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Abstract 

Medicaid is a health insurance program funded jointly by federal and state governments. Each 
state sets its own terms on eligibility, benefits, and particularities. In general, Medicaid provides 
health coverage for nonelderly adults who fall under certain income levels based on the Federal 
Poverty Level (FPL). One of the major provisions of The Patient Protection and the Affordable 
Care Act (ACA) included having state governments increase the income threshold for Medicaid 
eligibility to up to 138% of the FPL by January 2014 or risk losing federal funding for current and 
future Medicaid recipients. However, a subsequent supreme court case made this provision 
optional. As of 2020, Missouri’s legislature has continually opted out of expansion, missing out 
on billions of federal funding in the process. This study aimed to evaluate the effects of expansion 
on various economic and health related outcomes in Arkansas and Colorado in comparison to 
Missouri, which decided to opt out of the program. Data was collected from 2013-2015 that 
examined the following: the rate of the uninsured among non-elderly adults, uncompensated care 
costs, preventive care, and impact on state budget in Arkansas, Colorado, and Missouri. While 
data from 2009-2015 assessed the coverage disparities between urban and rural counties in 
expansion and non-expansion states. Arkansas and Colorado both cut the rate of the uninsured by 
half, upon implementation of Medicaid expansion while Missouri experienced a 2% decrease in 
the same time frame. The disparity in coverage amongst rural and urban populations have 
narrowed significantly in Arkansas and Colorado while it has widened in Missouri. Arkansas has 
seen a significant decrease in uncompensated care costs. Colorado, on the other hand has 
experienced a decrease in “charity care and bad debt” but is experiencing higher rates of 
uncompensated care costs due to underpayment in Medicaid reimbursements. Missouri’s rate of 
uncompensated care costs has increased dramatically in the past five years. Both Arkansans and 
Coloradans have reported preventive care visits at higher rates than Missourians. State budgets in 
the two expansion states received net savings in their general fund due to expansion. While having 
health insurance does not automatically lead to better health outcomes, it is an important part in 
ensuring people’s access to care. Missouri must learn from expansion states like Arkansas and 
Colorado and expand eligibility for Medicaid recipients. Further studies should examine the costs 
of underpayments in Medicaid reimbursements in expansion states. 
 
 



I. Introduction 

Medicaid is a health insurance program funded jointly by federal and state governments. Each 

state sets its own terms on eligibility, benefits, and particularities.1 In general, Medicaid provides 

health coverage for individuals who fall under certain income levels based on the Federal 

Poverty Level (FPL).2 The program is governed by the Centers for Medicare and Medicaid 

Services (CMS), which operate under the Department of Health and Human Services. Title 19 of 

the Social Security Act and Section 42 of the Code of Federal Regulations regulate this 

program.3  

In the state of Missouri, the Medicaid program is referred to as MO HealthNet. The 

program provides health insurance coverage to over 976,000 people or approximately one out of 

every six Missourians. It covers 45% of all Missouri children up to age 19, about 40% of all 

births, one out of every 13 seniors over 65, and pays for approximately 65% of all nursing home 

care in Missouri.4  

According to federal guidelines, states must cover a minimum set of services in order to 

receive funding under Medicaid such as: inpatient hospital services, outpatient services, family 

planning services, nursing facility services, skilled home health services, lab and X-ray services, 

and nurse-midwife services. The following are a set of optional services that qualify for federal 

matching funds but are not mandated: rehabilitation services, pharmacy services, mental health 

services, dental care, and in-home care. However, since Medicaid reimbursements are often 

lower than the cost of care provided, provider options are limited as some health professionals do 

not accept or restrict the number of Medicaid patients seen.5 

 

 



Eligibility: 

Adult residents of the state who are blind, aged, or disabled are all eligible for MO 

HealthNet. In addition, adults with dependent children may be eligible if their household income 

does not exceed 22% of the FPL.6 For perspective, the parent/s of a family of four in 2020 with a 

monthly household income not exceeding $480 will be eligible for Medicaid coverage in 

Missouri.7  

Only Texas and Alabama have more stringent guidelines at 18% of the FPL.8 Pregnant 

women with a household income that does not exceed 196% of the FPL can qualify. Minors are 

largely eligible for coverage depending on age and household income levels. Infants under 12 

months are eligible for coverage if they belong in a household with an annual income of up to 

196% of the FPL and children up to the age of 19 with an annual household income not 

exceeding 150% of the FPL are also eligible. Non-elderly adults with no dependent children are 

not at all eligible except in cases of a disability.9 

Table 1: Missouri Medicaid Eligibility FY 2018 

 

 

 

 

 

 

 

 

Notes: *adults with no dependent children are not at all eligible for Medicaid unless in the case of a 

disability.  



