in place in FY 2023 were taxes on nursing
facilities (45 states), followed by taxes on hospitals (44 states), intermediate care facilities for individuals
with intellectual disabilities (32 states), MCOs?® (19 states), and ambulance providers (15 states). Only
three states reported plans to add new taxes in FY 2024 (lowa (MCO), Wisconsin (ambulance), and
Wyoming (ambulance and Psychiatric Residential Treatment Facilities)). Vermont plans to eliminate a
home health tax in FY 2024. Twenty-one states reported planned increases to one or more provider taxes
in FY 2024, while three states reported planned decreases (Missouri, Vermont, and Maryland).?®
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Table 1

FFS Provider Rate Changes, FY 2023

States
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><I

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware

DC

Florida
Georgia
Hawaii

Idaho

lllinois
Indiana

lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin

Wyoming

dentists, outpatient hospitals, and HCBS as well as both cuts or freezes in rates for inpatient hospitals and nursing facilities. NR: State did not respond to the 2023 survey (FL, MN, and SC) or did not provide data for that provider type. Tennessee

Inpatient
Hospital

X
X
X
X
X
X
X
X
NR NR
X
X
X
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X
X
X
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NR NR
X
X
X
X
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X
X
X
X
X
NR NR
X
X
X
X
X
X
X
X

Outpatient
Hospital

NR NR

X X X X

NR NR

Primary Care
Physicians

x

NR NR

NR NR

NR NR

X
X

Specialists

NR NR

NR NR

NR NR

OB/GYNs

I
><I

X X X X X X X X X

NR

X X X X

NR

NR NR

X X X X

x

NR NR

X X X X

x

NR NR

operates as a 100% managed care program and does not set FFS rates, with the exception of minimum nursing facility rates that MCOs are required to meet.
SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023
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Table 2

FFS Provider Rate Changes, FY 2024

Inpatient

Outpatient

Primary Care

Nursi

States

®

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
DC

Florida
Georgia
Hawaii

Idaho

lllinois
Indiana

lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

Totals

Hospital

X
X
X
X
X
X
X
NR NR
NR NR
X
X
X
X
X
X
X
X
X
X
X
X
NR NR
X
X
X
X
X
X
X
X
X
X
X
X
NR NR
X
X
X
X
X
X
X
X
X
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Hospital

NR NR
NR NR

NR NR
NR NR

X X X X X X

NR NR

NR

X
X

X
2 | 2w ] o » | o | 0 2

NOTE: "+" refers to provider rate increases and "-" refers to provider rate restrictions. FFS: fee-for-service. HCBS: Home and community-based services. For the purposes of this report, provider rate restrictions include cuts to rates for physicians,
dentists, outpatient hospitals, and HCBS as well as both cuts or freezes in rates for inpatient hospitals and nursing facilities. NR: State did not respond to the 2023 survey (FL, MN, and SC) or did not provide data for that provider type. Tennessee
operates as a 100% managed care program and does not set FFS rates, with the exception of minimum nursing facility rates that MCOs are required to meet.

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023
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Table 3

Provider Taxes in Place, FY 2023 and FY 2024

States Hospitals Facilities Nursing Facilities Mco Ambulance Other

I O N - S N S S 0
Alabama X X X X X X X X
Alaska
Arizona X X X X
Arkansas X X X X X X
California X X X X X X X X X
Colorado X X X X X X
Connecticut X X X X X X
Delaware X X
DC X X X X X X X X
Florida X X X X
Georgia X X X X X X X X X X
Hawaii X X X X
Idaho X X X X X X
lllinois X X X X X X X X
Indiana X X X X X X
lowa X X X X X X X
Kansas X X X X X X
Kentucky X X X X X X Xt V&
Louisiana X X X X X X X X X X X
Maine X X X X
Maryland X X X X X X
Massachusetts X X X X X
Michigan X X X X X X X
Minnesota X X X X X X X X
Mississippi X X X X X X
Missouri X X X X X X X X X X
Montana X X X X
Nebraska X X X X
Nevada X X
New Hampshire X X X X X
New Jersey X X X X X X X X X X
New Mexico X X X X
New York X X X X X X* X*
North Carolina X X X X X X
North Dakota X X
Ohio X X X X X X X X
Oklahoma X X X X X X X X
Oregon X X X X
Pennsylvania X X X X X X X
Rhode Island X X X X X
South Carolina X X X X
South Dakota
Tennessee X X X X X X
Texas X X X X X X X* X*
Utah X X X X X X X X
Vermont X X X X X
Virginia X X X X
Washington X X X X
West Virginia X X X X X X* X*
Wisconsin X X
Wyoming X X X X X X X*

T T N - S A N

NOTE: This table includes provider taxes reported by states. * denotes states with more than one "other" provider tax in place. 2022 survey data used for states that did not respond to the 2023 survey (FL, MN, and SC). KFF

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023
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Benefits
Context

State Medicaid programs are statutorily required to cover a core set of “mandatory” benefits, but may
choose to cover a broad range of optional benefits. States may apply reasonable service limits based on
medical necessity or to control utilization, but once covered, services must be “sufficient in amount,
duration and scope to reasonably achieve their purpose.”! State benefit actions are often influenced by
prevailing economic conditions: states are more likely to adopt restrictions during downturns and expand
or restore benefits as conditions improve. However, during the COVID-19 pandemic, despite an early and
deep economic downturn, additional federal funds and the goal to maintain access to needed services
resulted in states using Medicaid emergency authorities to temporarily expand or enhance benefits. In
2020, 2021, and 2022 permanent (i.e., non-emergency) benefit expansions continued to far outweigh
benefit restrictions, consistent with prior years.

Recent trends in state changes to Medicaid benefits (both prior to and during the COVID-19 pandemic)
reflect state priorities related to behavioral health, maternal and infant health, and reducing disparities in
health—including increased interest in leveraging Medicaid to address enrollee social needs (e.qg.,
housing stability, food security). Federal legislation, CMS guidance and technical assistance, and new
funding opportunities can also affect state Medicaid benefits.

In August 2022, CMS released updated guidance that outlines state flexibilities and strategies for
expanding Medicaid-covered mental health services in schools, and in May 2023, CMS issued guidelines
to clarify Medicaid services and billing in schools, as mandated by the 2022 Bipartisan Safer
Communities Act.

This section provides information about:

e Benefit changes

e Medicaid coverage or reimbursement of school-based health services

Findings
BENEFIT CHANGES

States were asked about benefit changes implemented during FY 2023 or planned for FY 2024, excluding
telehealth, pharmacy, and changes made to comply with federal requirements. Benefit changes may be
planned at the direction of state legislatures and may require CMS approval.
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https://www.kff.org/mental-health/issue-brief/10-things-to-know-about-medicaid/
https://www.kff.org/report-section/trends-in-state-medicaid-programs-section-3-benefits-pharmacy-and-long-term-care/
https://www.kff.org/medicaid/issue-brief/fiscal-implications-for-medicaid-of-enhanced-federal-funding-and-continuous-enrollment/
https://www.kff.org/medicaid/issue-brief/how-have-states-used-medicaid-emergency-authorities-during-covid-19-and-what-can-we-learn/
https://www.kff.org/report-section/state-medicaid-programs-respond-to-meet-covid-19-challenges-benefits-cost-sharing-and-telehealth/
https://www.kff.org/report-section/states-respond-to-covid-19-challenges-but-also-take-advantage-of-new-opportunities-to-address-long-standing-issues-benefits-and-telehealth/
https://www.kff.org/report-section/medicaid-budget-survey-for-state-fiscal-years-2022-and-2023-benefits/
https://www.medicaid.gov/federal-policy-guidance/downloads/sbscib081820222.pdf
https://www.medicaid.gov/sites/default/files/2023-07/sbs-guide-medicaid-services-administrative-claiming-ud.pdf
https://www.kff.org/policy-watch/the-safer-communities-act-changes-to-medicaid-epsdt-and-school-based-services/
https://www.kff.org/policy-watch/the-safer-communities-act-changes-to-medicaid-epsdt-and-school-based-services/

Figure 11

Benefit Changes Reported by States, FYs 2011 - 2024

[l # of States Reporting At Least 1 Benefit Enhancement/Addition [l # of States Reporting At Least 1 Benefit
Restriction/Elimination

33 34 34

28
26

24 24 23 22
18 1918 21 21 19

13

FY FY FY FY FY FY FY FY FY FY FY FY FY FY
2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021* 2022 2023 2024

NOTE: States were asked to report benefit enhancements, additions, restrictions, and eliminations. For all years, expansions to pharmacy benefits

or federally-required benefit changes (e.g., SUPPORT Act, ARPA) are excluded. For all years except FY 2021-2024, expansions to home and
community-based services (HCBS) are excluded. For FY 2021-2024, expansions to telehealth are excluded. * Less than 51 responding states in FY KFF
2020 (43), FY 2021 (47), FY 2022 (49), FY 2023 (48), and FY 2024 (48). FL, MN, and SC did not respond to the 2023 survey.

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023

The number of states reporting new benefits and benefit enhancements greatly outpaces the
number of states reporting benefit cuts and limitations (Figure 11 and Table 4). Thirty-four states
reported new or enhanced benefits in FY 2023, and 34 states reported plans to add or enhance benefits
in FY 2024.22 One state reported benefit cuts or limitations in FY 2023 (Utah eliminated coverage of
certain gender dysphoria treatments for youth),>® and one state reported cuts or limitations in FY 2024
(Texas limited the age range for dental space maintainer services).?* There are additional details about
benefit enhancements or additions in select benefit categories below (Figure 12).
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Figure 12

Select Categories of Benefit Enhancements or Additions,
FYs 2023 - 2024

States Enhancing or Adding Select Benefits

W FY 2023 MFY 2024

Mental Health and Substance Use Disorder (SUD)
Services

1

Pregnancy and Postpartum Services 13

Preventive Services
Dental Services
Social Determinants of Health (SDOH)

Community Health Workers (CHWSs)

)

NOTE: FL, MN, and SC did not respond to the 2023 survey. Publicly available data (e.g., Section 1115 waivers addressing HRSN) used to

supplement reported state benefit changes in AR, NJ, and WA; the report assumes an effective date of FY 2024 for these benefit changes. WA did

not respond to this section of the 2023 survey and may have adopted other benefit enhancements or additions in FY 2023 or FY 2024 that are not KFF
reflected in this report.

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023
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Figure 12

Select Categories of Benefit Enhancements or Additions,
FYs 2023 - 2024

# of States with Select Benefits

FY 2023 FY 2024

# of # of
States States States States

Mental Health and CA, CT, DC, GA, HI, ID, CO, DE, ID, IL, LA, MA,

Substance Use Disorder 19 IL, LA, MA, MD, ME, MO, 19 MD, ME, MO, MT, NC, NE,
- MT, NC, NH, NY, OH, NH, NM, NV, NY, OK, VT,
(SUD) Services OK RI WV
Pregnancy and Postpartum 1 CO, DC, LA, MD, MI, NY, 13 I\CIICE) BE :\LIJ K,\?VNCI;T_' ’\I/._l,li
Services OK, RI, TN, VT, WV ! ! T,N ! T
Preventive Services 9 AK, AZ, KS, MD, NE, RI, 7 IL, KS, ME, NY, OK, PA,
TX, UT, VA WY
) AL, CA, HI, KY, LA, MD,
Dental Services 9 ME, NH, TN 6 KS, ND, NE, NV, TX, VT
Social Determinants of AR, DE, IL, MD, NJ, WA,
Health (SDOH) 5 CO, CT. MA, NH, OR ! Wi
Community Health Workers 1 AZ 5 KS, MI, NV, NY, PA

(CHWSs)

NOTE: FL, MN, and SC did not respond to the 2023 survey. Publicly available data (e.g., Section 1115 waivers addressing HRSN) used to

supplement reported state benefit changes in AR, NJ, and WA; the report assumes an effective date of FY 2024 for these benefit changes. WA did

not respond to this section of the 2023 survey and may have adopted other benefit enhancements or additions in FY 2023 or FY 2024 that are not KFF
reflected in this report.

