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Abstract

Medicaid is integral to public health because it insures one in five Americans
and half of the nation’s births. Nearly two-thirds of all Medicaid recipients
are currently enrolled in a health maintenance organization (HMO). Pro-
ponents of HMOs argue that they can lower costs while maintaining access
and quality. We critically reviewed 32 studies on Medicaid managed care
(2011–2019). Authors reported state-specific cost savings and instances of
increased access or quality with implementation or redesign of Medicaid
managed-care programs. Studies on high-risk populations (e.g., disabled)
found improvements in quality specific to a state or a high-risk population.
A unique model of managed care (i.e., the Oregon Health Plan) was associ-
ated with reduced costs and improved access and quality, but results varied by
comparison state. New trends in the literature focused on analysis of auto-
assignment algorithms, provider networks, and plan quality.More analysis of
costs jointly with access/quality is needed, as is research on managing long-
term care among elderly and disabled Medicaid recipients.
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INTRODUCTION

TheMedicaid program now serves almost 1 in 5 Americans, costing the nation just over $600 bil-
lion in 2017 (23).This 2017 funding was shared by the federal government at $375 billion and state
governments at $230 billion (6). Since the inception ofMedicaid in 1965, states have operated their
programs subject to federal eligibility and benefits guidelines. In the 1980s, federal policies helped
to promote amove away from fee-for-service (FFS) and towardmanaged-care paymentmodels (1).
The financing and functioning of the Medicaid program are integral to public health as the pro-
gram not only covers the poorest and most ill/disabled but also pays for half of all births in the na-
tion. It is also the principal source of financing for long-term care services in theUnited States (25).

Initially, states usedmanaged care to target pregnant women, children, and families, all of which
are low-cost populations. States’ use of comprehensive managed care increased with state-wide
expansions, mandatory enrollment, and inclusion of long-term care in services covered. Conse-
quently, a wider array of Medicaid recipients now receives a larger scope of their benefits through
managed care. For the last ten years, half or more of the aged and disabled Medicaid recipients
were enrolled in comprehensive managed care (7, 24). This growth has coincided with a shift to-
ward administering benefits using fully capitated health maintenance organizations (HMOs) (10).
As of today, nearly two-thirds of all Medicaid recipients are enrolled in an HMO. The Affordable
Care Act’s (ACA’s) expansion was a major contributing factor in this growth; more than 80% of
newly eligible adults were enrolled in a managed-care program, and a majority of those programs
use HMOs to administer Medicaid benefits (21).

Early proponents ofmanaged care argued that private insurers would bemore effective at deliv-
ering higher-quality care and at reducing the cost of care. States also desired budget predictability
(26).While there are incidences of success, research evaluating managed-care programs show that
these initial hopes were largely unfounded. In his 2012 review, Sparer (46) summarized findings
on the effect of Medicaid managed-care programs on costs, access, and quality of care. He con-
cluded that there was evidence of small savings from Medicaid managed care at the national level
and that there was some success at the state level. In terms of access, Sparer reported that Med-
icaid managed care could and sometimes did provide beneficiaries with improved access, but the
scope and extent of such improvements varied across states. Although heterogeneity across state
programs made generalizing findings a challenge, state programs often served as laboratories for
testing new methods of service delivery. Lastly, Sparer noted that few studies carefully examined
the effectiveness of disease and care management programs, and even fewer used Healthcare Ef-
fectiveness Data and Information Set (HEDIS) measures to evaluate quality improvement.

