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Policymakers are giving serious consideration to 

proposals, such as the American Health Care Act 

(AHCA),1 that would fundamentally change the 

structure and financing of Medicaid – the federal-

state program that provides health coverage for 

70 million low-income Americans, including one 

in five people on Medicare.  Federal financing for 

Medicaid would be converted to a per capita cap 

model (such as under the AHCA) or block grant, 

both of which aim to limit and make more 

predictable federal spending on Medicaid and 

provide states more flexibility in their 

management of Medicaid spending.  Such a 

change could affect low-income people on 

Medicare because Medicaid help cover Medicare’s 

premiums and cost-sharing, and pays for services 

not covered by Medicare, such as nursing home 

care.     

Under current law, the federal government matches state Medicaid spending at a rate determined by a formula 

set in statute.  Federal spending increases in response to the rise in the cost of providing care to enrollees, with 

no limit on total federal contributions.   

In contrast, under a block grant or per capita cap model, federal Medicaid spending would rise at a specified 

growth rate, irrespective of the actual rise in Medicaid spending in a state.  Limits on federal spending could 

put pressure on states to limit Medicaid spending over time, if Medicaid spending increased faster than the 

growth in federal contributions, potentially affecting 11 million seniors and people with disabilities on 

Medicare, who account for a disproportionate share of Medicaid spending. 

This brief discusses the potential implications of Medicaid per capita cap or block grant proposals for low-

income seniors and people with disabilities on Medicare.  It also describes how the per capita cap model 

proposed in the AHCA could potentially affect low-income people on Medicare who receive assistance from 

Medicaid. This brief will be updated as the bill is modified or other pieces of relevant legislation are introduced.    

 Medicaid is now jointly financed as an open-ended shared 

responsibility between the federal and state governments; 

the AHCA proposes a major change in financing with a per 

capita cap  

 The shift to per capita caps would limit federal Medicaid 

contributions – a change that is likely to have fiscal 

implications for states and enrollees, including 11 million 

people with both Medicare and Medicaid 

 The impact on any given state will depend on a number of 

factors, including the growth in the share of its 85+ 

(highest cost) population 

 States with costs that exceed the cap for their senior or 

disabled enrollees would need to find other revenues to 

maintain coverage, or reduce costs 

http://kff.org/interactive/proposals-to-replace-the-affordable-care-act/
http://kff.org/medicaid/press-release/key-questions-about-medicaid-block-grants/
http://kff.org/medicaid/issue-brief/current-flexibility-in-medicaid-an-overview-of-federal-standards-and-state-options/
http://kff.org/medicaid/issue-brief/data-note-variation-in-per-enrollee-medicaid-spending-across-states/
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Medicare is a federal program that provides health insurance for 57 million people – 48 million seniors and 9 

million younger adults with significant disabilities – but the Medicaid program makes Medicare affordable for 

the 11 million people on Medicare with very low incomes (6.5 million seniors and 4.6 million people under the 

age of 65 with significant disabilities).  Medicaid pays Medicare premiums and cost-sharing for 8 million low-

income people, and pays Medicare’s premiums (but not cost-sharing) for others.  In addition, Medicaid 

provides benefits that are not covered by Medicare, such as nursing home care and home and community-

based long-term care that would otherwise be unaffordable for seniors with low incomes.  These benefits are 

specified under Title XIX of the Social Security Act (Medicaid) rather than Title XVIII (Medicare), which is why 

a change to Medicaid could affect low-income people on Medicare.   

Low-income people on Medicare also receive assistance with premiums and out-of-pocket costs for 

prescription drug plans through the Part D Low-Income Subsidy (LIS) program; however, Part D LIS is 

financed by Medicare, rather than Medicaid and as a result would not be affected by a Medicaid per capita cap 

or block grant. 

Low-income people on Medicare who 

receive assistance from Medicaid 

comprise 15 percent of all people on 

Medicaid, ranging from 9 percent in Utah 

to 28 percent in Maine, and comprise 20 

percent of all people on Medicare 

(Figure 1; Table 1).   Federal and state 

Medicaid spending on low-income people 

on Medicare totaled $146.9 billion in 

2011, most of which (62%) was for long-

term care.   