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023

Behavioral Health Services. Mental health and/or substance use disorder (SUD) services continue to be
the most frequently reported category of benefit expansions. Consistent with trends in recent

years, states reported expanding services across the behavioral health care continuum, including
institutional, intensive, outpatient, home and community-based, peer supports, and crisis services. For
SUD treatment, this includes expanded access consistent with American Society of Addiction Medicine
(ASAM) levels of care. Many of these benefit expansions are targeted to specific populations, including
notable expansions and programming for children and youth. States also continue to report benefits and
other changes supportive of more coordinated integrated physical and behavioral health care, including
collaborative care services and adoption or expansion of Certified Community Behavioral Health Clinics
(CCBHCs).%

e Atleast twelve states reported expanding behavioral health and related services for children
and youth,?8 including those involved in the child welfare system. These services can prevent the
need for more intensive treatment and include therapeutic foster care, respite, and parenting
support services. For example, Maine’s Section 1115 “MaineCare” waiver includes a pilot
program for parents with SUD involved with, or at risk of involvement with, Child Protective
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https://www.kff.org/medicaid/issue-brief/medicaid-coverage-of-behavioral-health-services-in-2022-findings-from-a-survey-of-state-medicaid-programs/
https://www.kff.org/mental-health/issue-brief/behavioral-health-crisis-response-findings-from-a-survey-of-state-medicaid-programs/
https://www.kff.org/mental-health/issue-brief/how-do-states-deliver-administer-and-integrate-behavioral-health-care-findings-from-a-survey-of-state-medicaid-programs/

Services. The pilot covers Attachment Biobehavioral Catch-up (ABC), Visit Coaching, and Home-
based Skills Development services to offer daily living skills development, increase caregiver
knowledge of child development, improve parenting practices, strengthen parent-child
attachment, increase child behavioral and biological regulation, and meet the child’s health and
safety needs.

e Oklahoma (FY 2023) and Colorado (FY 2024) added safe, secure transportation for enrollees
experiencing a behavioral health crisis. Connecticut added coverage for services provided in
Mobile Narcotic Treatment Vehicles, which are an extension of the state’s brick-and-mortar
Methadone clinics, in FY 2023.

Pregnancy and Postpartum Services. To improve maternal and infant health outcomes and address
racial/ethnic health disparities, states continue to expand and enhance pregnancy and postpartum
services. (These benefit enhancements are happening alongside the extension of Medicaid postpartum
coverage in most states.) Thirteen states reported expanding coverage of doula services.?” Doulas are
trained professionals who provide holistic support to individuals before, during, and shortly after childbirth.
States also reported adding / expanding coverage of other postpartum supports including lactation
services and home visiting programs that aim to support healthy pregnancies and teach positive
parenting and other skills to promote self-sufficiency and child wellbeing. A few states report
implementing or expanding programs caring for pregnant and postpartum individuals experiencing opioid
use disorder or other SUD.

e Six states (Colorado, lllinois, Louisiana, New Hampshire, New Jersey, and Tennessee)
reported new benefits to help parents initiate or maintain breast feeding, including breast
pumps, human donor milk, and certified lactation counselors and consultants in FY 2023 and FY
2024. Tennessee is proposing to cover diapers for the first two years of a child’s life effective
January 2024, pending CMS approval under its TennCare 1115 waiver. Rhode Island added
coverage of the evidence-based home visiting program, First Connections in FY 2023. This
program serves pregnant individuals and children up to age three with nurse home visits to
support breastfeeding and infant feeding, promote healthy growth and development, and connect
families with health, mental health, and social supports.

Preventive Services. States are required to provide comprehensive preventive care to children through
the EPSDT benefit, and states must cover certain preventive services for adults eligible under the ACA’s
Medicaid expansion; however, this coverage is not required for “traditional” Medicaid adults. States
reported expanding preventive benefits including screenings, services to prevent and/or manage diabetes
(such as continuous glucose monitoring and diabetes self-management training), and access to
vaccinations.?®
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https://www.kff.org/medicaid/issue-brief/medicaid-postpartum-coverage-extension-tracker/
https://www.kff.org/medicaid/issue-brief/medicaid-postpartum-coverage-extension-tracker/
https://www.kff.org/report-section/medicaid-coverage-of-pregnancy-related-services-findings-from-a-2021-state-survey-report/
https://www.kff.org/report-section/medicaid-coverage-of-pregnancy-related-services-findings-from-a-2021-state-survey-report/
https://mchb.hrsa.gov/programs-impact/programs/home-visiting/maternal-infant-early-childhood-home-visiting-miechv-program
https://www.medicaid.gov/medicaid/benefits/early-and-periodic-screening-diagnostic-and-treatment/index.html
https://www.kff.org/medicaid/issue-brief/coverage-of-preventive-services-for-adults-in-medicaid/
https://www.kff.org/medicaid/issue-brief/data-note-medicaids-role-in-providing-access-to-preventive-care-for-adults/

e Four states reported coverage of services provided by pharmacists, including immunizations,
patient counseling, and medication therapy management.?®

Dental Services. While EPSDT requires states to provide comprehensive dental services for children,
states are not required to provide dental benefits to adults. States may choose to provide dental coverage
for adults, and historically, some of the states that do include dental benefits provide only limited
coverage (e.g., limited to extractions or emergency services). Similar to findings from last year’s survey,
several states reported adding comprehensive dental services for adults or other groups, including
pregnant individuals or people with disabilities. Other states reported adding or expanding coverage of
specific dental services and removing annual dental benefit caps for certain populations.

o North Dakota added coverage of dental case management services in FY 2024, including
services to address appointment compliance barriers, care coordination, motivational interviewing
techniques, and patient education.

Services Targeting Social Determinants of Health (SDOH). Outside of Medicaid home and community-
based services (HCBS) programs, state Medicaid programs have more limited flexibility to address
enrollee social needs (e.g., housing, food, transportation etc.). Certain options exist under Medicaid state
plan authority as well as Section 1115 waiver authority to add non-clinical benefits. In 2022, CMS
released a new framework for covering health-related social needs (HRSN) services under Section 1115
waivers, expanding flexibility for states to add certain short-term housing and nutrition supports as
Medicaid benefits (building on CMS guidance from 2021). In this year’s survey, states reported adding
home-delivered meals, housing supports, and community violence prevention services.

e Inlate 2022, CMS approved waivers in four states (Arkansas, Arizona, Massachusetts, and
Oregon) under the new HRSN Section 1115 framework. In 2023, CMS approved additional
HRSN waivers in Washington and New Jersey.

Community Health Workers (CHWSs) / Culturally Competent Care. Several states reported “other”
benefit changes to support access to culturally competent care, including coverage of CHWs. CHW
services may include culturally appropriate health promotion and education, assistance in accessing
medical and non-medical services, translation services, care coordination, patient advocacy, home visits,
and social support. Research evidence indicates CHW interventions can be effective in reducing health
disparities in communities of color and promoting health equity.3%:3%:32

e Six states (Arizona, Kansas, Michigan, Nevada, New York, and Pennsylvania) added or
expanded coverage of services provided by CHWSs.

e Three states (Arizona, California, and New Mexico) are requesting Section 1115 waiver
approval to add or expand coverage of traditional native healing practices, which are not currently
a Medicaid covered service, for American Indian/Alaska Native (Al/AN) populations. For example,
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https://www.medicaid.gov/medicaid/benefits/early-and-periodic-screening-diagnostic-and-treatment/index.html
https://nashp.org/state-medicaid-coverage-of-dental-services-for-general-adult-and-pregnant-populations/
https://nashp.org/state-medicaid-coverage-of-dental-services-for-general-adult-and-pregnant-populations/
https://www.kff.org/medicaid/issue-brief/medicaid-authorities-and-options-to-address-social-determinants-of-health-sdoh/
https://www.medicaid.gov/sites/default/files/2022-12/covid19allstatecall12062022.pdf
https://www.kff.org/policy-watch/a-look-at-recent-medicaid-guidance-to-address-social-determinants-of-health-and-health-related-social-needs/
https://www.medicaid.gov/sites/default/files/2022-01/sho21001_0.pdf
https://www.kff.org/medicaid/issue-brief/section-1115-waiver-watch-approvals-to-address-health-related-social-needs/

New Mexico’s Turquoise Care Section 1115 Medicaid Demonstration Waiver Renewal Request
seeks to expand member-directed traditional healing benefits to all Native American individuals
enrolled in managed care.®* If approved, the expansion aims to increase access to culturally
appropriate services and improve enrollees’ physical, emotional, and spiritual health. It would
have a cap of up to $500 annually.

Box 1: Section 1115 Medicaid Re-entry Waivers

In April 2023, CMS released guidance encouraging states to apply for a new Section 1115
demonstration opportunity to test transition-related strategies to support community re-entry and care
transitions for individuals who are incarcerated. This opportunity allows states to partially waive

the statutory Medicaid inmate exclusion policy, which prohibits Medicaid from paying for services
provided during incarceration (except for inpatient services). This guidance follows CMS’s approval
of California’s request to cover a limited package of re-entry services for certain Medicaid-eligible
individuals who are incarcerated 90 days prior to release. California will begin providing case
management services in April 2024 but will phase in the other pre-release services over two years. In
June 2023, CMS approved the second re-entry demonstration in Washington. Washington plans to
begin phasing in pre-release services in July 2025.35 As of October 2023, fourteen other states have
pending re-entry waiver requests under review at CMS. Waiver requests vary in scope regarding
eligibility (all Medicaid-eligible incarcerated individuals or those with certain behavioral or physical
health conditions), benefits, and the pre-release coverage period.

MEDICAID COVERAGE OR REIMBURSEMENT OF SCHOOL-BASED
HEALTH SERVICES

Schools can be a key setting for providing services to Medicaid-covered children. Medicaid programs
may reimburse schools for medically necessary services that are part of a student’s Individualized
Education Plan (IEP) under the Individuals with Disabilities Education Act. Medicaid can also reimburse
school-based health centers (SBHCs) for services provided to Medicaid-covered children, including
routine screenings, preventive care, behavioral health care, and/or acute care services. Since 2014, CMS
has permitted payment for any Medicaid services delivered to covered children, regardless of whether the
school provides these services to all students without charge. Federal agencies have in the past

raised concerns about poor oversight and improper Medicaid billing for school-based services; these
agencies also noted that CMS’s claiming guide had not been updated since 2003. On this year’s survey,
states were asked if they took action in FY 2023 or plan to take action in FY 2024 to expand Medicaid
coverage or reimbursement of school-based health services. In May 2023, CMS released an updated
school-based services claiming guide.

