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Good afternoon Chairman Burke, Vice Chairwoman Jones, Ranking Member 
Cafaro, and Members of the Committee. My name is Amy Rohling McGee and I 
am the President of the Health Policy Institute of Ohio (HPIO). Thank you for the 
opportunity to testify this afternoon along with my colleague Bill Hayes, PhD, a 
researcher and analyst from The Ohio State University.    
 
Medicaid is an important issue for the fiscal and economic health of Ohio, as 
well as to the human needs of Ohio citizens.  We respect the General Assembly 
and in particular this Senate Subcommittee for taking the issue so seriously.  It 
requires focused time, study, and consideration to understand all aspects of any 
changes to the Medicaid program. 
 
Our goal is to provide the independent, unbiased and nonpartisan information 
needed to create sound health policy. While HPIO has not taken a position on 
the issue of extending Medicaid coverage to more Ohioans, one of our 
organizational objectives is to ensure access to health care. We have produced 
numerous documents related to the issues of access and Medicaid, all of which 
are housed on our Medicaid resource page (http://www.hpio.net/medicaid).  
 
We recently partnered with the Urban Institute, The Ohio State University and 
Regional Economic Models Inc. (REMI) to conduct the Ohio Medicaid Expansion 
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Study (“Study”).  This Study examined the fiscal and economic impacts of an 
expansion of Medicaid, as well as other impacts of the decision on Ohioans.   
The Study was funded by three Ohio foundations, the Health Foundation of 
Greater Cincinnati, the Mt. Sinai Health Care Foundation and the George Gund 
Foundation.  Results from the Study were presented to this committee in May. 
 
In June, Senators Burke and Cafaro requested additional analysis related to 
Medicaid expansion.  We were asked to do three things: 
 

• First, compare total per member per month (PMPM) Medicaid spending 
without Medicaid expansion at its current growth trend (this is the baseline 
for the analysis) to total PMPM Medicaid spending with Medicaid 
expansion and an annual growth rate similar to the three-year average 
for medical inflation (approximately 3.5% currently; if 10 year average is 
used, 4%) 

• Second, calculate at what point, if at all, Ohio all funds spending and 
state share is less in the Medicaid expansion scenarios (with annual 
growth rate limited to 3.5% or 4%) than in the Medicaid baseline scenario 

• Third, suggest potential strategies for bending the growth rate curve 
 
The Health Policy Institute of Ohio asked The Ohio State University John Glenn 
School of Public Affairs to use the model that was created for the Study to 
project spending based on the factors described above.  These projections 
were developed based on an assumed set of conditions.  Changing these 
assumptions likely would produce different results and actual conditions may 
vary from those assumed.  Therefore, it is important to keep in mind that this 
analysis is a projection, not a prediction or statement of how things will be.  The 
methodology used for the analysis is included as an appendix to this testimony. 
 
Dr. Bill Hayes of The Ohio State University worked with researchers at the John 
Glenn School to use the existing model to project potential results based on the 
senators’ requests and the assumed conditions described in the methodology.   
Dr. Hayes is employed with the OSU Wexner Medical Center. The Medical 
Center has taken a position on the expansion of Medicaid, however, this work 
was conducted with HPIO, which does not have a position on the issue.  Dr. 
Hayes will describe the results from this analysis.   
 
Baseline enrollment estimates used to calculate spending include existing 
enrollment plus enrollment of those currently eligible, but not enrolled, who are 
projected to enroll even with a Medicaid expansion.  Expansion enrollment adds 
newly eligible and those who are currently eligible, but not enrolled, who are 
projected to enroll with a Medicaid expansion to the baseline enrollment 
estimate. 
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Summary of findings for total all funds Medicaid spending in Ohio: 
o Starting point for analysis was $17 billion in all funds Medicaid spending in 

SFY 2012 
o Total Medicaid spending without expansion is projected to reach $43.4 

billion in SFY 2025, if spending continues to grow at the current rate of 
7.2% per year. 
 

o With expansion and a 1% annual increase in Medicaid enrollment to 
account for population growth, spending will increase to: 

o $39.5 billion in SFY 2025 if Medicaid spending increases at 4% per 
year 
 Note: Total Medicaid spending under this scenario is 

projected to be less than baseline Medicaid spending 
without Medicaid expansion in SFY 2021 

o $37.2 billion in SFY 2025 if Medicaid spending increases at 3.5% per 
year 
 Note: Total Medicaid spending under this scenario is 

projected to be less than baseline Medicaid spending 
without Medicaid expansion in SFY 2019 