A structural change to Medicaid financing 

could have significant implications for 

low-income people on Medicare because 

Medicaid plays a major role in providing 

and financing benefits to low-income people that Medicare does not cover, and because the cost of their care 

accounts for a disproportionately large share of Medicaid spending.  Most low-income people on Medicare who 

receive assistance from Medicaid have incomes below the federal poverty level ($12,060 per year for an 

individual in 2017) and have little in savings or other assets, and for these people, Medicaid plays an important 

role in helping to make Medicare more affordable.  For example, premiums for Medicare Part B ($121.80 per 

month) would comprise 12 percent of the income of someone living at the poverty line in 2017, and this amount 

does not include the cost-sharing that someone would incur for using Medicare-covered services or the costs of 

care not covered by Medicare, such as nursing home care. 

Figure 1

SOURCE: Kaiser Family Foundation analysis of Chronic Conditions Warehouse 2014 data.
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By definition, people on Medicare who receive assistance from Medicaid have relatively low incomes, but they 

also differ from others on Medicare in their demographic composition, medical and long-term care needs, and 

service utilization.  Women comprise the majority (60%) of all low-income people on Medicare who receive 

additional assistance from Medicaid (Table 2).  Medicaid also plays an important role for people on Medicare 

who are younger than age 65 and have a significant disability: half of Medicare’s under-age 65 population 

receives assistance from Medicaid.  While most people with both Medicare and Medicaid are seniors, about 

four in ten are under age 65 and qualified for Medicare because of a disability in 2012.   

Low-income people on Medicare who 

receive assistance from Medicaid tend to 

have more chronic conditions, cognitive 

limitations and functional limitations than 

others on Medicare: about six in ten (61%) 

need assistance with one or more activities 

of daily living (versus 33% of other people 

on Medicare), more than half (58%) have a 

mental condition or cognitive impairment 

(versus 29%), one-third (37%) have five or 

more chronic conditions (versus 27%), and 

about one in six (18%) rate their health 

status as poor, more than three times the 

rate among other people on Medicare (6%; 

Figure 2). 

As a result of having greater medical, 

functional, and cognitive needs, low-

income people with both Medicare and 

Medicaid also use more health care 

services than others on Medicare, including 

hospital stays, emergency rooms, home 

health care and skilled nursing facility 

stays (Figure 3).  With relatively high 

rates of cognitive and physical limitations, 

it is not surprising that a substantially 

larger share of low-income people on 

Medicare who receive assistance from 

Medicaid live in a facility, such as a nursing 

home or mental health facility (13% versus 

1% of other people on Medicare).   

Figure 3
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The Medicaid program is jointly financed by the federal government and states.  State spending for eligible 

beneficiaries and qualifying services is matched by the federal government.  The federal share of Medicaid is 

determined by a formula set in statute, and is structured so that the federal government pays a larger share of 

program costs in poorer states.  The formula for federal contributions, known as the Federal Medical 

Assistance Percentage (FMAP), results in federal contributions that range from 50 percent to 74 percent in 

2017.     

Under current law, federal contributions increase with the number of people covered and the rise in enrollees’ 

health and long-term care costs.  The federal government pays more for sicker people with higher health care 

costs and pays less for healthier people with lower health care costs, as it does with Medicare.  The federal 

contributions under Medicaid follow state spending and are not capped annually or per person.

The idea behind converting Medicaid to a per capita cap or block grant would be to make federal spending for 

Medicaid more predictable while providing states more flexibility in their management of Medicaid spending.  

With a Medicaid per capita cap, such as that proposed in the American Health Care Act (AHCA), the federal 

government would provide states a fixed amount per Medicaid enrollee, with no limit on the number of people 

who can enroll in each state’s Medicaid program.  The amount provided by the federal government would be 

the same amount for each person in a category, irrespective of the person’s actual health care costs, and would 

be based on the state’s average per capita spending for people in that category in the base year, growing at a 

specified rate over time. 

Under a Medicaid block grant, the federal government would provide states a fixed amount that would not vary 

by the number of Medicaid enrollees.  Unlike a per capita cap, federal funding for Medicaid under a block grant 

would not be based on enrollment.  However, similar to a per capita cap, federal funding under a block grant 

would not vary with the health needs or actual costs of the individuals enrolled in states’ Medicaid programs, 

and it would be based on average spending in a base year and grow at a specified rate over time.  Importantly, 

under the AHCA, as amended, states would have the option of receiving a block grant for certain populations, 

but not for the elderly, blind and disabled. 