About half of responding states (24 of 46) expanded coverage of school-based care in FY 2023 or
planned to do so in FY 2024—a number that may increase as states absorb new CMS guidance
(Figure 13). In addition to recent or planned changes, a few states (including Arizona and Nevada)
expanded access to school-based care in FY 2022 or earlier. States reported the following types of
coverage expansions:
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https://www.hsd.state.nm.us/wp-content/uploads/New-Mexico-Turquoise-Care-1115-Waiver-Renewal-Application.pdf
https://www.cms.gov/newsroom/press-releases/hhs-releases-new-guidance-encourage-states-apply-new-medicaid-reentry-section-1115-demonstration
https://www.kff.org/uninsured/issue-brief/health-coverage-and-care-for-the-adult-criminal-justice-involved-population/
https://www.kff.org/policy-watch/section-1115-waiver-watch-how-california-will-expand-medicaid-pre-release-services-for-incarcerated-populations/
https://www.kff.org/medicaid/issue-brief/medicaid-waiver-tracker-approved-and-pending-section-1115-waivers-by-state/
https://www.macpac.gov/wp-content/uploads/2018/04/Medicaid-in-Schools.pdf
https://www.kff.org/medicaid/issue-brief/the-intersection-of-medicaid-special-education-service-delivery-and-the-covid-19-pandemic/
https://www.medicaid.gov/federal-policy-guidance/downloads/smd-medicaid-payment-for-services-provided-without-charge-free-care.pdf
https://www.gao.gov/products/t-hehsosi-00-87
https://www.macpac.gov/wp-content/uploads/2018/04/Medicaid-in-Schools.pdf
https://www.cms.gov/research-statistics-data-and-systems/computer-data-and-systems/medicaidbudgetexpendsystem/downloads/schoolhealthsvcs.pdf
https://www.medicaid.gov/sites/default/files/2023-07/sbs-guide-medicaid-services-administrative-claiming-ud.pdf

Expanding covered populations or services. Approximately half of the 24 states reported that
they expanded or plan to expand coverage of school-based services beyond just students with an
IEP or services covered in an IEP. Some states reported extending coverage to students with 504
plans or other special education plans, while other states were planning broader expansions. For
example, Pennsylvania is planning to offer all Medicaid-covered school-based services to all
Medicaid-eligible students. While most states focused on broadening the eligible populations,
some states such as Oregon, New Jersey, and Texas added new coverage in schools for
services such as eye exams, dental screenings, telehealth services, or school-based behavioral
health services.

Adjustments to reimbursement rates or methods. Several states reported changes to
reimbursement rates or methods. For example, lllinois reported moving to a cost settlement
reimbursement methodology, Oklahoma implemented a Medicaid administrative claiming
program, and New York increased reimbursement rates for school-based services. Another
state, Tennessee, focused on the administrative aspects of billing by extending the definition of
timely filing from 120 to 365 days for some school-based care and requiring MCOs to contract
with any school district that seeks a contract for medically necessary, covered school-based
services based on the MCO'’s standard fee schedule.

Efforts to increase inter-agency coordination and local school agency participation. A few
states reported efforts to improve collaboration between state agencies and local school districts
through outreach and training sessions or other technical assistance. For instance, California
has allocated $389 million to a school-based behavioral health initiative, aiming to enhance
coordination among local education agencies, MCOs, and county behavioral health entities.
Similarly, Kentucky has promoted school engagement by offering technical guidance on the
implementation and billing of extended school-based care, with further outreach activities
scheduled for FY 2024.
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Figure 13
State Action to Expand Coverage of School-Based Care Taken in FY
2023 or Planned in FY 2024

Ml Both FY 2023 and FY 2024 (6 states) [l Action in FY 2023 (6 states) [ Planned for FY 2024 (12 states)
[ No/Undetermined (22 states including DC) No Response (5 states)

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023 KFF

Of the 24 states that reported action to expand access to school-based care, half reported
implementation challenges. Challenges reported included administrative complexity, confusion about
billing and insufficient systems to ensure proper billing, Medicaid claiming and HIPAA compliant record-
keeping. States also mentioned provider shortages and coordinating with local school agencies as
implementation hurdles.

Results from an Annual Medicaid Budget Survey for State Fiscal Years 2023 and 2024

38



Table 4

Benefit Changes, FY 2023 and FY 2024

States

FY 2023

Enhancemen

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
DC

Florida
Georgia
Hawaii

Idaho

lllinois
Indiana

lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

Totals

X
X

X X X X

X X X X X X X

X X X X X

34

additions in FY 2023 or FY 2024 that are not reflected in this report.
SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023
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NR

NR

NR

39

NR

X X X X X

X X X X X X X X X X X X

X X X X

FY 2024

NR

NR

NR

ts/ Additions Restrictions/ Eliminations Enhancements/ Additions Restrictions/ Eliminations
X

NOTE: States were asked to report benefit enhancements, additions, restrictions, and eliminations for FY 2023 and FY 2024. Excluded from these changes are pharmacy services, telehealth changes, federally required benefit changes (e.g.,
SUPPORT Act, ARPA), and temporary changes adopted via emergency authorities in response to the COVID-19 pandemic. NR: State did not respond to the 2023 survey. Publicly available data (e.g., Section 1115 waivers addressing HRSN) used to
supplement reported state benefit changes in AR, NJ, and WA, the report assumes an effective date of FY 2024 for these benefit changes. WA did not respond to this section of the 2023 survey and may have adopted other benefit restrictions or
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Pharmacy
Context

States may administer the Medicaid pharmacy benefit on their own or may contract out one or more

functions to other parties, including delivery of benefits through managed care organizations (MCOs) and
pharmacy benefit managers (PBMs). PBMs may perform a variety of administrative and clinical services
for Medicaid programs (e.g., developing a provider network, negotiating rebates with drug manufacturers,
adjudicating claims, monitoring utilization, overseeing preferred drug lists (PDLs), etc.) and are used in
fee-for-service (FFS) and managed care settings. However, PBMs have been under increasing scrutiny in
recent years as more states recognize a need for transparency and oversight. All states have adopted at
least one law to regulate PBMs, and legislation to limit spread pricing and increase transparency is also
being considered at the federal level.

Managing the Medicaid prescription drug benefit and pharmacy expenditures is a policy priority for state
Medicaid programs. Prescription drugs account for approximately 5% of total Medicaid spending, and
Medicaid gross and net spending on prescription drugs has increased since 2018 despite a utilization
decrease during the COVID-19 pandemic, likely due to increased spending on high-cost drugs. These
new high-cost drugs, including cell and gene therapies, can put pressure on state budgets. Under the
federal Medicaid Drug Rebate Program (MDRP), states must cover nearly all FDA-approved drugs from
rebating manufacturers but can use an array of payment strategies and utilization controls to manage
pharmacy expenditures, including PDLs, managed care pharmacy carve-outs, and value-based
arrangements (VBAS) negotiated with individual pharmaceutical manufacturers that increase
supplemental rebates or refund payments to the state if the drug does not perform as expected. At the
federal level, CMS recently issued a proposed rule aimed at increasing price transparency, and there
have been recent bills under consideration with Medicaid drug pricing provisions and potential
implications for Medicaid drug spending. Further, the passage of the Inflation Reduction Act included a
number of prescription drug reforms that primarily apply to Medicare; however, some of the provisions
interact with the MDRP and may lead to increases in Medicaid prescription drug spending.

There is particular focus among all payers right now on a new class of drugs to treat obesity. A long-
standing statutory exception allows states to choose whether to cover weight-loss drugs under Medicaid,
leading to variation in coverage policies across states. Some states may be re-evaluating their coverage
of anti-obesity or weight-loss drugs due to the emergence of a new group of highly effective weight-loss
agents known as GLP-1 (glucagon-like peptide-1) agonists, including Ozempic, Rybelsus, Wegovy, and
Mounjaro. (Ozempic, Rybelsus, and Mounjaro are drugs approved to treat diabetes, and covered by
Medicaid for that purpose in all states; however, off-label coverage for weight loss in Medicaid may be
limited.) Expanding coverage of weight-loss drugs under Medicaid would increase access to these
medications that remain unaffordable or inaccessible for many but, at the same time, would likely
contribute to increases in Medicaid drug spending. New American Academy of Pediatrics (AAP)
guidelines also now recommend pharmacotherapy obesity treatment for children ages 12 and older.
Changes in physicians’ practice stemming from the updated treatment recommendations could have an
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https://ccf.georgetown.edu/2023/08/23/medicaid-provision-of-draft-house-drug-shortages-bill-raises-concerns/
https://ccf.georgetown.edu/2023/09/25/cbo-confirms-house-bill-prohibiting-use-of-qalys-would-undermine-state-negotiation-of-medicaid-supplemental-rebates/
https://www.kff.org/policy-watch/medicaid-and-the-inflation-reduction-act-of-2022/
https://www.kff.org/policy-watch/medicaid-coverage-of-and-spending-on-new-drugs-used-for-weight-loss/
https://www.kff.org/policy-watch/medicaid-coverage-of-and-spending-on-new-drugs-used-for-weight-loss/
https://www.kff.org/medicaid/issue-brief/obesity-rates-among-children-a-closer-look-at-implications-for-children-covered-by-medicaid/

impact on Medicaid programs and enrollees because Medicaid now covers half of all children in the U.S.,
and an even larger percentage of children who are likely to have obesity.

This section provides information about:

e Managed care’s role in administering pharmacy benefits
e Pharmacy cost containment

e Coverage of anti-obesity or weight loss drugs

Findings
MANAGED CARE’S ROLE IN ADMINISTERING PHARMACY BENEFITS

Most states that contract with MCOs include Medicaid pharmacy benefits in their MCO contracts,
but eight states “carve out” prescription drug coverage from managed care. While the vast majority
of states that contract with MCOs report that the pharmacy benefit is carved in to managed care (32 of
41), eight states (California, Missouri, New York, North Dakota, Ohio, Tennessee, Wisconsin, and
West Virginia) report that pharmacy benefits are carved out of MCO contracts as of July 1, 2023 (Figure
14). As of April 1, 2023, New York carved the pharmacy benefit out of managed care, becoming the
latest state to implement a full pharmacy carve-out. Instead of implementing a traditional carve-out of
pharmacy from managed care, Kentucky contracts with a single PBM for the managed care population.
Under this “hybrid” model, MCOs remain at risk for the pharmacy benefit but must contract with the state’s
PBM to process pharmacy claims and pharmacy prior authorizations according to a single formulary and
PDL. Louisiana and Mississippi report that they are moving to a similar model in FY 2024. In addition,
about half of the responding states that generally carve in pharmacy benefits reported carving out one or
more specific drug classes from MCO capitation payments as of July 1, 2023. Some of the most
commonly carved out drugs include hemophilia products, spinal muscular atrophy agents, hepatitis C
drugs, and behavioral health drugs such as psychotropic medications.
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Figure 14
State Coverage of Pharmacy Benefits in MCO Contracts as of July 1,
2023

M Generally carved in (32 states including DC) [l Carved out (8 states) [l Hybrid model (1 state) No comprehensive
capitated MCOs (10 states)

» )

NOTE: ID’s Medicaid-Medicare Coordinated Plan has been recategorized by CMS as an MCO but is not counted here as such since it is secondary

to Medicare. 2022 survey data used for states that did not respond to the 2023 survey or this survey question (FL, MN, SC, WA). KY implemented a

“hybrid” model where MCOs remain at risk for the pharmacy benefit but have contracted with the state's PBM to process claims and prior KFF
authorizations (according to single formulary and PDL).