The recent growth in size and evolution in design of state managed-care programs make it an
opportune time to again review the literature on Medicaid managed care. In this article, we adopt
Sparer’s cost, access, and quality framework but augment our review in three critical ways. First,
we consider to what extent the literature analyzes costs in conjunction with quality and access
outcomes in order to assess changes in efficiency. Second, we acknowledge that researchers are
shifting their work to focus on specific components of mandatory-enrollment, HMO managed-
care programs that can offer insights on the inner workings of managed care rather than focusing
solely on whether the programs deliver on intended goals. This shift in the literature perhaps
signals a recognition by researchers that Medicaid managed care is here to stay and that there is
a need for research that can inform policy makers’ efforts to design and manage their programs.
While the work on understanding design elements is still limited, we believe that this is a trending
and important area of research and have included it in our review. Third, throughout the litera-
ture we notice a change in the populations studied that reflects the recent inclusion of high-risk
enrollees in managed-care programs. To highlight this aspect of the literature, we denote specific
patient groups studied for papers included in our review.
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Table 1 Summary of studies analyzing the effects of Medicaid managed care on costs

Authors
Geographic

scope of sample
Population
studied Data years Main findings

Dranove et al. (9) 29 states Medicaid
recipients

2010–2016 Cost savings: reduction in drug spending.
Comment: exploits Medicaid managed care
incentive to carve in drug benefits.

Healy-Collier
et al. (18)

25 states Children with
type 1 diabetes

2008–2011 Cost savings: reduction in hospital readmissions.

Hu et al. (19) Florida Medicaid
recipients

2010–2015 Cost savings: reduction in potentially preventable
emergency department visits.

Maeng et al. (29) Pennsylvania Geisinger
enrollees

2013–2014 Cost saving: reductions in inpatient and
outpatient spending.

Comment: savings partially offset by prescription
drug costs.

Palmer et al. (40) Kentucky Foster children 1999 Cost savings: reductions in monthly outpatient
spending.

Comment: conditional on using outpatient care.
Park (41) Florida Medicaid

recipients
2006–2012 Cost savings: reductions in length of stay and

inpatient costs.
Comment: smaller under concentrated market.

Perez (42) United States Medicaid
recipients

1998–2008 Cost predictability: no change in budget
predictability.

APPROACH

We include only peer-reviewed studies found in the published literature (PubMed, EconLit, Na-
tional Bureau of Economic Research working papers) since the Sparer review (2011 forward).Our
search for literature was conducted between January and May 2019 and yielded 32 articles. We
discuss studies broken down by results on (a) costs, (b) access, (c) quality, and (d) efficiency (see
Tables 1–4 for summaries). We note that in some instances studies measured costs in per mem-
ber per month (PMPM) payments, others analyzed reductions in costly events such as emergency
room visits (ER), and some others used standardized expenditures. For the purpose of our review,
we categorize studies on access as those evaluating realized access to care such as utilization of pri-
mary care, potential access to care such as usual source of care, and avoidable ER use as reflective
of poor access. In contrast, we specify studies on quality of care as thosemeasuring appropriateness
of care, actual health outcomes, evidence of coordinated care, and measures of utilization specific
to high-risk populations or the management of chronic conditions. We categorized efficiency
analysis as research combining cost-access or cost-quality questions.We defined an efficiency im-
provement under two possible scenarios: (a) reduction in costs, with access or quality remaining
unchanged or improved; or (b) no change in costs, with an improvement in access or quality.

COSTS

In 2013, a national study byDuggan&Hayford (11) reported, on average,no improvements in cost
savings coming from Medicaid managed care across states, as previously discussed by Sparer. In
response to this finding, Perez (42) explored whether Medicaid managed care offers governments
a means to improve budget predictability rather than reducing total costs. Although she found
no evidence that fully capitated programs improved budget predictability (42), she acknowledges
that while her data covered the majority of Medicaid enrollees, it was concentrated on people with
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Table 2 Summary of studies analyzing the effects of Medicaid managed care on access

Author(s)
Geographic scope

of sample
Population
studied Data years Main findings

Chorniy et al. (8) South Carolina Children with
ADHD or
asthma diagnosis

2005–2015 Increased access: improved access to primary
and preventive care.

Dranove et al. (9) 29 states Medicaid
recipients

2010–2016 No change in access: prescription per enrollee
is unchanged.

Hu et al. (19) Florida Medicaid
recipients

2010–2015 Increased access: lower growth in ACSC
inpatient visits.

Marton et al. (30) Kentucky Children 1997–1999 Decreased access: reduced monthly
professional visits by a smaller degree for
nonwhites.