The AHCA would change federal funding for Medicaid financing to a per capita cap model.  Enrollees would be 

divided into five categories, with separate allotments for each category: elderly (65+), blind and disabled, 

children, adults who gained Medicaid coverage as a result of the state’s Medicaid expansion under the ACA, 

and non-expansion adults.  Each state’s average per person spending in fiscal year 2016 would serve as the base 

year and would be trended forward to 2019 by the medical care component of the consumer price index (CPI-

M).  In future years, the annual per capita allotment would be inflated by CPI-M+1 for the elderly, and 

blind/disabled populations and by CPI-M for other Medicaid populations. 
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Federal financing for virtually all Medicaid benefits, including nursing home care, would be included in the 

allotment under the AHCA, but financing for assistance with Medicare premiums and cost-sharing provided by 

Medicaid to low-income people on Medicare would appear to continue to be provided as under current law and 

would not be included in the per capita allotment.  Congress is seeking to pass the AHCA through budget 

reconciliation, which requires any change to have a budgetary impact.  The bill does not include changes to 

mandatory Medicaid benefits and coverage groups; such a change might not be allowable under budget 

reconciliation rules if it did not have a direct impact on the federal budget.  However, it is possible that the 

Secretary of Health and Human Services could use his authority to provide states more latitude.2,3,4  

A potential concern with per capita caps and block grants is that federal funding may not keep pace with state 

Medicaid programs’ growth in health care costs.  If this concern is borne out, states might feel pressure to 

consider options for reducing Medicaid spending for seniors and younger people on Medicare with disabilities 

who account for a disproportionately large share of Medicaid spending.  Although low-income people on 

Medicare accounted for just 15 percent of the Medicaid population, they accounted for 33 percent of Medicaid 

spending in 2012.5 

On a per person basis, Medicaid spent $17,540 on each person on Medicare who receives full Medicaid benefits 

(excluding amounts spent on Medicare premiums), on average, in fiscal year 2011 (Table 3).  For about half of 

the people with both Medicare and Medicaid, Medicaid spent less than $4,000 per person but Medicaid 

spending exceeded $40,000 per person for 15 percent of the low-income people on Medicare.     

Federal funding under a per capita cap 

model, such as that in the AHCA, would 

provide allotments based on states’ 

average Medicaid spending in the base 

year, which in 2011, ranged from a low of 

$10,607 (SC) to $32,051 (WY) for people 

on Medicare (Figure 4; Table 3). 

However, a per capita cap model would 

also lock-in variation in spending across 

states that may or may not persist in the 

future.  States that are able to reduce 

their average Medicaid expenditures over 

time for seniors and younger adults with 

disabilities may be able to achieve savings 

under the per capita cap approach, while 

states that already adopted strategies to 

reduce average spending per enrollee may have fewer opportunities to achieve savings in the 

future.  Additionally, states that incur higher average costs over time due, for example, to a rapidly aging 

Figure 4

NOTE: This analysis is restricted to full-dually eligible beneficiaries. Spending amounts exclude Medicaid payments towards 
Medicare premiums and excludes spending for New Mexico due to data quality issues.
SOURCE: KFF and Urban Institute estimates based on data from FY 2011 MSIS and CMS‐64 reports.  Because 2011 data were 
unavailable, 2010 MSIS data were used for Florida, Kansas, Maine, Maryland, Montana, New Mexico, New Jersey, Oklahoma, 
Texas, and Utah, and then adjusted to 2011 CMS‐64 spending levels. 
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population, may need to find other sources of revenue or reduce costs under a per capita cap model, possibly by 

reducing provider payments or eliminating coverage for optional services or populations. 

The possible effects of Medicaid per capita cap or block grant proposals on low-income people on Medicare 

would vary depending on the details of the proposal.  States could, for example, decide to scale-back or 

eliminate optional services, such as dental care, vision care, and home and community-based services (HCBS), 

just as they can under current law in the absence of a Medicaid per capita cap or block grant.  While some 

proposals would explicitly require states to maintain coverage of mandatory services, such as nursing home 

care, other proposals would provide states more flexibility with regard to which services to cover.  The AHCA 

would not change the services that states are required to cover for seniors and people with disabilities.  Such a 

change to mandatory services might not be allowable under budget reconciliation rules if it did not have a 

direct impact on the federal budget.6,7,8 

In addition to scaling back optional benefits, states could restrict the eligibility criteria for populations that 

they are not required to cover.  Under current law, states are required to provide Medicaid assistance to all who 

qualify for Supplemental Security Income (SSI) or the Medicare Savings Programs (MSPs),9 and have the 

option to also provide coverage to other groups of people with low-incomes, which many states have opted to 

do.  For example, in 2015, 44 states covered people who need long-term care and have incomes up  to 300 

percent of the SSI level (225% of the federal poverty level) through the special income rule.  To reduce state 

Medicaid spending, these states could opt to not cover these optional populations, which would result in fewer 

people qualifying for Medicaid long-term care coverage. 