 
Summary of findings for total state share Medicaid spending: 

o Starting point for analysis was $6.8 billion in all funds Medicaid spending in 
SFY 2012 

o Ohio’s total Medicaid state-share obligation without expansion is 
projected to reach $17.4 billion in SFY 2025, if spending continues to grow 
at the current rate of 7.2% 

o Ohio’s total Medicaid state-share obligation with Medicaid expansion 
and a 4 percent growth rate is projected to reach:  

o $14.2 billion by 2025 if ACA match rates are in place for all years 
through SFY 2025 

o $15.8 billion by 2025 if the match rate for expansion becomes 60/40 
 

o Ohio’s state-share obligation with expansion is projected to be lower than 
its projected state-share obligation under baseline Medicaid spending 
without expansion: 

o For all years, if the ACA match rate is in effect for all years, under 
either spending growth scenario 

o For all years, even if the match rate shifts to 60/40 in SFY 2021, under 
either spending growth scenario 

o For all years, except SFYs 2017 through 2020, under the 4.0% per-
person spending growth scenario with 1% annual increase in 
Medicaid enrollment to account for population growth 
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o For all years, except SFYs 2017 and 2018, under the 3.5% per-person 
spending growth scenario with 1% annual increase in Medicaid 
enrollment to account for population growth 

 
What is not included in these projections of Medicaid spending: 

 They do not assume any reduction in Medicaid spending due to reduced 
caseload of people who leave Medicaid due to policy changes or who 
choose to obtain care on the health insurance marketplaces. 

 They do not assume any Medicaid savings from some people shifting from 
regular Medicaid match to ACA-level match. 

 They do not account for any additional state revenue generated by 
Medicaid expansion. 

 They do not account for any population growth changes due to either an 
improving economy or a worsening economy.  

 
The Health Policy Institute of Ohio was also asked to offer suggestions regarding 
two specific policy improvement goals.  We analyzed current literature and best 
practices and developed the following options for further consideration. 
 

First, we were asked to analyze incentives for people to follow a pathway from 
Medicaid coverage to private health insurance coverage.  Three options 
include:  

 Seeking federal approval for an Alternative Benefit Plan for newly-eligible 
populations that mirrors the essential health benefits offered by qualified 
health plans in the individual private health insurance market, complies 
with federal law and regulations, and includes mental health and alcohol 
and drug addiction services as certified by the Ohio Department of 
Mental Health and Addiction Services.  
 

 Implementing cost sharing for people above 100% of the federal poverty 
level to the fullest extent allowed by federal law and regulations.  Seek a 
waiver to implement value-based benefit design by targeting lower cost 
sharing for higher value services.   
 

 Engaging in multi-payer models that integrate community health and 
community prevention activities 

Second, we were asked to analyze strategies that move the Medicaid program 
toward sustainability and predictability.  We commend the Governor’s Office of 
Health Transformation, Department of Medicaid and legislators from both 
houses of the General Assembly for making many policy decisions in recent 
years that will improve the sustainability and predictability of the program.  
Several additional options for further consideration include: 
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 Setting goals for utilization of alternative payment and delivery models 
(such as population-based payment, patient-centered medical home, 
high intensity primary care, global payments1) that tie payment to quality 
measures in Medicaid FFS and Medicaid MCOs of 25 percent by July 
2014, 50 percent by July 2015, and 80 percent by July 2016 of Medicaid 
enrollees covered by alternative payment and delivery models.   
 

 Creating a health improvement incentive fund to encourage payment 
and delivery models  that include the following components: 

o Achievement of quality measures, such as improvements in patient 
safety and reductions in avoidable hospital readmissions, with 
added incentive for those models that achieve improvements in 
the health of the community/population 

o Strong research/evaluation component 
o Risk sharing 

 
 Conducting analyses on: 

o Savings opportunities associated with specific alternative payment 
and delivery models  

o Comparison to similar states and regional variations in cost/price 
and quality   
 

 Investing in primary disease prevention. A 2011 study published in the 
American Journal of Public Health found that Ohio Medicaid could save 
$23.9 million annually within 2 years from a 5% reduction in medical 
conditions such as diabetes, hypertension, heart disease, stroke, and renal 
disease (most expensive to treat).  A potential policy option is to create a 
fund using savings and additional revenue generated by Medicaid 
expansion to be administered by the Ohio Department of Health with an 
independent advisory board and provide competitive grants to nonprofit 
organizations, local health departments and local government entities to 
implement evidence-based strategies focused on primary prevention. 
 

 Directing Medicaid and/or study as commission ways to improve access 
to Department of Veterans’ Affairs benefits for qualified veterans, 
survivors, and dependents currently enrolled in the Medicaid program. 
 

 Directing Medicaid and/or study as commission potential methods to 
reduce expenditures on prescription drugs without impacting quality. 
 