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023

COST CONTAINMENT INITIATIVES

Over two-thirds of responding states reported at least one new or expanded initiative to contain
prescription drug costs in FY 2023 or FY 2024. On this year’s survey, states were asked to describe
any new or expanded pharmacy program cost containment strategies implemented in FY 2023 or
planned for FY 2024, including initiatives to address PBM spread pricing and value-based arrangements.
States were asked to exclude routine updates, such as to PDLs or state maximum allowable cost
programs, as these utilization management strategies are employed by states regularly and are not
typically considered major new or expanded policy initiatives.

The largest share of states noting new cost containment policy changes reported initiatives
related to value-based arrangements (VBAs) with pharmaceutical manufacturers as a way to
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control pharmacy costs. Over one-third of responding states reported working toward, implementing, or
expanding VBA efforts in FY 2023 or FY 2024. This includes states that are just beginning to lay the
groundwork for VBAs in their state, which can include submitting a State Plan Amendment (SPA) to allow
VBAs and negotiations with manufacturers. Some examples of drugs targeted for VBAs include hepatitis
C treatment, accelerated approval drugs, and long-acting injectable (LAI) antipsychotics. Last year’s
survey asked if states had a VBA in place as of July 1, 2022 and found only seven states had VBAs at
that time. Though this year’s survey did not specifically ask what states had VBAs in place and instead
asked about new or expanded cost containment initiatives more broadly, state interest in VBAs for high-
cost drugs appears to be accelerating. Four of the seven states with VBAs in place from last year’s
survey also reported plans to expand VBAs in their state in this year’s survey.

While VBAs were the most commonly reported initiative, states also reported a variety of other
cost containment policy changes related to utilization management and rebate maximization
generally. Among states that reported at least one cost containment initiative, a number reported new or
expanded pharmacy cost containment initiatives that target physician administered and/or biologic drugs.
These drugs can be very costly, and states are employing strategies to mitigate the cost impact to
providers and MCOs. Specific cost containment policy changes reported in FY 2023 and FY 2024
include:

e Significant PDL or rebate changes. At least three states (Alaska, Delaware, and Kentucky)
reported initiatives to significantly update or expand their PDLs. Six other states reported new
PDL initiatives: Arkansas and South Dakota joined multi-state purchasing pools in FY 2023.
Connecticut and Montana moved items traditionally covered as durable medical equipment to
pharmacy to allow the state to collect manufacturer rebates on items such as continuous glucose
monitors. Maine and Vermont created PDLs for biosimilar physician administered drugs in FY
2023. Maine will require identification of non-340B physician administered drugs on claims to
allow the state to capture rebates for these drugs. South Dakota implemented a limited PDL and
began collecting supplemental rebates.

e Medication Therapy Management (MTM) Services. At least six states (Alaska, District of
Columbia, Hawaii, Mississippi, New Hampshire, and Oklahoma) reported implementing or
expanding medication therapy management services to increase adherence, reduce adverse
drug events, and improve outcomes in either FY 2023 or FY 2024. By improving management of
disease through medication compliance, the states also hope to control costs.

e Uniform PDLs. Uniform PDLs help states maximize supplemental rebates by covering drugs
administered under both the FFS and managed care delivery system. They also streamline
pharmacy benefit coverage and access for enrollees and providers. At least four states (Indiana,
Kentucky, Massachusetts, and Michigan) reported creating or expanding uniform PDL policies
for at least a subset of drugs as a cost containment initiative in FY 2023. New Mexico plans to
implement a uniform PDL in FY 2025.

e PBMs. At least six states reported initiatives related to PBMs. Ohio in FY 2023 and Louisiana
and Mississippi in FY 2024 plan to move to contracting with a single PBM. Tennessee plans to
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create a partial risk-sharing program with its PBM in FY 2024 with the goal of improving
medication compliance and medical outcomes. New Hampshire reported new clawback contract
language in FY 2023, and Delaware plans to expand an initiative on PBM reporting in FY 2024.
This year saw fewer initiatives related to PBM transparency and spread pricing than previous
survey years, but states have taken significant action on this front since 2016.

o A few states reported other cost containment strategies. Mississippi reported introducing a
high-cost drug risk corridor into managed care contracts starting in FY 2023, which allowed them
to carve in all drugs that were previously carved out. Two states, Vermont and Utah, plan to
carve out certain high-cost drugs in FY 2023 and FY 2024, respectively. Nevada will implement a
physician-administered drug fee schedule and a specialty physician-administered drug
management program in FY 2024. North Carolina is enforcing 340B ceiling price limits, and a
few states also mentioned efforts related to quantity limits and utilization management.

COVERAGE OF WEIGHT-LOSS DRUGS

Sixteen state Medicaid programs reported covering at least one weight-loss medication for the
treatment of obesity for adults under FFS as of July 1, 2023 (Figure 15). The survey asked states to
identify whether they covered anti-obesity or weight-loss medications for adults when prescribed for the
treatment of obesity under FFS and if a co-morbid condition was required. At least ten states that
reported covering these medications noted a comorbidity was required. Though not specifically
addressed in the survey, at least three states also noted coverage was limited to one drug
(Orlistat/Xenical) at this time, *¢ and a few states mentioned imposing body mass index (BMI) or prior
authorization requirements when covering these drugs. While indicating they do not currently cover
weight-loss drugs, at least five states (lllinois, Massachusetts, New Mexico, Utah, and Vermont) noted
they were evaluating or considering adding coverage.
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Figure 15
State Coverage of Anti-Obesity or Weight-Loss Medications as of July 1,
2023

M Coverage in place (16 states) [l Not covered (35 states including DC)

o \
HI
a3 )

NOTE: Publicly available data used to verify status of states that did not respond to the 2023 survey or this survey question (FL, MN, SC, WA). *At
least three states, either in survey responses or publicly available data, noted coverage was limited to one drug (Orlistat/Xenical). KFF
SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023
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Telehealth
Context

States have broad authority to determine whether and how to cover telehealth in Medicaid. While all
states had some form of Medicaid telehealth coverage prior to the pandemic, policies regarding allowable
services, providers, and originating sites varied widely;” further, Medicaid telehealth payment policies
were unclear in many states.® To increase health care access and limit risk of viral exposure during the
pandemic, all 50 states and the District of Columbia expanded coverage and/or access to telehealth
services in Medicaid. For example, states expanded the range of services that can be delivered via
telehealth; established payment parity with face-to-face visits; expanded permitted telehealth modalities;
and broadened the provider types that may be reimbursed for telehealth services. These telehealth
expansions contributed to substantial growth in Medicaid and CHIP services delivered via telehealth
during the first months of the PHE. States reported and CMS data show that behavioral health services
delivered via telehealth increased dramatically during the PHE. Overall, per-enrollee telehealth use in
Medicaid and CHIP spiked in April 2020, stabilized from June 2020 through March 2021, and then
decreased through July 2022.

A key issue to watch going forward will be CMS rulemaking. CMS is expected to finalize rules in the
months ahead that relate to enrollees’ ability to access services, and are specifically designed in part to
“strengthen standards for timely access to care,” which may have implications for telehealth policy.

This section provides information about:

e Telehealth policy changes implemented in FY 2023 or planned for FY 2024

e State strategies to assess/improve telehealth quality used in FY 2023 or planned for FY 2024

Findings
TELEHEALTH POLICY CHANGES FY 2023 AND FY 2024

During the COVID-19 pandemic, many states used temporary Medicaid emergency authorities to expand
telehealth coverage and also took advantage of their existing broad authority to further expand telehealth
without the need for CMS approval. By 2022, states reported making permanent a broad range of
temporary policies that were adopted to expand the use of telehealth during the pandemic as well as
limiting certain telehealth policies (e.g., coverage of or payment parity for audio-only) that were
implemented on an emergency basis. In this year’s survey, states were asked to indicate whether
telehealth policy changes were implemented in FY 2023 or were planned for FY 2024 in key telehealth
areas where states have discretion including services covered via telehealth, provider types reimbursed,
allowable modalities, originating site policies, and reimbursement parity. States were asked to include any
changes to current policy — even if the policy being changed was temporary due to the COVID-19 PHE.

Results from an Annual Medicaid Budget Survey for State Fiscal Years 2023 and 2024

46


https://www.kff.org/coronavirus-covid-19/issue-brief/state-efforts-to-expand-medicaid-coverage-access-to-telehealth-in-response-to-covid-19/
https://www.kff.org/coronavirus-covid-19/issue-brief/state-efforts-to-expand-medicaid-coverage-access-to-telehealth-in-response-to-covid-19/
https://www.medicaid.gov/sites/default/files/2023-02/covid-19-medicaid-data-snapshot-07312022.pdf
https://www.kff.org/coronavirus-covid-19/issue-brief/what-happens-when-covid-19-emergency-declarations-end-implications-for-coverage-costs-and-access/
https://www.kff.org/report-section/medicaid-budget-survey-for-state-fiscal-years-2022-and-2023-telehealth/
https://www.medicaid.gov/sites/default/files/2023-02/covid-19-medicaid-data-snapshot-07312022.pdf
https://www.medicaid.gov/sites/default/files/2023-02/covid-19-medicaid-data-snapshot-07312022.pdf
https://www.cms.gov/newsroom/fact-sheets/notice-proposed-rulemaking-medicaid-and-childrens-health-insurance-program-chip-managed-care-access
https://www.kff.org/medicaid/issue-brief/how-have-states-used-medicaid-emergency-authorities-during-covid-19-and-what-can-we-learn/
https://www.kff.org/report-section/medicaid-budget-survey-for-state-fiscal-years-2022-and-2023-telehealth/

While state responses suggest telehealth policy has largely stabilized after rapid expansion
during the pandemic, states that reported telehealth policy changes in FY 2023 or FY 2024
reported more expansions than limits. The most frequent expansions to telehealth policy reported
were for allowable modalities, services covered via telehealth, and provider types reimbursed. The most
frequent limits reported were for services delivered via telehealth. Examples of state telehealth policy
changes implemented in FY 2023 or planned for FY 2024 are described below:

e Services Covered. Several responding states indicated some service limitations went into effect
at the end of the federal PHE (which ended on May 11, 2023). For example, Colorado reported
temporary coverage of well-child visits via telehealth ended at the end of the PHE. Pennsylvania
reported ending temporary Appendix K flexibility for remote/telehealth services in the state’s
aging and physical disabilities waivers. Several responding states also reported expanding
services covered via telehealth in FY 2023. For example, Texas reported an expansion of
telehealth coverage for mental health and substance use disorder treatment services in FY 2023.

e Provider Types Reimbursed. While few states reported changes to provider types allowed to be
reimbursed for telehealth services, most provider type policy changes reported were expansions.
For example, Michigan reported that during the PHE the state expanded allowable providers to
physical therapy (PT), occupational therapy (OT), speech-language pathology (SLP),
audiologists, and dentists and at the end of the PHE the state made these allowable provider
types permanent. In FY 2024, Kansas reported plans to expand telehealth policy to cover out of
state providers. North Dakota reported plans to cover certain teledentistry services in FY 2024.

o Allowable Modalities. While a few states reported expanding coverage of audio-only services in
FY 2023, a few states reported discontinuing reimbursement of audio-only for some services.
Hawaii reported audio-only modality was limited to behavioral health services (in accordance with
2023 Hawaii state legislation) at the end of the federal PHE. During state interviews, a number of
states noted the ongoing evaluation of the efficacy and appropriateness of services delivered by
audio-only modality as well as the modality’s impact on disparities. Four states (California, New
York, Texas, and Vermont) cited remote patient monitoring (RPM) as a modality expansion in
FY 2023, while Massachusetts noted considering expansion of RPM in FY 2024. Three states
(Colorado, Massachusetts and New York) reported expanding coverage to allow for e-consults
in FY 2023 or FY 2024.

