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1. Medicaid Expansion enrollment = function of (eligibility, benefits, enrollment 
incentives and rate, provider acceptance)

2. Exchange enrollment = function of (federal subsidies, mandate penalties, 
eligibility, benefits, enrollment incentives, rates, provider acceptance)

3. Employer coverage = function of (labor markets, wage/benefit mix, penalties, 
subsidies, new Exchange and Medicaid opportunities, mandated expansion of 
coverage to children up to age 26)

4. Other private coverage = function of (transfer of individual, non-group market to 
new Exchange)

5. Reduction in uninsured = movement to Medicaid, subsidized Exchange, new 
employer sponsored health insurance



In contrast to Alaska, with a net enrollment gain on the order of 38 thousand (4.9% 
of the population) and State spending increases expected on the order of $112 
million as a result of the PPACA (2014-2019), the net new enrollment in Medicaid 
for New York state, where the state had previously expanded eligibility – but kept 
provider payment rates low, is estimated at 180 thousand (0.9% of population); 
including 120 thousand newly eligible and 60 thousand previously eligible.  When 
combined with other shifts in coverage and spending and CHIP cost shifting effects, 
New York is expected to spend around $11 billion less on Medicaid as a result of the 
PPACA (2014-2019).
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Review after spreadsheets and charts have been updated.
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Review after spreadsheets and charts have been updated.
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Add bullet to describe GDP projection methodology
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June 2011 Update:
1. Revise 2010 estimate to reflect Personal Health Care Expenditures – does not include 

administrative overhead
2. Revise 2010-2020 growth rates to reflect most recent CMS projections which include reductions 

in growth rate associated with 2009-2011 economic slow down
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Update



17



18

Double check American Community Survey for updates



19



20

Review and revise to match updated spreadsheet calculations
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Check for MEPS data updates

Consider adding a slide to show how the small business tax credits and insurance 
costs compare between AK and MT, circa 2011-2013, for two or three illustrative 
small businesses.
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Please note that rural and some near rural hospitals have exemptions and transitional 
support which mitigates the potential depth of the reductions in the Medicare 
provider payment updates.

These reductions are concentrated in urban markets.
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For more details on concerns related to Senior Access please see UAA ISER 
Research Matters #48, Primary Care for Older Alaskans:  Access and Options
Available at:   
http://www.iser.uaa.alaska.edu/Publications/Medicaresummaryfinal.pdf 
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Section 1202 provides for two years (2013-2014) of federal funding to pay for bumping Medicaid rates up to 
Medicare rates for primary care providers.
The chart above illustrates the size of the potential Medicaid primary care rate increases based on 
Medicare/Medicaid reimbursement ratios for primary care data from the Urban Institute 2008 Medicaid 
Physician Survey.
Alaska, Wyoming, Idaho, North Dakota, Oklahoma, Delaware are not expected to receive material federal 
support under the Medicaid primary care provider “bump up to Medicare” provision since these states already 
provide Medicaid rates that roughly meet or, in the case of AK and WY, exceed Medicare rates.
Conversely, states with relatively low Medicaid reimbursement rates compared to Medicare are in line to receive 
significant increases in Medicaid reimbursements for primary care for 2013-2014.  See for example NY, RI, NJ, 
CA, FL, IL, MN, MI, IN, and PA.  In New York, the federally funded Medicaid to Medicare bump up on 2009 
reimbursement rates for the most common procedures amounts to a bump up from $150/hour to $285/hour, an 
increase of $135/hour for primary care physicians seeing Medicaid patients.
CBO estimates the Medicaid primary care provider “bump up to Medicare” provision (section 1202) will amount 
to $8.3 Billion.  CMS estimates the Medicaid primary care provider “bump up to Medicare” provision (section 
1202) will amount to $10.6 Billion.
The value of the bump up is roughly equivalent to 15,000 primary care provider FTE’s in each of the years 2013-
2014 or roughly equivalent to the amount of physician FTE’s that would be required to cover the national 
Medicaid expansion slated to begin in 2014 based on national average FTE compensation and panel size.
To the extent that a practice group was looking to build their practice capacity in advance of the Medicaid 
expansion and Exchange (Individual Mandate + Business Pay or Play) scheduled for 2014, the income associated 
with the Medicaid bump up to Medicare reimbursement rates for primary care procedures provided by primary 
care providers might be reinvested in the practice to expand the facility, retain physicians/nurse practitioners, 
recruit new physicians/nurse practitioners.  It would seem that those practices in large pct bump up (Medicaid to 
Medicare) States would have a head start on Alaska practices due to large increment in revenue that they could 
reinvest in the practice if they chose.