Marton et al. (31) Kentucky Medicaid
recipients

1997–1999 Differences in access reductions: utilization
varied by plan.

McConnell et al.
(33)

Oregon, Colorado Medicaid
recipients

2010–2014 Increased access: improved access in three out
of four access measures.

McConnell et al.
(34)

Oregon,
Washington

Medicaid
recipients

2011–2014 Decreased access: primary care visits
decreased.

Ndumele et al.
(38)

13 states and DC Physicians 2010–2015 Unclear difference in access: network varying
across HMOs.

Ndumele et al.
(36)

10 states Medicaid
recipients

2005–2011 No change in access: specialty access
standards did not lead to increased access.

Oakley et al. (39) Oregon Pregnant women 2011–2013 Increased access: increased use of prenatal
care in the first trimester.

Comment: no valid control group.
Palmer et al. (40) Kentucky Foster children 1999 Decreased access: reductions in the

probability of receiving any monthly
outpatient services.

Sommers et al.
(45)

Arkansas,
Kentucky, Texas

Potential Medicaid
recipients

2013–2014 No change in access: all but one measure of
access not statistically different between
state plans.

Abbreviations: ACSC, ambulatory care–sensitive condition; ADHD, attention-deficit hyperactivity disorder; DC, District of Columbia; HMO, health
maintenance organization.

stable spending patterns. The exclusion of high-risk populations potentially reduced the extent of
variation in the underlying costs that ultimately drive budgets. In contrast,Healy-Collier et al. (18)
used more timely data and compared youths with a high-risk condition (type 1 diabetes) in FFS
versus managed care. They found substantial cost savings from managed-care enrollment (18).

To date, there are no other national cost studies on high-risk populations and/or budget pre-
dictability. Rather, we see a growing body of research on state-specific implementations. Florida,
for example, enforced mandatory statewide managed-care enrollment in 2014. This transition led
to significant cost savings owing to a decrease in preventable ER visits. Researchers also found
that these reductions were smaller for white recipients (20).

The increase in mandatory statewide managed-care initiatives has also generated questions
about how different plans achieve cost savings. An evaluation of Pennsylvania’s Geisinger health
plan showed that the plan administrators’ focus on proactive and data-driven case management
processes generated inpatient savings,whereas their advancedmedical home partnerships between
managed-care organizations and clinical providers significantly reduced outpatient costs (29).This
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Table 3 Summary of studies analyzing the effects of Medicaid managed care on quality

Author(s)
Geographic

scope of sample Population studied Data years Main findings
Ndumele et al.
(37)

United States Plans 2006–2014 Increased quality: plans that left MMC markets
had lower performance in quality of care.

Ndumele et al.
(38)

13 states and DC Physicians 2010–2015 Evidence of poor-quality care: narrow networks
associated with continuity of providers.

Gilchrist-Scott
et al. (12)

United States Children 2011–2012 Difference in quality: Care coordination may be
more effective in PCCM than HMO
structures.

Comment: descriptive comparison with
state-level data.

Healy-Collier
et al. (18)

25 states Children with type 1
diabetes

2008–2011 Increased quality: reductions in 90-day
readmissions.

Hu et al. (19) United States Children 1999–2011 Increased quality: improvements in childhood
vaccination rates.

Kuziemko et al.
(28)

Texas Children 1993–2001 Mixed-quality evidence: infant mortality
increased among births to black mothers and
fell among births to Hispanic mothers.

Chorniy et al. (8) South Carolina Children with
ADHD or asthma
diagnosis

2005–2015 Decreased quality: increases in preventable
hospitalizations and ED visits.

Gordon et al.
(13)

United States Providers 2018 Understanding poor quality: provider
perspectives on quality care.

Batra et al. (2) United States Pregnant women 2016 Understanding poor quality: identifying
barriers to timely progesterone provision.

Graham &
McDonnell
(16)

United States Medicaid seniors and
disabled

2010–2011 Mixed-quality evidence: self-reported quality
varied by health risk.

Bowers et al. (5) Midwestern state Medicaid disabled 2015 Evidence of quality care: positive enrollee
experiences with care coordinators related to
positive enrollee health services appraisals
and fewer unmet health care needs.