Few states reported originating site or reimbursement parity policy changes. Most policy changes
reported in these areas were expansions (i.e., liberalizing originating site definitions (to allow patients to
receive telehealth services from their homes) or establishing or making telehealth payment parity
permanent).
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TELEHEALTH QUALITY

The rapid expansion of Medicaid telehealth policies and utilization during the pandemic prompted
guestions about the quality of services delivered via telehealth. To fulfill a directive in the 2020
Coronavirus Aid, Relief, and Economic Security (CARES) Act to report on the federal pandemic response,
in March 2022 the Government Accountability Office (GAO) released a report that analyzed states’
experiences with telehealth in Medicaid and evaluated state and federal oversight of quality of care and
program integrity risks.3 In the report, the GAO raised concerns about the impact of telehealth delivery
on quality of care for Medicaid enrollees and recommended that CMS collect information to assess these
effects and inform state decisions. CMS acknowledged but has not yet acted on these recommendations.
Further, the 2022 Bipartisan Safer Communities Act directs the agency to issue guidance to states on
options and best practices for expanding access to telehealth in Medicaid, including strategies for
evaluating the impact of telehealth on quality and outcomes.*°

The survey asked states to identify Medicaid agency strategies to assess/improve telehealth quality used
in FY 2023 or planned for FY 2024 (Figure 16). Most responding states reported requiring providers to
differentiate telehealth and in-person claims using place of service codes and/or modifiers. Slightly fewer,
but more than half of responding states reported requiring providers to differentiate audio-visual and
audio-only claims using codes and/or modifiers. About one-third of responding states reported state-
required analysis of evaluation or utilization or other data, and a similar number of states reported
collecting telehealth utilization data stratified by race/ethnicity (which may assist states in better
understanding disparities in telehealth use and access by race/ethnicity).
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Figure 16
Telehealth Quality Improvement or Evaluation Strategies Used in FY

2023 or Planned for FY 2024
State Breakdown of Strategies

Providers must differentiate telehealth and in-person claims using place of service codes and/or modifiers
46
Issue coding or other guidance for providers

38
Providers must differentiate audio-visual and audio-only claims using codes and/or modifiers

32
State-required analysis or evaluation of utilization/other data

17
Collect telehealth utilization data stratified by race/ethnicity

State-required member survey includes questions about quality of services delivered via telehealth
11

Publicly report telehealth quality data on dashboard or elsewhere

NOTE: FL, MN, and SC did not respond to the 2023 survey. KFF
SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023
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Figure 16

Telehealth Quality Improvement or Evaluation Strategies Used in FY
2023 or Planned for FY 2024

# of States Using Each Strategy

Quality Strategies

Providers must differentiate
telehealth and in-person claims
using place of service codes
and/or modifiers

Issue coding or other guidance
for providers

Providers must differentiate
audio-visual and audio-only
claims using codes and/or
modifiers

State-required analysis or
evaluation of utilization/other
data

Collect telehealth utilization data
stratified by race/ethnicity

State-required member survey
includes questions about quality
of services delivered via
telehealth

Publicly report telehealth quality
data on dashboard or elsewhere

NOTE: FL, MN, and SC did not respond to the 2023 survey.
SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023

# of States

46

38

32

17

14

State Breakdown of Strategies

States

AK, AL, AR, AZ, CA, CO, CT, DC, DE, HI, IA, ID, IL, IN,

KS, KY, LA, MA, MD, ME, MI, MO, MS, MT, NC, ND, NE,

NH, NJ, NM, NV, NY, OH, OK, OR, PA, RI, SD, TN, TX,
UT, VA, VT, WI, WV, WY

AK, AL, AR, AZ, CA, CO, CT, DC, DE, GA, HI, IL, IN, KS,
KY, LA, MA, MD, ME, MI, MO, NE, NH, NJ, NM, NV, NY,
OH, OK, PA, RI, SD, TN, TX, UT, VT, WI, WV
AL, AR, AZ, CA, CO, CT, DC, HI, IA, IL, IN, KS, MA, MD,

ME, MI, NC, ND, NE, NM, NV, NY, OH, OK, OR, SD, TN,
TX, VA, VT, WI, WY

AL, AR, AZ, CA, CO, IL, IN, KY, MA, MI, MO, NV, OH, TN,
TX, WV, WY

CA, CO, CT, IL, MA, MD, ME, MI, NC, NJ, NV, OH, RI,
WV

AL, AR, AZ, MA, MD, ME, MI, NY, OH, WV, WY

AZ, CA, CO, KY, MA, NM, NV, NY, OH

KFF

Results from an Annual Medicaid Budget Survey for State Fiscal Years 2023 and 2024

50



Future Outlook: Key Priorities and Challenges in FY 2024
and Beyond

After three years of operating under the COVID-19 pandemic PHE and the Medicaid continuous
enrollment provision, the PHE ended in May 2023, and the Consolidated Appropriations Act, 2023, was
enacted, ending the Medicaid continuous coverage requirement as of March 31, 2023 and phasing out
the pandemic-related enhanced federal matching funds by the end of 2023. At the time of the survey, all
states remained heavily focused on completing Medicaid redeterminations and were employing a variety
of strategies such as adopting unwinding waivers to streamline the process, conducting new and
enhanced outreach to enrollees, and investing in system enhancements to increase automatic renewals
designed to maintain coverage for eligible individuals. A number of states also commented on the
challenges of completing the redeterminations while at the same time maintaining ongoing business
operations and/or pursuing new high priority initiatives. Beyond unwinding of the continuous enroliment
provision, states reported other pressing challenges and key priorities (Figure 17).

Figure 17

Beyond Unwinding the Continuous Enrollment Provision, States Reported Other
Key Challenges and Priorities

Provider

Behavioral Health-Related

Health

Uncertain Reimbursement Sty
Fiscal

Rates

Qutlook

Long-Term
Services and
Supports

Delivery Maa'ﬁ;"" Eligibility

Systems or Child Health
VEUTER=ELT-T]

Expansions

Payments

SOURCE: Annual KFF survey of state Medicaid officials conducted by Health Management Associates, November 2023 KFF

Three quarters of responding states reported workforce challenges relating to health care
providers, state staff, or both. States frequently reported shortages of nurses, direct care workers, and
behavioral health providers often resulting in access challenges for children’s behavioral health services,
dental services, primary and maternity care, home and community-based services (HCBS), and
institutional services. One state also cited OB (obstetrics) deserts and hospital closures in rural areas as
challenges affecting all payers, not just Medicaid. More than a third of responding states also cited state
staff workforce challenges including the difficulty of recruiting and retaining staff with specialized technical
expertise and the need for greater “bandwidth” to implement and manage complex projects. Other states
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noted losses of institutional knowledge within state staff, burnout, and the need to ramp up recruitment
and succession planning in anticipation of a large number of state staff retirements in the next few years.

More than half of responding states identified behavioral health improvements as a key priority or
challenge. For example, states are working to expand access to behavioral health services through
efforts to build out the behavioral health continuum of care, integrate physical health and behavioral
health services, implement mobile crisis services, expand behavioral health services in schools, and add
coverage of evidence-based behavioral health service models. Several states commented on efforts to
implement Certified Community Behavioral Health Clinics (CCBHCSs) and others referred more generally
to behavioral health reform or statewide behavioral health transformation efforts which may include but
extend beyond the Medicaid program. In alignment with the state-identified behavioral health priorities, a
guarter of responding states reported significant behavioral health challenges including workforce
shortages, lack of access to behavioral health services, especially for children and youth, gaps in the
behavioral health service continuum, and the challenge of integrating physical health and behavioral
health.

More than half of responding states cited a key priority or challenge related to long-term services
and supports (LTSS). Several states reported that sustaining implementation of HCBS expansions made
possible by pandemic-related flexibilities and enhanced funding made available in the 2021 American
Rescue Plan Act (ARPA) remained a top priority. Others reported LTSS priorities included nursing facility
payment transformation and quality improvement, implementation of LTSS managed care, expansion of
HCBS waiver slots, compliance with the HCBS Settings Rule, implementation of an Electronic Visit
Verification system, and LTSS redesign efforts to enhance HCBS compliance and quality. Several states
highlighted LTSS-related challenges including workforce shortages, the aging of the population, LTSS
access, and nursing facility and HCBS provider financial challenges.

More than one-third of responding states reported a delivery system improvement or value-based
payment initiative as a key priority. Several states commented on planned managed care re-
procurements that would incorporate enhanced quality and outcomes expectations, two states (North
Carolina and Oklahoma) reported planned or ongoing managed care implementations, and one state
(Idaho) reported on the implementation of “value care organizations” (similar to Accountable Care
Organizations). Other states reported on ongoing delivery system reform efforts under waiver authority,
new quality incentive and value-based payment programs, initiatives to replace primary care case
management programs with a new care management model or alternative payment model (APM), and
efforts to strengthen managed care oversight.

While most states at the time of the survey reported favorable state fiscal conditions, over half of
responding states noted an uncertain fiscal outlook. Some cited the expiration of one-time funding,
especially ARPA funds for the HCBS services, while others noted the end of the pandemic-related
enhanced federal matching funds as a challenge. Other states commented on the budgetary impacts of
inflation, workforce challenges, provider pressure to increase reimbursement rates, the challenge of
working with the legislature to craft the budget, and the general ongoing expectation for responsible

Results from an Annual Medicaid Budget Survey for State Fiscal Years 2023 and 2024

52


https://acl.gov/programs/hcbs-settings-rule

budget management with sustainable growth. One state also commented on the need for contingency
plans to address “potential headwinds.”

Other key priorities cited by more than one-quarter of responding states include: addressing
health-related social needs, improving provider reimbursement rates and/or performing rate
studies, implementing initiatives to improve maternal and child health, and expanding eligibility.
Specifically, states mentioned implementing the option to expand postpartum coverage and preparing for
the required implementation of 12-month continuous coverage for children as key eligibility expansions.
Compared with past surveys, somewhat fewer states mentioned IT system modernization initiatives as
key priorities, although nearly a quarter reported an IT system-related priority and several states reported
significant IT challenges.
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Methods

KFF commissioned Health Management Associates (HMA) to survey Medicaid directors in all 50 states
and the District of Columbia to identify and track trends in Medicaid spending, enroliment, and policy
making. This is the 23rd annual survey conducted at the beginning of the state fiscal year (FY) from FY
2002 through FY 2024. Additionally, ten mid-fiscal year surveys were conducted during state fiscal years
2002-2004, 2009-2013, 2021, and 2022 when a large share of states were considering mid-year Medicaid
policy changes due to state budget and revenue shortfalls and/or the COVID-19 pandemic. Findings from
previous surveys are referenced in this report when they help to highlight current trends. Archived copies
of past reports are available on the following page.

