Effects of Medicaid Eligibility Expansion in Florida
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Table 4. Payments for maternity-related care and percentage distribution of payments, by type of service and source of payment,
1988–1989 and 1991
Payment Source

July 1988–
June 1989
Amount
(in millions)*

ALL SERVICES
Total
$902.2
Private insurance
578.4
Medicaid
135.2
Other third-party
payer
91.5
Self pay
97.1
Patient cost sharing 59.2
Uninsured
37.9
PHYSICIAN SERVICES
Total
445.1
Private insurance
298.3
Medicaid
51.4
Other third-party
payer
35.0
Self pay
60.4
Patient cost sharing 44.5
Uninsured
15.9
HOSPITAL SERVICES
Total
457.1
Private insurance
280.1
Medicaid
83.8
Other third-party
payer
56.5
Self pay
36.7
Patient cost sharing 14.7
Uninsured
22.0

1991
%

Amount
(in millions)*

100.0
64.1
15.0

$928.0
587.0
187.3

10.1
10.8
6.6
4.2

66.9
86.8
59.7
27.1

100.0
67.0
11.5

446.7
299.5
65.1

7.9
13.6
10.0
3.6

25.9
56.2
44.6
11.6

100.0
61.3
18.3

481.3
287.5
122.2

12.4
8.0
3.2
4.8

41.0
30.6
15.1
15.5

*In 1991 dollars

Medicaid admissions rose from 25% to
36% of all maternity admissions, while
those for “other payers” (including selfpay and the uninsured) fell from 27% to
18%. Although there was little change in
the number of public and voluntary hospital admissions for pregnant women, the
share of these admissions that were financed by Medicaid increased sizably,
while the share that were patient-financed
or financed by some other government
program declined. For public hospitals, the
Medicaid share of pregnancy-related care
increased from 32% to 47%, whereas
among voluntary hospitals this proportion
increased from 25% to 36%. In public hospitals, the share of admissions financed by
other payers fell from 42% to 28%, while
for voluntary hospitals the share decreased
from 22% to 16%. The share of admissions
to proprietary hospitals financed by
Medicaid also increased, while the share
financed by other payers declined. However, the magnitude of these changes was
not large, because the vast majority of admissions to proprietary hospitals were
*Our examination of payment flows includes only specific payments for this patient population; it does not include any expansions in county health department budgets that may have been used to extend care to this
population.
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Changes in Payments for Maternity Care
Payments to providers for pregnancy-related care in 1991 totaled $928 million dollars, an increase of 3% from the total of
$902 million (in 1991 dollars) during the
baseline period (Table 4). Medicaid payments for pregnancy-related care (which,
in Florida, are financed 55% by federal
funds and 45% by state funds) increased
39% over the study period, from $135 million to $187 million. Medicaid payments
for care obtained by women eligible for
benefits due to the expansions in October
1987 and July 1989 increased by 140%,
having risen from $43 million in the baseline period to $106 million in 1991 (not
shown). Medicaid payments for other
beneficiaries declined by 11% over this period, from $92 million during the baseline
year to $82 million in 1991. In contrast,
payments by other third parties decreased
by 27%. Payments by the uninsured also
fell, by 29%, suggesting that the financing
shifts reduced substantially the cost burden for uninsured families.
Hospitals also benefited from the ex-

pansions. Their maternity-related revenues grew by 5% (from $457 million to
$481 million), although admissions of maternity patients remained fairly constant.
This extra revenue largely resulted from
Medicaid payments for admissions that
previously were financed through uncompensated care funds.
In contrast, total payments to physicians
increased by less than 1% in constant 1991
dollars, although the overall number of
ambulatory prenatal visits increased by
7%. Two main reasons account for this difference. First, total physician payments are
a combination of payments for ambulatory prenatal care and inpatient care,
mostly for deliveries, and the number of
deliveries and the total amount of physician payments for them remained relatively constant over the study period. Second, the increase in ambulatory prenatal
care was accommodated almost entirely
by county health departments. These new
visits were paid at the Medicaid reimbursement rate, which is lower than that
of other payers.*
Medicaid accounted for 20% of total payments for maternity-related care in 1991, although 36% of deliveries in that year were
to women with Medicaid coverage. This difference arises because Medicaid pays a
smaller proportion of what it is charged for
pregnancy-related health services than do
private insurers. Private insurers accounted for 63% of payments in 1991, although
only 46% of deliveries were to women with
private insurance coverage. Direct patient
payments—including cost sharing by insured patients and payments made by uninsured patients—accounted for 9% of funds.
This distribution of payments by source in
Florida is similar to national patterns.10

Discussion
The expansion of Medicaid eligibility in
Florida from 100% of poverty to 150% of
poverty led to a large increase in Medicaid enrollment by pregnant women. The
new enrollees were women who otherwise
would have lacked insurance coverage to
pay for their prenatal care and delivery.
That is, the expansion did not substitute
for private insurance. The increased insurance coverage was associated with improved access to prenatal care for low-income pregnant women, a finding
confirmed by multivariate analysis of the
effects of Medicaid eligibility on individuals’ access to prenatal care in Florida.11
The public health care system played a
significant role in the Florida experience.
Most of the additional prenatal care fi(continued on page 121)
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