The AHCA would appear to retain current law financing for Medicare premiums and cost-sharing assistance, 

with the federal government providing matching funds under the current formula for this assistance.  This 

separate financing structure provides less of a financial incentive for states to scale back premium or cost-

sharing assistance relative to other proposals that would incorporate these benefits into a per capita cap or 

block grant.  If states pared back these benefits, people with low-incomes could have difficulty affording 

Medicare.    

 

https://www.macpac.gov/subtopic/mandatory-and-optional-benefits/
https://www.macpac.gov/subtopic/mandatory-and-optional-benefits/
http://kff.org/medicaid/report/medicaid-financial-eligibility-for-seniors-and-people-with-disabilities-in-2015/
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A Medicaid per capita cap or block grant would not directly affect federal Medicare spending for low-income 

people on Medicare, which totaled $187 billion in 2012.10  Low-income people on Medicare would still be 

entitled to all services covered under Medicare Parts A and B, as well as prescription drug coverage under 

Medicare Part D, including assistance under the Part D LIS program.   

However, a Medicaid per capita cap or block grant could have ripple effects that indirectly affect low-income 

people’s use of Medicare-covered services and Medicare spending, if federal funding for Medicaid does not 

keep pace with health care costs, or states look to reduce spending for other reasons.  If states scaled back 

optional benefits, or tightened eligibility for optional populations, costs could be shifted to low-income seniors 

and people with significant disabilities.  Similarly, if states reduced cost-sharing assistance by tightening 

eligibility for the Medicare Savings Programs, for example, then low-income people on Medicare who no longer 

qualify for cost-sharing assistance might go without needed care or postpone treatment due to cost concerns.    

Given their low-incomes, people with both Medicare and Medicaid may not be able to shoulder these costs and 

instead forgo needed care or postpone treatments.  Higher cost-sharing requirements for low-income people, 

in the short-term, could lead to reductions in service utilization and lower Medicare spending, but could also 

result in higher rates of preventable hospitalizations and emergency room visits down the road – expensive 

services covered by Medicare.   

Additionally, if more people become uninsured prior to going on Medicare as a result of changes made to 

Medicaid, Medicare spending could rise.  Research has shown that people who are uninsured prior to going on 

Medicare use more health care services and incur higher Medicare spending once they are on Medicare, than if 

they had health insurance before going onto Medicare.11 

It is not clear how Medicaid payments to health care providers on behalf of low-income people on Medicare 

would change under a Medicaid per capita cap or block grant.  Under a Medicaid per capita cap or block grant, 

states could be under financial pressure to reduce provider payment rates, to the extent that they able to do so, 

if federal funding for Medicaid does not keep pace with health care cost growth or states otherwise need to 

reduce Medicaid spending.  Reductions in provider payment rates could directly affect the providers that treat 

low-income people on Medicare who receive assistance from Medicaid, particularly nursing homes and other 

providers of long-term services and supports for whom Medicaid is a primary source of revenue.   

Reductions in payment rates could also affect providers who accept Medicaid payments as cost-sharing for 

Medicare services, including hospitals, physicians, health centers, and clinics.  Today, many states pay less to 

providers than the total amount of due for Medicare cost-sharing since states are only required to pay the 

amount that would have been paid if Medicaid covered the service instead of Medicare, and Medicaid payments 

to providers are often lower than Medicare payments.   

https://www.macpac.gov/publication/state-medicaid-payment-policies-for-medicare-cost-sharing-2016/
https://www.macpac.gov/publication/state-medicaid-payment-policies-for-medicare-cost-sharing-2016/
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A Medicaid per capita cap or block grant 

could potentially affect Medicare 

Advantage plans that, as of 2014, 

provided benefits to as many as 3 million 

low-income people on Medicare who 

were also covered by Medicaid (Figure 

5).  This includes 2.3 million enrollees 

who receive assistance from Medicaid 

with premiums only and 0.7 million who 

are eligible for cost-sharing assistance 

and other Medicaid benefits.  Similarly, a 

per capita cap or block grant could affect 

Medicare Part D drug plans and their 

enrollees. 