Hatef et al. (17) Maryland Medicaid diabetic
population

2010–2012 Quality improvement: improved rate of annual
diabetic eye exams using new technology.

Comment: single health system.
McDonnell &
Graham (35)

California Medicaid recipients 2012 Difference in quality: auto-assigned
beneficiaries reported less-positive
experiences.

McConnell et al.
(33)

Oregon,
Colorado

Medicaid recipients 2010–2011 Increased quality: improved on measures of
avoidable ED visits, acute PQI preventable
hospitalizations, and avoidance of imaging for
uncomplicated headache.

McConnell et al.
(34)

Oregon,
Washington

Medicaid recipients 2011–2014 Increased quality: improvements in two of five
measures of low-value care.

Marton et al.
(32)

Kentucky Medicaid recipients 2010–2012 Mixed-quality evidence: highest-cost
individuals more likely to switch plans.

Comment: quality defined on the basis of
differences in capitation rates.

(Continued)
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Table 3 (Continued)

Author(s)
Geographic

scope of sample Population studied Data years Main findings
Bindman (4) California Plans 2015 Difference in quality: public health plans

consistently had higher quality.
Sommers et al.

(45)
Arkansas,

Kentucky,
Texas

Potential Medicaid
recipients

2013–2014 No difference in quality: no statistical difference
by state plan across quality measures

Gordon et al.
(14)

Northeastern
state

Medicaid recipients 2011–2016 No difference in quality: forced plan
reassignment did not adversely affect
continuous enrollment.

Comment: explicit natural experiment.
Schwartz et al.

(43)
United States Medicaid individuals

diagnosed with
SMI

1999–2010 Unclear quality evidence: states with higher
Medicaid managed care penetration have
lower spending on SMI drugs.

Comment: pharmaceutical benefits carved out.

Abbreviations: ADHD, attention-deficit hyperactivity disorder; DC, District of Columbia; ED, emergency department; HMO, health maintenance
organization; MMC,Medicaid managed care; PCCM, primary care case management; PQI, patient quality improvement; SMI, severe mental illness.

type of research starts to provide clues to pathways to achieve cost reductions but may be specific
to the health plans studied.

ACCESS

Many of the studies exploring access in managed-care plans compare different models and their
effects on utilization. Much of this work is focused on Kentucky. The state initially experimented
with single-plan HMO programs in 1997 that were centered, respectively, around Louisville and
Lexington. The Louisville plan used capitated payments and outsourced administrative responsi-
bilities,whereas the Lexington plan used FFS reimbursements and handled administrative respon-
sibilities internally. Both plans experienced reductions in outpatient utilization, but the Lexington
HMO plan had more modest reductions accompanied by an increase in professional utilization

Table 4 Summary of studies analyzing the effects of Medicaid managed care on efficiency

Author(s)
Geographic

scope of sample
Population
studied Data years Main findings

McConnell et al.
(33)

Oregon,
Colorado

Medicaid
recipients

2010–2011 Increased efficiency: CCOs in Oregon improved
efficiency.

Comment: capacity constraints may have
impeded improved access.

McConnell et al.
(34)

Oregon,
Washington

Medicaid
recipients

2011–2014 Increased efficiency: CCOs in Oregon improved
efficiency.

Comment: capacity constraints may have
impeded improved access.

Dranove et al. (9) 29 states Medicaid
recipients

2010–2016 Increased efficiency: the carve-in of drug benefits
allowed HMOs to improve efficiency.

Comment: savings were larger in states where
HMOs could create their own formularies.

Abbreviations: CCO, coordinated care organization; HMO, health maintenance organization.
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(31, 40). Subgroup analysis of changes in utilization by race showed that reductions in professional
visits were smaller for nonwhites (30). The Lexington HMO using FFS eventually collapsed and
returned to traditional FFS Medicaid. The capitated Louisville HMO remained unchanged until
Kentucky transitioned to a statewide comprehensive program in 2011 (31). The Louisville HMO
then entered the new HMO marketplace and expanded coverage throughout the state. A recent
comparison of Kentucky’s HMO program with Arkansas’s private option program concluded that
there were no significant differences in access improvements (45).