The KFF/HMA Medicaid survey on which this report is based was sent to state Medicaid directors in June
2023. The survey instrument (in Appendix) was designed to document policy actions in place in FY 2023
and implemented or planned for FY 2024 (which began for most states on July 1, 2023).** The survey
captures information consistent with previous surveys, particularly for provider payment rates, benefits,
and managed care, to provide some trend information. Each year, questions are added or revised to
address current issues.

Medicaid directors and staff provided data for this report in response to a written survey and a follow-up
telephone interview. Overall, 48 states responded in mid-summer of 2023, though response rates for
specific questions varied.*? Forty-four states participated in a follow-up telephone interview, conducted
between July and September 2023.4% The telephone discussions are an important part of the survey to
ensure complete and accurate responses and to record additional context for and complexities of state
actions. The District of Columbia is counted as a state for the purposes of this report, and the U.S.
territories were not included in this analysis, given differences in the financing structure of their programs.

The survey does not attempt to catalog all Medicaid policies in place for each state. This report highlights
certain policies in place in state Medicaid programs in FY 2023 and policy changes implemented or
planned for FY 2024. Experience has shown that adopted policies are sometimes delayed or not
implemented for reasons related to legal, fiscal, administrative, systems, or political considerations, or due
to delays in approval from CMS. While the unwinding of the pandemic-related continuous enrollment
provision and enhanced federal match rate were the dominant Medicaid policy issues when states
completed this survey, states were also focused on an array of other priorities that ranged from core
program operations and the unwinding of other pandemic-related emergency policies to pursuing and
implementing new initiatives.
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Appendix: Survey Instrument

| MEDICAID EXPENDITURES & ENROLLMENT

1. Medicaid Expenditure Growth: FYs 2022-2024. For each year, indicate the annual percentage change in Medicaid
expenditures for each source of funds. (Exclude admin. and Medicare Part D Clawback payments.)

Fiscal Year (generally, July Percentage Change of Each Fund Source
C t th rates**
1 to June 30) Non-Federal* Federal Total: All Sources omments on growth rates
a. FY 2022 over FY 2021 % % %
b. FY 2023 over FY 2022 % % %
c. FY 2024 over FY 2023 o o o
(projected/budgeted) % % %

*Non-federal share includes state general revenues/ state general funds and local or other funds.
** E.g., significant drivers of differential growth rates between federal and non-federal shares other than the FFCRA and ARPA enhanced FMAP.

d. Do the growth rates reported in 1c above (FY 2024 over FY 2023) reflect the assumptions used for your state’s
adopted budget for FY 2024? <choose one>

i If “no”, please briefly identify the source for the projections in 1c:

2. Factors Driving Total Expenditure Changes. What were the most significant factors driving changes in total
Medicaid spending (all funds) in FY 2023 and projected for FY 2024?

Total Medicaid Spending FY 2023 FY 2024 (projected)
i.  Most significant factor?
ii. Other significant factors?
i.  Most significant factor?
ii. Other significant factors?

a. Upward Pressures

b. Downward Pressures

Comments on factors (Question 2):

3. Change in Total Enroliment.

a. Indicate percentage changes in total Medicaid (Title XIX - funded) enroliment (exclude CHIP-funded enrollees and
family planning-only enrollees) in FY 2023 over FY 2022 % and in FY 2024 over FY 2023 % (proj.).

b. Indicate the approximate share of enrollment gained during the public health emergency (while the continuous
enrollment requirement was in place) that your state expects to disenroll during unwinding: %

i If there are notable confounding factors/variables impacting disenrollments (e.g., recent coverage
expansions) please briefly identify/describe them:

4. Factors Driving Change in Enroliment.

a. Please indicate in the table below the most significant upward and downward pressures driving changes in total
enrollment in FY 2023 and projected for FY 2024 other than the resumption of redeterminations.

FY 2023 FY 2024 (projected)

i. Upward Pressures
ii. Downward Pressures

b. Eligibility Policy Changes. Other than the resumption of redeterminations, did your state implement eligibility
policy changes in FY 2023 or does it plan to do so in FY 2024? <choose one>

i. If “yes” in one or both years, please briefly identify the eligibility policy changes implemented or planned:

Comments on enrollment and eligibility standards (Question 4):
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PROVIDER PAYMENTS AND WORKFORCE INITIATIVES

5. Fee-For-Service (FFS) Provider Payment Rates. Compared to the prior year, use drop-downs: “+” to denote an

“n

increase, “-” to denote a decrease, “0” to denote no change, or “N/A” if the state does not set FFS rates for the
provider type (e.g., for some 100% managed care states) for FFS rate changes implemented in FY 2023 or planned
for FY 2024. (Include COLA or inflationary changes as “+”.)

Provider Type

FY 2023

FY 2024

Comments: % change (if known), notable
payment methodology changes, &/or automatic
inflationary adjustments

Inpatient hospital*

<choose one>

<choose one>

Outpatient hospital

<choose one>

<choose one>

Doctors — primary care

<choose one>

<choose one>

Doctors — specialists

<choose one>

<choose one>

OB/GYNs

<choose one>

<choose one>

Dentists

<choose one>

<choose one>

Nursing Facilities*

<choose one>

<choose one>

S |>o|lalo|o|e

HCBS (specify affected services/
populations in comments)

<choose one>

<choose one>

* For inpatient hospitals and nursing facilities, both “0” and “-” responses will be counted as rate restrictions in the budget survey report
because unlike other provider groups, these providers typically receive routine cost-of-living adjustments or cost-based increases.

Comments on FFS provider payments, including the implications of inflationary pressures (Question 5):

6. Behavioral Health FFS Provider Payment Rates. Did or will your state increase FFS Medicaid reimbursement rates
for one or more behavioral health providers in FY 2023 <choose one> and/or in FY 2024? <choose one>

a. If “yes” in either year, please briefly describe the provider types affected and the magnitude of the increase(s)

provided:

7. Nursing Facility Staffing.

a. Asofluly 1, 2023, are there direct care worker shortages in your state’s nursing facilities?

b. Indicate in the table below whether your state is using any of the listed strategies in FY 2024 to increase the
supply of nursing facility (NF) direct care workers (check all that apply).

i. |:| NF payment rates have or will be increased in FY 2024

ii. [_] Minimum compensation or pay scales for NF direct care
workers in place or planned for FY 2024

iii. |:| NFs required to offer staff benefits/training in FY 2024

iv. [_] Facility payment rates tied to staffing levels in place or
planned for FY 2024

v. [_]other:

Vi. |:| No new strategies planned or in place for FY 2024

Comments on nursing facility staffing (Question 7):
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PROVIDER TAXES / ASSESSMENTS

8. Provider Taxes / Assessments. Use the drop-downs to indicate state provider taxes in place in FY 2023, new taxes or
changes for FY 2024, and the approximate size of each tax as a percentage of net patient revenues as of July 1, 2023.

Provider Group In Place ey T? x.Changes (e (et . Size of Tax as a Percentage of Net Patient
Subject to Tax in Decreased, Eliminated, No Change, or N/A) in Revenues (as of July 1, 2023)
FY 2023 FY 2024
a. Hospitals [] <choose one> <choose one>
b.ICF/ID [] <choose one> <choose one>
c. Nursing Facilities [] <choose one> <choose one>
d. MCO* [] <choose one> <choose one>
e. Ambulance [ ] <choose one> <choose one>
e. Other: |:| <choose one> <choose one>
f. Other: |:| <choose one> <choose one>

*Include an MCO tax if it is specifically used to fund Medicaid. Exclude broad-based MCO taxes not dedicated to funding Medicaid.
Comments on provider taxes/assessments (Question 8):

BENEFIT AND TELEHEALTH CHANGES

9. Benefit Actions. Describe benefit changes implemented during FY 2023 or planned for FY 2024. Use drop-downs to
indicate the benefit type, fiscal year when the change becomes effective, eligibility group(s) affected, and the nature
of impact from the beneficiary’s perspective. Please exclude any benefit changes made to comply with federal
requirements, pharmacy benefit changes (with the exception of family planning), and telehealth changes.

Eligibility Nature of
Benefit Change Benefit Type Fiscal Year Group(s)
Impact
Affected

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

a
b
C
d.
e
f |:| No benefit changes in FY 2023 or planned for FY 2024
Comments on benefit changes (Question 9):

10. Crisis Services.

a. Inthe table below, please indicate whether Medicaid provides coverage of the specified behavioral health crisis
services and describe any recent coverage changes and/or challenges encountered.

Covered in FY 2023/24
for FFS adults?
<choose one>
<choose one>

Please describe any recent coverage changes in FY 2023

Crisis Servi
rISIs Services or planned for FY 2024

i. Crisis Hotline
ii. Mobile Crisis Units
iii. Crisis Stabilization Units

<choose one>

b. Is Medicaid involved in efforts to plan, fund, or develop technology to link the crisis services across the
continuum of crisis care (e.g., GPS mobile dispatch, crisis bed registry, etc.)? <choose one> Please describe:

Comments on crisis services changes including challenges encountered (Question 10):

11. Obesity Prevention and Treatment. In the table below, please indicate whether Medicaid covers the specified
obesity prevention or treatment services for adults under FFS as of July 1, 2023, whether coverage is limited to
persons with co-morbid conditions (such as diabetes, hyperlipidemia, etc.), and whether any coverage expansions or
restrictions are planned for FY 2024.
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Check if Coverage:
In Place Requires a Coverage expansions or limitations
Obesity Services 7/1/23 | Comorbidity planned for FY 2024)

a. Obesity screening [] []

Nutritional counseling (dietary or nutrition ] ]

services beyond routine office visits)
c. Obesity counseling (intensive counseling and

behavioral interventions to promote ] ]

sustained weight loss)

Bariatric surgery |:| |:|

Antiobesity or weight-loss medications when o o

prescribed for the treatment of obesity*

*Including semaglutide (Wegovy), liraglutide (Saxenda), orlistat (Xenical or Alli), bupropion-naltrexone (Contrave), or phentermine-topiramate
(Qsymia))

Comments on coverage of obesity prevention or treatment services (Question 11):

12. Telehealth Policy. In the table below, please indicate whether telehealth policy changes were implemented in FY
2023 or are planned for FY 2024 relating to services covered via telehealth, provider types reimbursed for
telehealth, allowed modalities, originating site definition, and reimbursement parity with in-person visits. Include
any changes to current policy (even if the policy being "changed" was a temporary policy due to the COVID-19 PHE).

. FY 2024 Changes Please briefly describe
Telehealth Policy FY 2023 Changes Planned e e e ey A e

a. Services covered <choose one> <choose one>
b. Provider types reimbursed <choose one> <choose one>
c. Allowed modalities (e.g., live video,

store-and-forward, remote patient <choose one> <choose one>

monitoring, Email/Phone/Fax)
d. Deflnlltlf.)n of originating site (e.g., <choose one> <choose one>

beneficiary home)
e. Reimbursement parity <choose one> <choose one>
f. Other (describe in last column) <choose one> <choose one>

13. Telehealth Quality. Please use the checkboxes to indicate state Medicaid agency strategies to assess/improve
telehealth quality used in FY 2023 or planned for FY 2024. Please exclude assessments of quality that include, but do
not disaggregate, services delivered via telehealth.