If states under fiscal pressure respond by 

reducing the number of people on Medicare who would be eligible for Medicaid assistance, then federal 

payments to Medicare Advantage and Medicare Part D drug plans could decline.  The capitated payments 

received by Medicare Advantage and Part D plans under current law are adjusted for the health status of the 

plans’ enrollees, with an automatic bump up in payments for enrollees who qualify for assistance from 

Medicaid.  This payment bump is intended to help compensate plans for these enrollees’ typically higher than 

average Medicare spending, and higher spending than can be explained by their health conditions.  If fewer 

Medicare Advantage and Part D enrollees were eligible for Medicaid, then plans would not receive the increase 

in payments for these enrollees, which would reduce federal payments to plans and could weaken the 

incentives for plans to enroll low-income people.   

 

Figure 5
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If federal payments to states for Medicaid are modified through a per capita cap or block grant, some states 

could face greater challenges than others in meeting the needs of an aging population, depending on state 

changes in demographics, population needs, and the growth in health and long-term care costs.  Neither a per 

capita cap nor block grant model would take into account changes in the specific health and long-term care 

needs of a given state’s population.  As a consequence, both models would likely have different effects across 

states.  

The impact on a given state could depend 

on a number of factors, including changes 

in the demographics and mix of high-cost 

versus low-cost enrollees since the per 

enrollee payment would be based on 

average costs in the base year.  For 

example, under either a Medicaid per 

capita cap or block grant model, states 

with a growing share of high-cost 

enrollees (e.g., nursing home residents) 

could face more fiscal pressure than 

states with relatively low average costs, 

and the former states may need to find 

other funds to maintain benefits or 

reduce Medicaid spending if they 

have trouble covering their Medicaid 

costs.  The aging of seniors on Medicaid, in particular, could affect how states fare under a per capita cap or 

block grant because average Medicaid costs rise with age – with costs for seniors ages 85 and older more than 

two-times larger  than for younger seniors between the ages of 65 and 74, on average (Figure 6). 

The impact of a block grant or per capita cap would also depend on underlying costs drivers that may vary 

across states.  For example, states that experience a relatively rapid increase in labor costs (e.g., for nurses and 

home care workers) may have greater difficulty absorbing costs than other states, if federal contributions are 

capped.   The effect for any given state would also vary with the growth in average health care and long-term 

care costs per person, and states in which Medicaid costs grow relatively rapidly would be more challenged 

than other states to find the resources to care for their residents. 

 

This issue brief was funded in part by The Retirement Research Foundation. 

 

Figure 6

$11,949

$17,619

$28,681

Ages 65-74 Ages 75-84 Ages 85+
NOTE: This analysis is restricted to full-dually eligible beneficiaries. Excludes a limited number of aged dual enrollees with unknown 
exact ages. Spending amounts exclude Medicaid payments towards Medicare premiums and excludes spending for New Mexico due 
to data quality issues.
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Alabama 222,740 42% 27% 23% 22% 20%