In addition to research on the Kentucky plans, research on Oregon’s innovative approach to
managed care has also considered changes in access. In 2012, Oregon transitioned to a global
budgets model, in which coordinated care organizations (CCOs) accepted full financial risk for
their enrollees. This change was expected to improve access by increasing CCO incentives to pro-
vide timely preventive care. Indeed, in a prepost treatment analysis of pregnant women, Oregon’s
coordinated care model showed improved access to timely prenatal care (39).

On the other hand, between-state comparisons found mixed results on access. When Oregon
was compared with Colorado’s model (which did not impose downside financial risk on providers
or CCOs), there was an increase in access to wellness visits for children and adolescents as well as
improved adult access to preventive ambulatory care (33). But when Oregon was compared with
Washington’s managed-care model, there were reductions in children’s primary care and adults’
access to preventive ambulatory care (34).

HMO-focused literature includes research that offers new insights on access in these programs.
HMOs reduce medical costs by requiring their enrollees to access care from in-network providers.
Barriers to proprietary provider network data have until recently stymied efforts by researchers to
evaluate whether HMO networks allow Medicaid recipients to adequately access care. After con-
structing an original,multistate data set using state-program data,Ndumele et al. (38) showed that
some HMOs use narrow network plans. The researchers do not explicitly test, however, whether
narrow network plans are linked to reduced access to care. Others have criticized the quality of
network data used by states to evaluate access to care (3).

In an attempt to control the possible negative effects of narrow networks, the Centers for
Medicare and Medicaid Services (CMS) required all managed-care organizations to implement
time and distance specialty access standards in 2018. Time standards require appointments with
professionals to be scheduled within a specific time frame, while distance standards establish a
maximum distance or time an enrolleemust commute to receive specialty care. A recent evaluation
of state-specific regulations concluded that this policy alone is unlikely to lead to specialty access
improvements. The authors note that efforts to continuously monitor or evaluate plan networks
are further hindered because not all states mandatorily require, or even request,HMOs to disclose
network data (36).

QUALITY

Much of the recent literature on quality of care focused on high-risk populations enrolled in
managed-care programs. The populations studied include seniors, individuals with serious mental
illnesses, diabetics, asthmatics, and individuals with disabilities. Like the previous literature, state-
specific studies vary by target populations and findings. Some of the variation is due to state-
specific policies. For example, South Carolina offers supplementary payments for individuals with
some high-risk or chronic conditions, incentivizingHMOs to diagnosemore individuals.Research
on South Carolina’s program found that the introduction of managed care increased asthma and
attention-deficit hyperactivity disorder (ADHD) diagnoses but also the utilization of nonurgent
ER services, indicating that follow-up access to quality care for these conditions was lacking (8).
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Alternatively, multistate studies offer insight on average state-level effects of managed care on
high-risk populations. Even here, results vary by high-risk populations and even within high-risk
groups. One multistate study found improved quality with reductions in readmissions for chil-
dren with type 1 diabetes (18), whereas a national study found that self-reported quality varied
by the severity of health risk conditions among seniors and disabled individuals (16). A study
using state-level data reported some association between prescription utilization for serious men-
tal illnesses and managed-care penetration rates. Because most states carved out pharmaceutical
benefits, the authors argued that the results reflect a failure to coordinate medication adherence
by HMOs, leading to a decrease in necessary psychiatric medications (43). The authors did not
account, however, for variation in access to prescribing providers, which could also explain differ-
ences in medication utilization.