Telehealth Quality Improvement or Evaluation Strategies Used in FY 2023 or Planned for FY 2024 (Check all that apply)

b. |:| State-required analysis or evaluation of
utilization/other data

a. |:| State-required member survey includes questions about
quality of services delivered via telehealth

c. [_] Publicly report telehealth quality data on dashboard or
elsewhere

e. [_] Providers must differentiate telehealth and in-person

claims using place of service codes and/or modifiers

audio-only claims using codes and/or modifiers
. Collect telehealth utilization data stratified b
g. [ oec”ee ealth utilization data stratified by h. [] Other:
race/ethnicity

i. |:|No telehealth quality strategies used in FY 2023 or planned for FY 2024

d. |:| Issue coding or other guidance for providers

f. [_] Providers must differentiate audio-visual and

j- Please provide additional detail on the strategies in table, including timeframes if relevant (e.g., ongoing versus
one-time analyses):

Comments on telehealth (Questions 12 and 13):

14. School-Based Care. Did your state take action in FY 2023, or does it plan to take action in FY 2024, to expand
Medicaid coverage or reimbursement of school-based health services? <choose one>

a. If “yes,” please briefly describe the actions taken or planned.
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b. If “yes,” please also discuss the top one or two implementation challenges or barriers, if any, encountered or

expected.

PHARMACY

15. MCO Pharmacy Coverage. (Skip if your state does not have MCOs)

a. |If your state uses MCOs to deliver acute care benefits, are pharmacy benefits covered under your MCO contracts

as of July 1, 2023?

b. Please list or briefly describe any drug products or classes carved out as of July 1, 2023:

<choose one>

c. Please describe any full pharmacy carve-outs, partial pharmacy carve-outs, reversals, or other significant

changes in how drugs are administered in your state planned for FY 2024

16. Pharmacy Cost Containment Policy Changes. Describe new or expanded pharmacy cost containment strategies
implemented in FY 2023 or planned for FY 2024, including initiatives to address PBM spread pricing and value-based
arrangements. Use the drop-downs to indicate the type of change, whether it is a new or expanded initiative, and
the fiscal year when the change became effective. (Please exclude routine updates, e.g., to preferred drug lists or
State Maximum Allowable Cost programs). Check the box in line “d” if there are no changes for either year.

Pharmacy Cost Containment Policy
Changes/Initiatives

Change Type

New or
Expanded?

Fiscal Year

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

<choose one>

a.
b.
c
d

[ ] No changes in FY 2023 or planned for FY 2024

Comments on pharmacy cost containment changes (Question

Comments on pharmacy (Questions 15 and 16):

16):

STRATEGIES TO ADDRESS THE OPIOID EPIDEMIC

17. FFS and Managed Care Policies to Address the Opioid Epidemic. In the table below, please indicate and briefly
describe Medicaid policies in place or planned to address opioid use disorder (OUD) prevalence and outcomes.

Policies to Address the Opioid Epidemic

FFS Policy?

Requirement in
MCO Contracts?

Please briefly describe
policy efforts

a. Removal of prior authorization requirements for standard
treatment/dosage of oral buprenorphine to treat OUD

<choose one>

<choose one>

b. Removal of prior authorization requirements for standard
treatment/dosage of methadone to treat OUD

<choose one>

<choose one>

c. Coverage of buprenorphine induction over telehealth, in
accordance with DEA regulations

<choose one>

<choose one>

d. Policy to increase enrollee access to OTC naloxone (e.g.,
administrative actions to promote pharmacist prescribing, if
permitted)

<choose one>

<choose one>

Comments on strategies (identified above) or other Medicaid initiatives (including related to Reentry Section 1115

Demonstration Opportunity or other cross-agency initiatives) to address the opioid epidemic.

MEDICAID MANAGED CARE AND OTHER DELIVERY SYSTEM INITIATIVES FOR ACUTE AND CHRONIC CARE

This section collects information regarding managed care programs focused on acute and chronic care. In your
responses, please exclude managed long-term services and supports (MLTSS) programs and initiatives.

18. State Contracted Managed Care Overview. What types of state-contracted, managed care systems (as defined in 42

CFR §438.2) were in place as of July 1, 20237
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State Contracted Managed Care as of July 1, 2023 (Check all that apply)
a. [ ] Comprehensive, capitated managed care org. (MCO) | b.[ ] Check if MCOs operated statewide as of 7/1/2023
c. [_] Primary Care Case Management (PCCM) d.[_] PCCM Entity
e. [_] Non-comprehensive prepaid health plan (PHP) (both
PIHPs and PAHPs)

f. |:| No state-contracted managed care as of 7/1/2023

If your state does not have MCOs, skip Questions 19-21.

19. Pandemic-Related Risk Corridors. Has your state implemented a pandemic-related MCO risk corridor at any time

since March 2020? <choose one>
a. If “yes,” has or will your state recoup MCO payments made for 2020, 2021, or 20227 <choose one>
i. If “yes,” please indicate the rate years for which recoupment amounts have been determined:

b. Please indicate rate years with pandemic-related risk corridors which have not yet been reconciled:
Comments on risk corridors (Question 19):

20. MCO In Lieu of Services. Under contracts in effect as of July 1, 2023, are MCOs permitted to cover services or
settings in lieu of services (ILOS) or settings covered under the State Plan? <choose one>

a. If “yes,” please generally indicate in the table below the types of in lieu of services permitted along with a brief
description or weblink to more information (where specified).

In Lieu of Services (Check all that apply)
i. j Mental health (MH) IMD services | ii. : Other MH services jii. [ SUD IMD services
iv. [_] Other SUD services v. [ ] HcBs vi. ] SDOH/Housing-related
vii. [_] SDOH/Meals viii. || SDOH/Other ix. | Other

Comments on In Lieu of Services including challenges / barriers to state take up of ILOS opportunity due to potential
burden of new reporting and/or evaluation components (Question 20):

21. Social Determinants of Health (SDOH) Policies. Please use the drop-downs to indicate whether the policies listed
below are MCO requirements as of July 1, 2023.

SDOH Policies as of July 1, 2023 Requirement in MCO
Contracts?
a. Screen enrollees for social needs (e.g., housing services, SNAP)? <choose one>
b. Screen enrollees for behavioral health (BH) needs or BH risk factors? <choose one>
c. Require the incorporation of uniform SDOH questions within screening tools? <choose one>
d. Provide enrollees with referrals to social services? <choose one>
e. Track referral outcomes (“closed loop” referrals) to social services (if “yes” to a)? <choose one>
f. Encourage or require providers to capture member SDOH data using ICD-10 Z codes? <choose one>
g. Partner with community-based organizations (CBOs) or social service providers? <choose one>
h. Employ Community Health Workers or other non-Traditional Health Workers? <choose one>
i.  Require community reinvestments (e.g., tied to MCO profits or MLR) <choose one>
j-  Pay for health-related social needs (HRSN) under Section 1115 waiver authority <choose one>
k. Other <choose one>

Comments on SDOH (Question 21):

STRATEGIES TO REDUCE HEALTH DISPARITIES

22. Improving REL Data. As of July 1, 2023, does your state’s eligibility, renewal materials, and/or applications explain
how REL data will be used and/or why reporting these data are important? <choose one>

23. Financial Incentives Tied to Reducing Health Disparities. Please indicate below if in FY 2023 your state has in place
either a FFS financial incentive for providers or an MCO financial quality incentive (e.g., a performance bonus or
penalty, capitation withhold, quality add-on payment, value-based State Directed Payment, etc.) that rewards
guantitative improvement in racial/ethnic disparities for one or more populations or a plan to do so in FY 2024.
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a. FFSfinancial incentive in place? <choose one> If “yes,” please briefly describe:

b. MCO financial incentive in place? <choose one> If “yes,” please briefly describe:

24. Performance Improvement Projects. (Skip if your state does not have MCOs.) Does your state require MCOs to
participate in performance improvement projects (PIPs) focused on health disparities in FY 2023, or plan to do so in
FY 20247 <choose one> If “yes” or “plan to,” please briefly describe:

25. MCO Requirements Related to Reducing Disparities.

a. Please use the table drop-downs to indicate whether the listed strategies were MCO requirements in FY 2023 or
are planned for FY 2024.

MCO Requirements Related to Reducing Disparities Required?
i.  Required to achieve NCQA Multicultural Health Care (MHC) Distinction and/or Health Equity

- <choose one>
Accreditation

ii.  MCO staff training on health equity and/or implicit bias required <choose one>

ii. MCO required to have a Health Equity Officer <choose one>

Require MCO to have health equity plan in place <choose one>

MCO Health equity reporting requirements <choose one>

vi.  Required to seek beneficiary input or feedback to inform health equity initiatives <choose one>

ii. Other <choose one>

b. Does your state publicly post quality data stratified by race/ethnicity at the plan level? <choose one> If so,
please provide a hyperlink:

26. Non-Traditional Pregnancy-Related Care and Related Services.

a. Asofluly 1, 2023, does Medicaid in your state separately reimburse (outside of a hospital bundled payment and
not as a component of an office or clinic visit) non-traditional pregnancy-related care and services (e.g.,
childbirth education classes, doula services, home births, or home visits by lactation consultants)? <choose one>

b. If “yes,” please indicate below any challenges in promoting access to these services and, if applicable, initiatives
to address such challenges.

Briefly note the specific service(s) and describe

Potential Challenges (Check all that apply) the challenge and/or any initiatives to address

i. [_]workforce shortages
ii. |:| Provider enrollment/training/certification/licensing needs

ii. [_] Low reimbursement rates

iv. [_]Billing challenges

v. [_] Quantity limitations on hours/visits allowed

vi. |:| Other:
vii. |_| No challenges to report in access to covered non-traditional pregnancy-related care
viii. || NA, no coverage of non-traditional pregnancy-related care as of July 1, 2023

Comments on non-traditional pregnancy providers (e.g., most significant challenge or impactful initiative and/or discuss
positive impacts/benefits of these services):

FUTURE OUTLOOK FOR THE MEDICAID PROGRAM

27. Conclusions/Outlook.

a. Priorities. What do you see as the top priorities for your state’s Medicaid program over the next year or so?

b. Opportunities/Challenges. Please describe the biggest opportunities and/or challenges you expect to face over
the next few years.

¢. Medicaid Accomplishments. When you step back and look at your Medicaid program, what is it that you take
the most pride in about Medicaid in your state — considering things such as Medicaid’s impact in the
community and health care insurance market, administration, new policies or initiatives?

This completes the survey. Thank you very much!
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Endnotes

! State fiscal years begin on July 1 except for these states: New York on April 1; Texas on September 1;
Alabama, Michigan, and District of Columbia on October 1.

2 Florida, Minnesota, and South Carolina did not respond to the 2023 survey. In some instances, we used
publicly available data or prior years’ survey responses to obtain information for these states. However,
unless otherwise noted, these states are not included in counts throughout the survey.

3 Florida, Minnesota, and South Carolina did not respond to the 2023 survey. In some instances, we used
publicly available data or prior years’ survey responses to obtain information for these states. However,
unless otherwise noted, these states are not included in counts throughout the survey. Among responding
states, four states (Alabama, New Hampshire, New Jersey, and Washington) did not participate in a
follow-up telephone interview.

4 State fiscal years begin on July 1 except for these states: New York on April 1; Texas on September 1;
Alabama, District of Columbia, and Michigan on October 1.