                                                            
1 Robert Wood Johnson Foundation, “Payment Matters:  The ROI for Payment Reform”, prepared by Bailit Health 
Purchasing, LLC, February 2013, downloaded 3/7/2013 
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Thank you to Senators Burke and Cafaro for the opportunity to work with you on 
this analysis and to testify today.  We are happy to respond to questions. 
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Appendix 

Summary of methodology used in analysis of Medicaid spending trends 

The methods used to calculate total all funds Medicaid spending are as follows: 

 Started with total Medicaid all funds spending for SFY 2012, the last year 
with complete spending data available 

 Calculated the past rate of Medicaid growth from SFY 2004 through SFY 
2012 and from SFY 2008 through SFY 2012 choosing the lower growth rate 
between these two estimates 

o This annual increase was 7.2% per year  

o This increase includes costs associated with per-person spending, 
costs associated with caseload growth, and costs associated with 
any new activities  

 This 7.2% growth rate was used with the SFY 2012 spending level to project 
total existing all fund Medicaid spending for each year from SFY 2012 
through SFY 2025 

 Calculated the estimated Medicaid spending due to increased 
enrollment of people who are currently eligible but not enrolled 
(“woodwork” effect) for SFY 2014 through SFY 2025 due to the Affordable 
Care Act (ACA) 

o Used the OSU model’s estimate for total enrollment and cost of 
enrollment  

 OSU’s model used the take-up assumptions from Milliman’s 
2011 analysis of Ohio Medicaid expansion 

 OSU’s model did not include any estimate for increased 
Medicaid enrollment of seniors due to the ACA 

 This estimate assumed a 4.6% increase in spending per person and a 1% 
increase in Medicaid enrollment to account for population growth.  This is 
also the estimate used by Milliman in its 2011 analysis of Ohio Medicaid 
expansion. Created a baseline total Medicaid spending estimate for 
each year from SFY 2013 through SFY 2025 by adding the spending 
projection for existing Medicaid and for currently eligible, but not enrolled 
for each year  

 Total Medicaid spending was then projected for the existing population 
and currently eligible, but not enrolled, assuming a 3.5% and a 4.0% 
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increase in spending per-person plus a 1.0% increase in Medicaid 
enrollment to account for population growth  

o This calculation results in a 4.5% and a 5% total growth in total 
Medicaid spending versus the 7.2% growth for existing Medicaid 
and 5.6% growth for the currently eligible, but not enrolled used to 
create the baseline Medicaid spending estimate 

 The estimated total Medicaid spending associated with Medicaid 
expansion for each year from SFY 2014 to SFY 2025 was then calculated 
using  OSU model’s estimate for total enrollment and cost of enrollment  

 OSU’s model used Milliman’s take up assumptions from its 
2011 analysis of Ohio Medicaid expansion  

 OSU’s model projects a higher Medicaid expansion 
enrollment than under the state’s projection 

 OSU’s model used a 3.5% and a 4.0% estimate for increase in 
per-person spending with a 1% increase in Medicaid 
enrollment to account for total population growth  

 The estimated total all-fund Medicaid spending associated with 
expansion and the estimated total all-fund Medicaid spending for the 
existing population and currently eligible, but not enrolled were added 
together to create a total all-funds Medicaid spending estimate for 
Medicaid expansion for SFY 2013 through SFY 2025 at both the 3.5% and 
4.0% increase in per-person spending scenarios (with a 1% increase in 
Medicaid enrollment to account for total population growth.) 

 Each of the two total Medicaid spending estimates with expansion were 
subtracted from total baseline Medicaid spending without expansion to 
determine whether Medicaid spending under expansion is larger or 
smaller than baseline Medicaid spending without expansion for each year 
from SFY 2014 through SFY 2025 

The methods used to calculate total state-share Medicaid spending are as 
follows: 

 For existing Medicaid and currently eligible, but not enrolled spending, the 
analysis assumed a 60/40 federal to state match split 

o This estimate overstates the state’s match obligation as Ohio has a 
lower match obligation for several spending categories, such as 
CHIP, women covered under the breast and cervical cancer 
coverage option, and certain administrative functions 
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 Three different scenarios of state share were calculated for Medicaid 
expansion spending: 

o Option 1: ACA match rates stay in place through 2025 

o Option 2: ACA rates stay in place through 2016 and then fall to 
60/40 in 2017 

o Option 3: ACA rates stay in place through 2020 the last year 
specified in the ACA and then fall to 60/40 in 2021 

 Compared Ohio Medicaid’s state-share obligation under expansion to 
the baseline Medicaid state share estimate for each of these four 
scenarios 

What is not included in these projections of Medicaid spending: 

 They do not assume any reduction in Medicaid spending due to reduced 
caseload of people who leave Medicaid due to policy changes or who 
choose to obtain care on the health insurance marketplaces 

 They do not assume any Medicaid savings from some people shifting from 
regular Medicaid match to ACA-level match 

 They do not account for any additional state revenue generated by 
Medicaid expansion 

 They do not account for any population growth changes due to either an 
improving economy or a worsening economy  

 