Alaska 17,420 95% 4% NA 21% 11%

Arizona 199,180 77% 21% 59% 17% 12%

Arkansas 138,480 53% 24% 19% 23% 18%

California 1,424,500 97% 2% 37% 25% 11%

Colorado 112,220 70% 13% 26% 14% 10%

Connecticut 181,120 47% 7% 12% 28% 20%

Delaware 30,440 45% 27% 9% 16% 11%

D.C. 32,580 70% 0.2% 8% 36% 10%

Florida 819,220 49% 22% 34% 20% 18%

Georgia 330,800 46% 25% 23% 21% 16%

Hawaii 39,860 87% 12% 66% 16% 13%

Idaho 45,980 62% 19% 18% 16% 15%

Illinois 402,620 87% 10% 33% 19% 12%

Indiana 205,580 71% 6% 10% 17% 14%

Iowa 91,920 78% 11% 10% 16% 15%

Kansas 71,540 61% 18% 9% 14% 17%

Kentucky 198,640 56% 19% 9% 22% 20%

Louisiana 218,100 56% 22% 20% 27% 16%

Maine 96,480 58% 15% 7% 31% 28%

Maryland 148,480 63% 17% 9% 15% 12%

Massachusetts 320,920 92% 8% 27% 26% 17%

Michigan 330,840 84% 13% 16% 17% 12%

Minnesota 149,660 87% 11% 37% 16% 14%

Mississippi 172,020 50% 21% 11% 30% 21%

Missouri 199,400 78% 14% 20% 17% 16%

Montana 27,420 60% 20% 7% 13% 15%

Nebraska 45,340 88% 11% 11% 14% 16%

Nevada 60,200 51% 24% 20% 13% 13%

New Hampshire 35,120 64% 17% 4% 13% 20%

New Jersey 229,660 87% 13% 21% 15% 20%

New Mexico 86,000 61% 12% 21% 23% 12%

New York 900,480 80% 13% 36% 26% 14%

North Carolina 345,240 76% 22% 20% 19% 17%

North Dakota 17,540 80% 11% 6% 14% 19%

Ohio 376,040 64% 16% 23% 17% 15%

Oklahoma 124,120 81% 18% 12% 18% 14%

Oregon 128,180 63% 19% 39% 17% 15%

Pennsylvania 469,580 81% 17% 40% 18% 18%

Rhode Island 43,360 83% 13% 23% 21% 19%

South Carolina 164,720 83% 17% 35% 17% 17%

South Dakota 22,880 61% 18% 6% 14% 16%

Tennessee 285,100 54% 22% 32% 22% 18%

Texas 740,940 56% 19% 26% 20% 13%

Utah 39,620 83% 15% 37% 11% 9%

Vermont 30,880 72% 20% 3% 23% 15%

Virginia 204,900 65% 19% 32% 15% 18%

Washington 200,040 70% 14% 23% 17% 13%

West Virginia 93,240 58% 19% 10% 21% 20%

Wisconsin 180,020 86% 8% 23% 17% 13%

Wyoming 12,380 62% 16% 2% 12% 13%

 *All data are from 2014 unless otherw ise noted.

 Data from Kaiser Family Foundation analysis of Chronic Conditions Warehouse 2014, except the share of Medicaid enrollees who are low -

income people on Medicare, which used Kaiser Family Foundation's State Health Facts 2011 data.
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Number of people 11,063,740              4,602,960 6,460,780 44,618,240

Gender

Female 60% 52% 66% 53%

Male 40% 48% 34% 47%

Age

Under age 65 42% 100% N/A 10%

65-74 28% N/A 48% 52%

75-84 19% N/A 32% 26%

85 and older 12% N/A 20% 12%

Race

White, non-Hispanic 56% 60% 54% 80%

Black, non-Hispanic 18% 21% 16% 7%

Hispanic 17% 13% 19% 8%

Asian 5% 2% 7% 2%

Other 4% 5% 4% 3%

 Kaiser Family Foundation analysis of the Chronic Conditions Data Warehouse 5 percent sample of 

Medicare claims for 2014 (number of people, gender, and age) and Medicare Current Beneficiary Survey Cost and 

Use Files for 2012 (race).



  

 

What Could a Medicaid Per Capita Cap Mean for Low-Income People on Medicare? 12 
 

Alabama 96,882 $1,327,632,854 $13,704 $1,085 60.0% 5.4% 4.8% 4.1% 3.1% 6.4% 16.3%

Alaska 14,612 $335,901,051 $22,988 $3,909 41.8% 12.4% 9.6% 4.8% 3.1% 8.8% 19.4%

Arizona 114,960 $1,763,307,549 $15,338 $4,027 8.4% 56.4% 9.6% 2.5% 1.0% 2.6% 19.5%

Arkansas 70,122 $1,307,331,572 $18,644 $6,721 36.6% 9.6% 9.3% 7.0% 5.4% 13.6% 18.5%

California 1,259,402 $16,377,204,527 $13,004 $4,380 44.9% 6.4% 13.4% 10.4% 7.1% 9.5% 8.3%

Colorado 69,375 $1,366,499,536 $19,697 $6,252 32.4% 14.8% 10.2% 6.5% 5.4% 10.4% 20.3%

Connecticut 83,209 $2,604,800,385 $31,304 $9,173 36.2% 7.4% 7.4% 5.2% 4.4% 11.5% 28.0%

Delaware 12,243 $321,790,743 $26,284 $7,127 38.1% 7.1% 9.1% 6.1% 5.4% 8.3% 25.8%

D.C. 16,228 $476,914,052 $29,388 $6,193 39.4% 8.3% 7.1% 3.6% 2.9% 12.0% 26.7%

Florida 368,833 $5,703,485,693 $15,464 $1,743 55.0% 6.5% 6.3% 4.9% 4.1% 8.3% 14.9%

Georgia 155,676 $1,876,320,906 $12,053 $1,472 55.0% 5.6% 6.9% 5.9% 4.3% 10.5% 11.9%

Hawaii 32,171 $546,560,924 $16,989 $10,025 4.5% 4.4% 40.2% 12.2% 18.5% 7.0% 13.1%

