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Background 

• June 28, 2012: Supreme Court ruling makes 
Medicaid expansion optional for states. 
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Michigan Senate Fiscal Agency memo 
June 28, 2012 

“…while there would be long-term [general fund] costs for 
the [Medicaid] expansion, there would be savings that 
would more than offset any costs from the first day. As such, 
it is unlikely that the expansion would lead to any [general 
fund] costs for the State in the first few years; instead, there 
likely would be savings of at least $200.0 million [general 
fund] until the match requirement started to take effect in 
2017.  
 
Therefore, the decision on whether to comply with the 
Medicaid expansion will be more of a policy issue than a 
fiscal issue. The fiscal impact of the expansion would not be 
an impediment to compliance.” 



Background 
• June 28, 2012: Supreme Court ruling makes Medicaid expansion 

optional for states. 
• Immediately clear that for “marginal” states like Michigan, objective 

information on state impact would be important 
– Number covered 
– Cost to state 
– Savings to state 
– (Provider capacity) 

 
• This had to come from inside the state. 

– The team: Tom Buchmueller (UM Ross; CEA 2011-2012), Marianne 
Udow-Phillips (Center for Health Care Research & Transformation), 
Josh Fangmeier (CHRT), and me. 

– Started discussion days after the ruling. 
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How to estimate fiscal impact? 

Principle #1: Transparency 
– Wherever possible, use published numbers and 

provide a complete citation. 

Principle #2: Try to avoid controversial 
assumptions 

– No multiplier  
– No claims about job creation 
– Minimal role for cost-shifting 







Impact in a nutshell 

Costs: 
• The state’s share of cost for new enrollees 

(nothing in 2014-2016; 10% in2020 and later) 
Cost offsets: 
• More provider tax revenue 
• Lower spending out of state funds on care for 

uninsured 
 









Caveats 

• We focused only on immediate fiscal impact 
on Michigan  
– Federal share comes from nowhere 
– Not a general equilibrium analysis 

(understatement) 
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The next question: What about access? 

• Would new Medicaid enrollees be able to find 
providers who would see them? 
– What about existing Medicaid enrollees? 

• Two separate CHRT surveys provide relevant 
information. 
– Household survey (“Cover Michigan”) surveys about 

1,000 Michigan residents about coverage and access 
– Provider survey in 2012 (PI=Matt Davis, Univ. of 

Michigan; recently named Chief Medical Executive for 
Mich.) 

 



Access results 

• Provider survey: some fraction of primary care 
folks say they are taking new Medicaid 
patients now and plan to take new eligibles in 
the future (check) 

• Household survey: 91% of Medicaid enrollees 
say that scheduling a routine appointment is 
“very” or “somewhat” easy. 
 



Source: 
Primary 
Care 
Capacity 
and 
Health 
Reform: Is 
Michigan 
Ready? 
CHRT, 
January 
2013 



Source: Access to Health Care in 
Michigan, CHRT, 
March 2013 



A story without an end, for now 
• The best evidence we have shows: 

– Positive fiscal impact for the state over 2014-2023 
– Existing Medicaid enrollees have good access to primary care 
– Primary care providers have capacity to serve new Medicaid 

enrollees 
 
 

• On Feb. 6, 2013, Governor Rick Snyder endorsed the 
Medicaid expansion in Michigan and included it in his 
budget proposal. 

• The legislature has not yet approved a budget. 
• To be continued. 
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