Care coordination’s role in quality improvements is a topic frequently discussed in the recent
literature. A national-level comparison of primary care case management (PCCM) and HMO
structures suggested that the latter was less effective at coordinating care (12). Challenges facing
the coordination of medical and pharmaceutical benefits within HMOs were reflected in a recent
study on barriers to timely initiation of progesterone in pregnant Medicaid-insured women. Pro-
gesterone therapy is acknowledged as an evidence-based intervention that can reduce the risk of
recurrent preterm births, an outcome that has long-term implications for population health. In
survey responses, HMOs cited providers’ lack of knowledge of clinical indicators for prescribing
progesterone therapy and uncertainty in plan coverage among drug brands as factors associated
with low adherence to recommended guidelines (2).Medicaid recipients appreciate the difference
coordinated care can make when it is done well. A survey of disabled individuals showed that pos-
itive experiences with care coordinators were associated with increased overall satisfaction and
fewer unmet health needs (5).

The literature on quality also reflects evidence of experimental efforts to improve quality
of care implemented by states, providers, and plans. In a 2016 study, Hu et al. (19) found that
managed-care plans adopting pay-for-performance (P4P) programs improved the 4:3:1:3:3:1 se-
ries vaccination rates among children. These standard vaccinations include DTaP, IPV, MMR,
Hib, Hep B, and varicella. Given that financial incentives alone may not be sufficient in op-
timizing outcomes, plan administrators are experimenting with technical innovations to im-
prove quality of care. In 2011, the Johns Hopkins HealthCare plan improved early screen-
ing for diabetic retinopathy, which without timely intervention is a leading cause of blindness.
The plan introduced nonmydriatic cameras1, which allowed diabetic patients to get their annual
screening when visiting their primary care physician rather than having to seek specialist care
(17).

New trends in the literature also considered quality variation within HMOmanaged-care pro-
grams. Researchers have shown that algorithms used to auto-assign Medicaid recipients to plans
do not produce optimal matches (32, 35). Evidence also indicated that high-risk recipients were
more likely to switch to higher-quality plans than were low-risk recipients. The latter potentially
undermines market viability over the long term.

To the best of our knowledge, no evidence has documented market failure due to adverse se-
lection in Medicaid programs. But researchers have reported evidence that failure to adequately
risk-adjust payments can distort HMO behavior in ways that undermine program goals. For ex-
ample, evidence from Texas suggests that HMOs may have engaged in strategic efforts to disen-
roll pregnant African American women who are at higher risk of pregnancy complications.HMOs

1An ophthalmic instrument used to capture high-resolution color and monochrome images of the retina and
the anterior segment of the human eye.
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operating in areas with larger African American populations were also less likely tomarket benefits
for pregnant women, possibly to avoid their enrollment (28). Evidence from California’s program
raises similar concerns. In California, private HMOs (excluding Kaiser plans) consistently offered
lower-quality service when compared with public health plans, which may have helped the private
HMOs to avoid high-risk enrollees (4).

Although researchers have offered theoretical models that rationalize HMO efforts to avoid
high-risk patients by offering inferior quality (28), these models have yet to be tested empirically.
Fortunately, a study using state-level panel data shows that over time it is lower-quality plans that
are more likely to exit state marketplaces (37); it is not known, however, if these exits are due
to long-term market forces or to tightening regulatory oversight. Whether such adjustments in
the HMO market resolve the kind of racial disparities evidenced in the aforementioned Texas
study is an area for future research. Because there was no evidence of changes in quality among
plans remaining in state markets (28), increases in Medicaid HMO market concentration may
not necessarily harm Medicaid recipients. The only other study on this topic reported a negative
association between the number of HMOs operating in the local area and hospital length of stay
in Florida (41).

EFFICIENCY

Next, we discuss evidence of changes in program efficiency due to managed care by jointly as-
sessing costs, access, and quality. Two Oregon studies provided insight on efficiency but are based
on newer models of managed care. Oregon’s CCOs use accountable care organizations (ACOs) in
conjunction with global budgets and more downside financial risk than does Colorado, but both
incorporate elements of traditional (i.e., HMO) managed care with ACOs.When compared with
Colorado, Oregon’s CCOs appeared to improve efficiency, as cost declines in Oregon were no
different from Colorado’s and several measures of access and appropriateness of care improved
(33). When Oregon was compared with Washington (traditional HMOs), results indicated lower
costs, as well as improvements in some measures of access (reductions in avoidable ER visits)
and appropriateness of care (unnecessary cervical cancer screening). However, as in the Colorado
comparison, these authors found reductions in the key access measures of primary and preventive
care (34). Thus, Oregon’s newer model of managed care may improve efficiency but only with the
caveat that lower primary/preventive care reflects strained provider capacity in Oregon, which
experienced much larger increases in enrollment under the ACA than did the comparison states
(33, 34). Given the short pre and post time periods used in these studies, longer follow-up data
would be informative.