Idaho 27,158 $449,944,335 $16,568 $5,585 40.8% 7.8% 9.8% 8.1% 7.2% 14.9% 11.4%

Illinois 324,386 $3,561,834,000 $10,980 $1,491 55.0% 6.2% 7.2% 6.0% 5.2% 14.4% 6.2%

Indiana 106,651 $2,326,994,222 $21,819 $7,220 40.5% 5.9% 7.3% 5.3% 3.8% 13.5% 23.7%

Iowa 71,106 $1,379,394,968 $19,399 $7,899 30.1% 12.5% 11.5% 8.7% 6.6% 14.2% 16.4%

Kansas 48,383 $1,012,326,827 $20,923 $12,177 28.8% 9.4% 8.6% 7.2% 6.8% 20.8% 18.3%

Kentucky 112,394 $1,550,460,641 $13,795 $2,231 58.1% 7.5% 6.7% 4.0% 2.8% 6.9% 14.1%

Louisiana 113,030 $1,652,547,395 $14,620 $1,914 52.7% 5.1% 5.2% 4.9% 5.1% 13.8% 13.3%

Maine 56,217 $1,001,899,470 $17,822 $1,402 58.7% 7.6% 5.9% 3.1% 2.2% 6.3% 16.2%

Maryland 79,917 $1,939,152,798 $24,265 $6,403 39.9% 7.6% 7.1% 5.9% 4.6% 10.0% 24.9%

Massachusetts 233,411 $5,118,787,400 $21,930 $2,634 47.9% 9.8% 6.0% 3.5% 3.6% 8.3% 21.0%

Michigan 248,567 $3,420,625,070 $13,761 $5,393 27.8% 18.8% 26.2% 8.1% 3.0% 4.6% 11.6%

Minnesota 134,578 $3,217,504,196 $23,908 $13,632 23.6% 6.5% 13.1% 8.6% 5.0% 23.4% 19.9%

Mississippi 84,255 $1,298,322,955 $15,409 $3,355 45.4% 10.7% 9.5% 5.9% 4.2% 8.8% 15.5%

Missouri 163,567 $2,467,614,937 $15,086 $4,329 43.3% 8.5% 10.2% 7.1% 5.4% 12.9% 12.6%

Montana 16,312 $361,030,574 $22,133 $5,528 39.6% 9.3% 7.7% 5.0% 3.7% 11.4% 23.3%

Nebraska 44,223 $615,812,643 $13,925 $3,117 46.7% 10.2% 8.5% 5.3% 5.2% 12.3% 11.8%

Nevada 24,248 $309,812,196 $12,777 $2,046 52.3% 6.9% 8.2% 6.5% 5.9% 8.7% 11.4%

New Hampshire 22,654 $550,487,678 $24,300 $10,227 33.5% 6.7% 9.4% 6.4% 4.9% 14.7% 24.3%

New Jersey 180,825 $3,962,973,189 $21,916 $4,300 38.5% 12.8% 6.8% 5.8% 4.5% 12.5% 19.1%

New Mexico 39,079 N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

New York 720,924 $21,460,518,904 $29,768 $3,844 44.9% 7.9% 6.7% 4.0% 2.8% 8.2% 25.6%

North Carolina 259,485 $2,898,319,164 $11,170 $2,872 47.7% 10.7% 13.4% 7.1% 3.4% 9.2% 8.4%

North Dakota 12,881 $389,087,187 $30,206 $12,572 33.3% 6.6% 7.0% 5.7% 4.5% 10.9% 32.0%

Ohio 237,235 $5,792,329,344 $24,416 $11,391 31.3% 7.7% 8.8% 7.9% 5.9% 14.1% 24.3%

Oklahoma 98,462 $1,166,731,644 $11,850 $3,210 46.0% 10.6% 10.5% 7.9% 5.4% 12.6% 7.1%

Oregon 68,240 $1,368,580,769 $20,055 $4,984 26.9% 23.1% 8.7% 6.2% 5.2% 15.6% 14.3%

Pennsylvania 366,634 $6,744,434,911 $18,396 $1,904 55.9% 7.9% 4.6% 3.7% 2.8% 7.4% 17.8%

Rhode Island 35,145 $717,216,288 $20,407 $3,080 48.1% 6.2% 6.9% 4.7% 3.8% 15.8% 14.5%

South Carolina 137,451 $1,457,955,047 $10,607 $1,238 62.3% 8.3% 6.4% 3.9% 3.0% 6.1% 10.0%

South Dakota 13,923 $228,508,207 $16,412 $9,190 30.6% 10.4% 10.5% 8.1% 6.0% 24.5% 9.9%

