
sis periods. Because the
Medicaid expansion
would be expected to de-
crease the share attribut-
able to the uninsured,
our procedure will
somewhat understate
any increase in pay-
ments over the period. 

Finally, we converted
the resulting matrix of
charges to payments
using estimates of the
ratio of payments to
charges for different

payers. Payment-to-charge ratios for hos-
pital care were provided by the Agency for
Health Care Administration in Florida. A
Medicaid payment-to-charge ratio for
physicians’ services and related services
was derived from the Florida Medicaid
claims files for maternity care. Medicaid
payments to county health departments
for prenatal care were measured directly
from State Health Office budget and rev-
enue statistics for the county health de-
partment system. The ratio for private in-
surance payers was based on the claims
data for maternity care from two large
Florida employers. 

In the absence of other data on pay-
ment-to-charge ratios for physicians’ ser-
vices in Florida for the uninsured and for
those covered by third-party payers other
than private insurance and Medicaid, we
applied the hospital payment-to-charge
ratios for patients classified as “direct pay-
ment” and “other third-party payment”
to calculate physicians’ payments for the
uninsured and for other third-party pay-
ers. (This seemed to be a reasonable as-
sumption given the similarity of the pri-
vate insurance and Medicaid ratios for
hospital and physician services.) We also
divided the estimated hospital and physi-
cians’ payments for privately insured pa-
tients into insurance payments and cost-
sharing payments by using a typical
coinsurance rate for these services for in-
sured pregnant women.

Results
Changes in Source of Financing
There were substantial shifts in the source
of payment for deliveries in Florida be-
tween the baseline period and the 1991
calendar year. In just two and one-half
years, the number of births covered an-
nually by Medicaid rose from 47,400 to
69,600, a 47% increase (Table 1). The pro-
portion of all deliveries paid for by Medic-
aid during the study period rose from 25%
to 36%. Since the total number of births

revenues, county funds and Title V block
grant funds that support these units were
not included.

To measure the payment flows, we
started with an estimate of the total
charges for inpatient hospital services and
for physicians’ services and related ser-
vices (such as laboratory tests and x-rays),
categorized by the payer for that delivery.
To derive the total charge estimates for
each payer, we multiplied estimates of the
average charge per quantity of service by
our estimates of the units of service. For
hospital admissions, we estimated the av-
erage charge for women with different
payers and for different hospital types
using the hospital discharge data. For
physicians’ services and other services, we
used as the basis for assigning total
charges per payer an estimate of the total
charges for prenatal care and the physi-
cian’s delivery charge, divided by the
number of prenatal visits, taken from the
Florida Medicaid claims file for 1991 and
from the claims data for two large em-
ployers in Florida. 

Our primary data sources do not pro-
vide the information needed to separate
the charges for pregnancy-related care ob-
tained by women who are uninsured from
those for women with “other” third-party
sources of payment. Therefore, we used
data on the distribution of payers for de-
livery services for Florida residents sam-
pled in the 1988 National Maternal and In-
fant Health Survey (NMIHS) to develop
estimates. We calculated from the NMIHS
the deliveries and visits for uninsured
women and for women with third-party
payers other than Medicaid or private in-
surance. We used an estimate of the pro-
portions of service use between these two
groups to allocate our aggregate estimate
of hospital and physician charges for
women in both groups to the uninsured
and to other third-party payers. These pro-
portions from the NMIHS were used to
make this allocation in both of our analy-

per year increased by only 2% over this pe-
riod, nearly all of the growth in Medicaid
coverage represented shifts among pay-
ment sources. 

Most of the Medicaid growth can be at-
tributed to the eligibility expansion. Of the
22,000 additional deliveries covered by
Medicaid during the study period, 16,000
(73%) were to women eligible under the
income expansions. This includes women
who were entitled by the expansion of el-
igibility to the poverty level in October
1987. Some of the increase, therefore, may
have stemmed from an increase in the
number of women below the poverty
level. However, it is likely that the vast ma-
jority of the increase represents those who
were made newly eligible by the July 1989
expansion. Of the 6,000 additional deliv-
eries among women entitled to Medicaid
because they received payments from the
Aid to Families with Dependent Children
program, some likely resulted from
women’s increased knowledge of Medic-
aid coverage owing to the increased out-
reach efforts that accompanied the ex-
pansion. The rest may have resulted from
an increase in the number of women eli-
gible for coverage as a result of the effects
of economic recession. 

In contrast to the sharp increase in
Medicaid’s role in financing births, the
proportion of births covered by private in-
surance remained nearly the same over
the study period. This finding may allay
concerns that the Medicaid expansion
served to “crowd out” private insurance.8
An upper-bound estimate of the substi-
tution of public coverage for private cov-
erage is the total decline in private deliv-
eries (2,800) divided by the total increase
in Medicaid deliveries (22,000)—a differ-
ence of about 13%. (This is an upper
bound because some of the decline in pri-
vate insurance coverage might have oc-
curred in the absence of the expansion, as
a result of the downward trend in private
coverage over this time period.9 In addi-
tion, the recession might have increased
the number of women eligible for Medic-
aid by drawing from those previously re-
lying on private insurance.)

Therefore, the Medicaid expansion pri-
marily covered either the uninsured or re-
placed other sources of public third-party
coverage (e.g., other Federal and state pro-
grams that pay for patients’ care). Al-
though our data do not permit us to dis-
tinguish between these two groups of
“others,” data from the NMIHS in Flori-
da show that during the baseline period,
two-thirds of those without Medicaid or
private insurance (about 33,000 women)
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Table 1. Number and percentage distribution of deliveries, and
percentage change between years, by primary payment source,
Florida, 1988–1989 and 1991

Source July 1988–June 1989 1991 % change

N % N %

Private insurance 91,948 48.7 89,108 46.1 –3.1
Medicaid 47,413 25.1 69,643 36.0 46.9

AFDC 30,107 36,145 20.1
Expansion 14,271 30,434 113.3
Other* 3,035 3,064 1.0

Other payer† 49,432 26.2 34,541 17.9 –30.1
Total 188,793 100.0 193,292 100.0 2.4

*Includes medically needy and other eligibility categories. †In this and all subsequent tables,
the “other payer” category includes other nonprivate third-party payers and the uninsured. 