An interesting new pathway for improved efficiency is the incentive introduced under the ACA
that encourages states to carve in drug benefits in their managed-care contracts. A multistate study
by Dranove et al. (9) offers empirical evidence of decreases in spending on drugs, with utilization
remaining unchanged. The savings are related to lower point-of-sale prices at pharmacies for
identical drugs and greater use of generic substitutes and therefore imply efficiency gains. Savings
were larger in states in which HMOs were allowed to create their own formularies for Medi-
caid patients (9), which raises concerns about HMOs cherry-picking enrollees and merits further
research.

CONCLUSIONS AND DISCUSSION

In the years since Sparer’s review, the literature on Medicaid managed care has grown to reflect
the design of modern managed-care programs. In particular, researchers have made considerable
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gains in empirically evaluatingmanaged-care programs administering benefits to high-risk patient
groups. Studies from different states and on different high-risk populations suggested that quality
of care can improve under managed care, but substantial caveats remain. Transitioning high-risk
enrollees to managed care in itself can have implications for the quality of care (16). Also, the
variability in results across high-risk groups cannot be disentangled from differences in state-
specific programs, also noted by Sparer. More work using national data or additional states is
needed to generalize findings and additional analysis exploring the efficiency effects of including
high-risk populations.

We find that several key gaps remain in the literature. In general, the literature should increase
its focus on achieving efficiencies with Medicaid managed care. More recent studies did exam-
ine costs in conjunction with access and/or quality, but these were focused on one state’s unique
managed-care model.Obtaining greater value for the health care dollar is critical to the goal of in-
suring all individuals while slowing the ever-increasing rate of expenditures on health care.While
achieving efficiency in the Medicaid program may be more difficult owing to the nature of the
populations it serves, states’ innovations in the area of Medicaid managed care must be critically
evaluated by researchers because there is the potential for research to identify best practices in
managing the care of Medicaid beneficiaries.

Discerning the effects of using managed care to administer long-term care services is needed.
Almost half of the states use managed care to provide some long-term services and supports
(MLTSS) under Medicaid; the total number of MLTSS programs more than doubled from 2012
to 2017 (22). In trying to better coordinate care for the aging and disabled populations included in
these programs, some states have engaged in mandatory enrollment, while others have not; most
states experimenting in this area have carved out institutional care at this time. By developing
MLTSS programs, Medicaid is seeking the same goals of improved access and quality at lower
costs as they do for other Medicaid recipients. While these are high-cost populations and much
can be gained from coordinating care between the Medicaid and Medicare programs, cost-based
research focusing on the incorporation of long-term services into some form of managed care is
lacking.

Another gap relates to understanding the effects of the 2016 CMS directive that encouraged
Medicaid HMOs to offer recipients nonmedical benefits to address social factors that could im-
prove health outcomes and lower medical costs. Typically referred to as social determinants of
health (SDOH), these factors include access to healthy food, income security, stable housing, and
affordable transportation. HMOs may have some incentive to offer recipients nonmedical ben-
efits, but it may be unrealistic to expect significant effects without additional reforms. If payoffs
from investing in SDOH occur primarily in the long term, HMOs may not realize sufficient
benefits among active enrollees to justify these costs (27). Even if Medicaid recipients remain
continuously enrolled, tight budgets may not offer slack for investments that generate returns
over time (44). In surveys, HMOs report enthusiasm for SDOH benefits but stress the need
for more organizational reforms and additional funding (15). In addition to Oregon, New York
and Minnesota have already embraced reforms to encourage SDOH benefits. Research on ar-
eas for SDOH investments, different state initiatives, and their effects on efficiency is certainly
needed.
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