Tennessee 155,658 $2,197,033,243 $14,114 $3,038 41.2% 23.9% 5.8% 4.0% 2.7% 14.2% 8.2%

Texas 396,649 $6,104,576,387 $15,390 $6,183 30.7% 16.0% 10.7% 6.9% 5.9% 19.9% 10.0%

Utah 28,586 $428,057,561 $14,974 $6,386 26.2% 10.7% 35.5% 4.8% 3.1% 6.5% 13.3%

Vermont 21,042 $249,200,762 $11,843 $4,734 38.0% 13.3% 13.5% 7.3% 6.2% 16.4% 5.4%

Virginia 127,154 $2,062,459,965 $16,220 $1,926 52.9% 6.9% 6.2% 4.5% 3.5% 11.0% 15.1%

Washington 132,239 $1,932,007,998 $14,610 $3,123 48.2% 5.5% 7.6% 7.1% 5.8% 14.8% 11.0%

West Virginia 51,358 $902,321,881 $17,569 $1,360 55.1% 4.7% 5.6% 4.1% 4.0% 9.4% 17.1%

Wisconsin 146,766 $3,306,837,031 $22,531 $5,531 38.7% 10.3% 6.4% 4.0% 2.8% 8.7% 29.1%

Wyoming 7,306 $234,163,399 $32,051 $16,386 24.6% 6.1% 9.7% 7.7% 6.4% 14.5% 30.9%

 Spending amounts excludes premiums.  Due to the unavailability of 2011 data, 2010 MSIS data were used for Florida, Kansas, Maine, Maryland, Montana, New 

Mexico, New Jersey, Oklahoma, Texas, and Utah, and then adjusted to 2011 CMS-64 spending levels. Excludes spending for New Mexico due to data quality issues.

KFF and Urban Institute estimates based on data from FY2011 MSIS and CMS-64 reports.



  

1 This brief examines the American Health Care Act as voted out of the House of Representatives Energy and Commerce Committee on 
March 9, 2017, and will be updated as changes to the bill are made. 

2 See Letter from Thomas E. Price, Secretary of Health and Human Services, and Seema Verna, Administrator of the Centers for 
Medicare and Medicaid Services, to Governors on March 14, 2017, available at https://www.hhs.gov/sites/default/files/sec-price-cms-
admin-verma-ltr.pdf.  

3 The House of Representatives Committee on the Budget passed a motion to express the support of the Committee prior to the 
consideration of the rule for the American Health Care Act for state flexibility in the design of their Medicaid program on March 16, 
2017. 

4 Four governors, John Kasich from Ohio, Rick Snyder from Michigan, Brian Sandoval from Nevada, and Asa Hutchinson from 
Arkansas, send a letter to Majority Leader Mitch McConnell and House Speaker Paul Ryan describing how they believe the AHCA 
should be changed. 

5 Medicare Payment Advisory Commission (MedPAC) and Medicaid and CHIP Payment and Access Commission (MACPAC), “Data 
book: Beneficiaries dually eligible for Medicare and Medicaid,” January 2017, Exhibit 4. 

6 The Administration may be able provide states more latitude.  See Letter from Thomas E. Price, Secretary of Health and Human 
Services, and Seema Verna, Administrator of the Centers for Medicare and Medicaid Services, to Governors on March 14, 2017, 
available at https://www.hhs.gov/sites/default/files/sec-price-cms-admin-verma-ltr.pdf.  

7 The House of Representatives Committee on the Budget passed a motion to express the support of the Committee prior to the 
consideration of the rule for the American Health Care Act for state flexibility in the design of their Medicaid program on March 16, 
2017. 

8 Four governors, John Kasich from Ohio, Rick Snyder from Michigan, Brian Sandoval from Nevada, and Asa Hutchinson from 
Arkansas, send a letter to Majority Leader Mitch McConnell and House Speaker Paul Ryan describing how they believe the AHCA 
should be changed. 

9 The Medicare Savings Programs provide help for low-income people on Medicare with Medicare’s premiums and cost-sharing. 

10 Medicare Payment Advisory Commission (MedPAC) and Medicaid and CHIP Payment and Access Commission (MACPAC), “Data 
book: Beneficiaries dually eligible for Medicare and Medicaid,” January 2017, Exhibit 3. 

11 McWilliams, J. Michael, Ellen Meara, Alan M. Zaslavsky, and John Z. Ayanian, “Medicare Spending for Previously Uninsured 
Adults,” Annals of Internal Medicine (2009), Dec. 1; 151(11): 757-66. 
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