> Medicaid and CHIP Payment And Access Commission, “Medicaid Managed Care Capitation Rate
Setting,” March 2022; https://www.macpac.gov/wp-content/uploads/2022/03/Managed-care-capitation-

issue-brief.pdf.
6 Connecticut does not have capitated managed care arrangements but does carry out many managed

care functions through ASO arrangements that include payment incentives based on performance,
intensive care management, community workers, educators, and linkages with primary care practices.

”Vermont runs a public, non-risk bearing prepaid health plan delivery model under its Section 1115
Global Commitment to Health waiver.

8 |daho’s Medicaid-Medicare Coordinated Plan has been recategorized by CMS as an MCO but is not
counted here as such since it is secondary to Medicare. Publicly available data used to verify status of
Washington and three other states that did not respond to the 2023 survey (Florida, Minnesota, and
South Carolina).

9 For purposes of this report, states contracting with “PCCM entities” are also counted as offering a
PCCM program. In addition to furnishing basic PCCM services, PCCM entities also provide other services
such as intensive case management, provider contracting or oversight, enrollee outreach, and/or
performance measurement and quality improvement. 42 CFR §438.2.

10 A previously planned managed care transition was struck down, in June 2021, by the Oklahoma
Supreme Court which ruled that the Oklahoma Health Care Authority did not have the authority to
implement the program without legislative approval.

11 Oklahoma Health Care Authority, “OHCA Selects Organizations to Assist in Serving Oklahoma
Medicaid”, June 8, 2023; https://oklahoma.gov/ohca/about/newsroom/2023/june/ohca-selects-
organizations-to-assist-in-serving-oklahoma-medicaid.html

2 Florida did not respond to the 2023 survey. Therefore, the status of its dental services PHP was
confirmed via publicly available data. Dental PHPs in Arkansas and New Hampshire and New Jersey’s
NEMT PHP were also confirmed via publicly available data.

13 Social Security Act Section 1902(a)(30)(A) and 42 CFR Section 447.204.

1 Federal regulations permit only the following exceptions that allow states to make payments directly to
providers or direct managed care plan expenditures for plan-covered services: state directed payments
and permissible pass-through payments that comply with the requirements at 42 C.F.R. § 438.6, and
provider payments required by federal law or regulation, for example, prospective payment system rates
required for federally qualified health centers (FQHCSs).

Results from an Annual Medicaid Budget Survey for State Fiscal Years 2023 and 2024

62


https://www.macpac.gov/wp-content/uploads/2022/03/Managed-care-capitation-issue-brief.pdf
https://www.macpac.gov/wp-content/uploads/2022/03/Managed-care-capitation-issue-brief.pdf
https://oklahoma.gov/ohca/about/newsroom/2023/june/ohca-selects-organizations-to-assist-in-serving-oklahoma-medicaid.html
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15 The Managed Care Access, Finance, and Quality (“‘Managed Care” NPRM), would require states to
submit an annual payment analysis comparing certain managed care provider rates to Medicare rates.

16 The total number of states responding to this question in the prior surveys was 51 in the 2019 survey,
43 in the 2020 survey, and 47 in the 2021 survey.

17 Government Accountability Office, Medicaid: CMS Needs More Information on States’ Financing and
Payment Arrangements to Improve Oversight (Washington, DC: Government Accountability Office,
December 2020), https://www.gao.gov/assets/qao-21-98.pdf

8 Throughout the Provider Taxes section, we use 2022 survey data for Florida, Minnesota, and South
Carolina.

19 The Deficit Reduction Act of 2005 amended the federal Medicaid provider tax law to restrict the use of
MCO taxes effective July 1, 2009. Prior to that date, states could apply a provider tax to Medicaid MCOs
that did not apply to MCOs more broadly and could use that revenue to match Medicaid federal funds.
Since 2009, several states have implemented new MCO taxes that tax member months rather than
premiums and that meet the federal statistical requirements for broad-based and uniform taxes. In
addition to the 12 states reporting implemented MCO taxes, some states have implemented taxes on
health insurers more broadly that generate revenue for their Medicaid programs.

20 Twenty-one states reported planned increases to one or more provider taxes in FY 2024: Arizona,
California, Colorado, Georgia, Hawaii, lowa, Idaho, lllinois, Kansas, Louisiana, Missouri, Mississippi,
North Carolina, Nevada, Ohio, Oklahoma, Pennsylvania, Tennessee, Utah, Vermont, and West Virginia.
These increases were most commonly for taxes on hospitals.

21 42 C.F.R. Section 440.230(b).

22 |In a few instances throughout this section, publicly available data (e.g., Section 1115 waiver documents
or Medicaid State Plan Amendment documents) is used to supplement reported state benefit changes.

23 Utah Department of Health and Human Services, “Medicaid Information Bulletin,” February 2023:
https://medicaid.utah.gov/Documents/manuals/pdfs/Medicaid%20Information%20Bulletins/Traditional%20
Medicaid%20Program/2023/Special%20Interim%20MIB/February2023Interim-MIB.pdf

24 Texas Medicaid & Healthcare Partnership, “Texas Medicaid Provider Procedures Manual,” September,
2023: https://www.tmhp.com/sites/default/files/file-library/resources/provider-manuals/tmppm/pdi-
chapters/2023/2023-09-september/2 04 Childrens Services 0.pdf

25 The Medicaid Certified Community Behavioral Health Center (CCBHC) Medicaid demonstration
program aims to improve the availability and quality of ambulatory behavioral health services and to
provide coordinated care across behavioral and physical health. CCBHCs provide a comprehensive
range of nine types of services. The CCBHC demonstration program was first established by the
Protecting Access to Medicare Act of 2014; more recently, the 2022 Bipartisan Safer Communities Act
allocated funds for additional planning grants to states to participate in the demonstration.

U.S. Department of Health and Human Services, Office of the Assistant Secretary for Planning and
Evaluation and Office of Behavioral Health, Disability, and Aging Policy, Certified Community Behavioral
Health Clinics Demonstration Program: Report to Congress, 2019 (U.S. Department of Health and Human
Services, September 2020),

https://aspe.hhs.gov/sites/default/files/migrated legacy_files/196036/CCBHCRptCong19.pdf

Protecting Access to Medicare Act of 2014, Pub. L. No. 113-93 (April 1, 2014),
https://www.congress.gov/113/statute/STATUTE-128/STATUTE-128-Pg1040.pdf

Bipartisan Safer Communities Act, Pub. L. No. 117-159 (June 25, 2022),
https://www.congress.gov/117/plaws/publ159/PLAW-117publ159.pdf
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https://www.kff.org/policy-watch/the-safer-communities-act-changes-to-medicaid-epsdt-and-school-based-services/
https://aspe.hhs.gov/sites/default/files/migrated_legacy_files/196036/CCBHCRptCong19.pdf
https://www.congress.gov/113/statute/STATUTE-128/STATUTE-128-Pg1040.pdf
https://www.congress.gov/117/plaws/publ159/PLAW-117publ159.pdf

26 The 12 states that reported expanding behavioral health and related services for children and youth
are: Delaware, Hawaii, Idaho, lllinois, Louisiana, Maine, Missouri, Montana, Nebraska, New Mexico, New
York, and Ohio.

27 The 13 states that reported expanding coverage of doula services are: Colorado, Delaware, District of
Columbia, Illinois, Kansas, Massachusetts, Michigan, Nevada, New Hampshire, New York, Ohio,
Oklahoma, and Pennsylvania.

28 Beginning October 1, 2023, Section 11405 of the Inflation Reduction Act (IRA) requires Medicaid
coverage for approved adult vaccines recommended by the Advisory Committee on Immunization
Practices (ACIP) and their administration, without cost sharing.

2% The 4 states that reported coverage of services provided by pharmacists are: Illinois, Oklahoma,
Pennsylvania, and Wyoming.

30 Chidinma A. Ibe, Debra Hickman and Lisa A. Cooper, “To Advance Health Equity During COVID-19
and Beyond, Elevate and Support Community Health Workers,” JAMA Health Forum 2, no.7 (July 2021),
https://doi.org/10.1001/jamahealthforum.2021.2724.

31 Sonia Ahmed, et al. “Community health workers and health equity in low- and middle-income countries:
systematic review and recommendations for policy and practice,” International Journal for Equity in Health
21, no. 49 (April 2022), https://doi.org/10.1186/s12939-021-01615-y.

82 Miya L. Barnett, et al. “Mobilizing Community Health Workers to Address Mental Health Disparities for
Underserved Populations: A Systematic Review” Administration and Policy in Mental Health and Mental
Health Services Research 45, (July 2017), https://doi.org/10.1007/s10488-017-0815-0.

33 California previously reported the addition of Traditional Healers and Natural Helpers to deliver
culturally appropriate care for AI/AN individuals with SUD in the FY 2022-2023 Annual KFF survey of
state Medicaid officials. The California Health Care Services’ CalAIM Behavioral Health Initiative link
indicates this proposed policy change is still pending.

34 Currently, traditional healing benefits are available as a covered Specialized Therapy under New
Mexico’s Self-Directed Community Benefit (CB) program for individuals who are elderly or disabled and
meet a nursing facility level of care. They may also be reimbursed by MCOs as a value-added service.
Source: https://www.hsd.state.nm.us/wp-content/uploads/Tribal-Meetings.pdf

35 Washington State Health Care Authority, “Washington Medicaid Transformation Project (MTP 2.0),”
September 14, 2023, https://www.spokanecounty.org/DocumentCenter/View/50550/Washington-
Medicaid-Transformation-Project-MTP-20 09152023

36 Texas and Louisiana noted coverage of only Orlistat/Xenical in their survey response; publicly available
data sources used to verify coverage status in South Carolina.

87 State Telehealth Medicaid Fee-For-Service Policy: A Historical Analysis of Telehealth: 2013-2019
(Center for Connected Health Policy, January 2020), https://www.cchpca.org/2021/04/Historical-State-
Telehealth-Medicaid-Fee-For-Service-Policy-Report-FINAL.pdf

38 Rose C. Chu, Christie Peters, Nancy De Lew, and Benjamin D. Sommers, State Medicaid Telehealth
Policies Before and During the COVID-19 Public Health Emergency (Washington, DC: U.S. Department
of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation, July 19,
2021), https://aspe.hhs.gov/sites/default/files/2021-07/medicaid-telehealth-brief.pdf

39 Government Accountability Office, Medicaid: CMS Should Assess Effect of Increased Telehealth Use
on Beneficiaries’ Quality of Care (Washington, DC: Government Accountability Office, March 2022),
https://www.gao.gov/assets/gao-22-104700.pdf
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40 Bipartisan Safer Communities Act, Pub. L. No. 117-159 (June 25, 2022),
https://www.congress.gov/117/plaws/publ159/PLAW-117publ159.pdf

41 State fiscal years begin on July 1 except for these states: New York on April 1; Texas on September 1;
Alabama, District of Columbia, and Michigan on October 1.

42 Florida, Minnesota, and South Carolina did not respond to the 2023 survey. In some instances, we
used publicly available data or prior years’ survey responses to obtain information for these states.
However, unless otherwise noted, these states are not included in counts throughout the survey.

43 Among responding states, four states (Alabama, New Hampshire, New Jersey, and Washington) did
not participate in a follow-up telephone interview.
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