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Health Centers and Medicaid

Both Medicaid and health centers improve access to care for the nation’s medically underserved. Medicaid is the largest source
of health insurance for low-income and disabled people, while health centers ensure that over 22 million underserved
patients! have access to primary and preventive care. Also known as Federally-Qualified Health Centers (FQHCs), health
centers care for more than 1 in 7 Medicaid beneficiaries nationally.* A recent groundbreaking study has shown that in areas
with greater health center funding, people with Medicaid are less likely to delay seeking care due to cost, more likely to
have a usual source of primary care, and are less likely to rely on the emergency department (ED) for care.?
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that health centers produce Medicaid savings by reducing unnecessary, avoidable, and wasteful use of health resources.®> As a
result, health centers save the federal-state Medicaid program $6 billion annually.®

e Texas health center patients cost on average $384 less than Medicaid patients in other office-based provider settings.”
Michigan health centers save the state $44.87 per member per month in Medicaid spending.?

e A California Medicaid managed care study found that health center patients have 64% lower rates of multi-day hospital
admission, 18% lower rates of ED visits, and only one-fourth total inpatient bed days compared to other patients.®

e A Colorado study found that health center Medicaid patients use costly hospital-related services significantly less than
other Medicaid patients seen by private providers.*

o Infour states, Medicaid beneficiaries who rely on health centers for usual care are 19%o less likely to use the ED and 11%
less likely to be hospitalized for preventable conditions compared to those relying on other providers.!
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In 2012, this per-visit Medicaid payment represents 38% of
total revenue — health centers’ largest source of revenue and
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the uncompensated care gap associated with serving Medicaid patients (Figure 2). Given health centers’ slim operating
margins and federal requirements to see all patients regardless of ability to pay and to provide a sliding fee scale and mandatory
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services to their patients, further erosion of the Medicaid reimbursement rate will threaten health center solvency. Even though
health centers’ Medicaid payments do not cover the full cost of seeing their Medicaid patients, it is still a highly cost-effective
use of Medicaid funds and a reliable source of payment without which health centers’ viability would be at significant risk.
Health centers’ Medicaid payment structure supports their unique model of care and ensures that health center grant revenues
can be dedicated primarily to caring for the uninsured rather than subsidizing care for Medicaid patients.

Table 1. Medicaid Population and Expenditures
Accounted for by Community Health Centers By State, 2012

% of State

Health Center

% of State

Health Center

Medicaid Medicaid Medicaid Medicaid
State Population Revenue as % State Population Revenue as %
Served by of Total Served by of Total
Health Medicaid Health Medicaid
Centers Expenditures Centers Expenditures
Alabama 11% 0.8% Montana 13% 1.1%
Alaska 22% 3.0% Nebraska 9% 0.5%
Arizona 13% 1.9% Nevada 6% 0.4%
Arkansas 8% 0.6% New Hampshire 13% 1.0%
California 17% 2.2% New Jersey 21% 1.0%
Colorado 30% 2.9% New Mexico 15% 1.3%
Connecticut 34% 2.4% New York 16% 1.2%
Delaware 8% 0.6% North Carolina 6% 0.4%
District of Columbia 41% 2.2% North Dakota 12% 0.6%
Florida 14% 1.3% Ohio 10% 0.6%
Georgia 5% 0.4% Oklahoma 8% 0.7%
Hawaii 28% 4.3% Oregon 24% 3.3%
Idaho 12% 1.1% Pennsylvania 14% 0.7%
lllinois 23% 2.3% Rhode Island 31% 2.1%
Indiana 12% 1.0% South Carolina 15% 1.0%
lowa 17% 1.1% South Dakota 15% 1.1%
Kansas 12% 0.6% Tennessee 9% 0.7%
Kentucky 11% 1.0% Texas 7% 0.7%
Louisiana 9% 0.6% Utah 7% 1.0%
Maine 19% 1.6% Vermont 25% 2.0%
Maryland 15% 1.5% Virginia 7% 0.4%
Massachusetts 22% 1.5% Washington 31% 4.4%
Michigan 14% 1.5% West Virginia 28% 1.9%
Minnesota 9% 0.6% Wisconsin 17% 2.6%
Mississippi 14% 0.7% Wyoming 3% 0.3%
Missouri 23% 1.6% United States 15% 1.4%

Note: Based on NACHC Analysis of 2012 Uniform Data System and Monthly Medicaid Enrollment June 2012 and Kaiser Commission on Medicaid and the Uninsured, and
Urban Institute FY2012 estimates based on data from Centers for Medicare and Medicaid Services HCFA-64 reports. Kaiser Family Foundation StateHealthFacts.org.
Distribution of Total Medicaid Spending, FY2012. http:/kff.org/medicaid/state-indicator/total-medicaid-spending/#
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