Table 2: 2020 Federal Poverty Level (FPL) Guidelines  

 

 

 
   

 

 

 

 

 

 
Notes: Data set is for the 48 states in continental United States 
 

The Children’s Health Insurance Program (CHIP) is for children up to the age of 19 who 

belong in families that would not otherwise qualify for Medicaid but have no access to other 

forms of insurance coverage. Like Medicaid, benefits for this program differ from state to state. 

In Missouri, Medicaid for children and CHIP offer the same benefits except for non-emergency 

medical transportation is not included in the CHIP program. Children up to the age of 19 who 

belong in a family with an annual income within 305% of the FPL are eligible.10 

Financing  

Medicaid and CHIP are financed by a federal and state government partnership. In FY2015, 

federal expenditures on these programs were approximately $359 billion. While states’ 

expenditures on Medicaid totaled $205 billion and about 30% of all CHIP related costs.11 

 For the MO HealthNet, there are three separate levels of federal matching funds: the 

Federal Medical Assistance Percentage (FMAP), the Enhanced Federal Medical Assistance 



Percentage (EFMAP), and the MO Health administrative costs. FMAP accounts for the majority 

of MO HealthNet programs while EFMAP covers CHIP. Currently, the match rate for FMAP is 

at 65.5% while 97.25% all costs related to CHIP is funded by the EFMAP.12 In FY2017, MO 

HealthNet accounted for about $8.2 billion of the Missouri state budget however, only about 

$1.4 billion came from General Revenue.13 

 

II.  Affordable Care Act Provision on Expansion and Subsequent Supreme Court Decision  

The Patient Protection and the Affordable Care Act of 2010 (ACA): The ACA or “Obamacare” 

was signed into law by former President Barack Obama in March of 2010, with major reforms in 

the existing healthcare system. The ACA included key provisions with the goal to reduce then 

eliminate the rate of the uninsured in the United States.14 Some of the main ones include:  

1.) The American Health Benefits Exchanges 

a. Established the insurance marketplace for those who cannot afford insurance but 

do not qualify for Medicare/Medicaid.15 

2.) Changes to private insurance  

a. Insurers can no longer deny coverage for pre-existing conditions and young adults 

may stay on their parent’s insurance until the age of 26.16 

3.) The individual mandate  

a. Required non-elderly adults to purchase insurance or face a penalty.17 

4.) State Medicaid expansion 

a. Required states to raise income eligibility for Medicaid up to 138% of the Federal 

Poverty Level or risk losing federal funding for current and future Medicaid 

recipients.18 



The Medicaid expansion provision called for state governments to increase the income 

threshold for Medicaid eligibility to up to 138% of the FPL on January 1, 2014 or risk losing 

federal funding for current and future Medicaid recipients. Moreover, the provision spelled out 

funding matches for the newly eligible population. From 2014 to 2016, the federal government 

provided 100% of the funding. In 2017, that number decreased to 95% and has continued to do 

so until it reaches 90% in 2020 and onwards. Under this law, federal funding will not decrease 

by 90%.19 This means, states will not have to contribute more than 10% from 2020 and beyond.  

 
National Federation of Independent Businesses et. al v. Sebelius: 

 In 2012, the constitutionality of the ACA and some its provisions were challenged in the judicial 

system. On June 2012, the Supreme Court ultimately upheld the constitutionality of the law 

entirely. However, the provision on Medicaid expansion changed drastically. The Court decided 

that although the provision on Medicaid expansion itself was constitutional, the provision on 

withholding federal funds to non-compliant states was “unconstitutional and coercive as 

written.”20 This allowed Medicaid expansion to stand but become optional. As of 2019, 37 states 

and the District of Columbia have expanded Medicaid through either state legislation or ballot 

initiatives. Missouri is not one of them.  

 
III. Arkansas, Colorado, and Missouri: A Tale of Three States 

The Politics of Expansion in Missouri 

Since 2014, there has been multiple attempts at the state level to expand the program. Former 

Governor Jay Nixon, a Democrat, pushed for expansion since the beginning of his second term 

in 2013. However, the Republican supermajority in the legislature continually blocked any 

efforts from occurring. At the end of the 2014 spring session, no expansion bills were successful.  



 In the 2015 session, multiple bills were introduced in the Missouri House of 

Representatives in effort to expand Medicaid. Opposition from the Republican leadership 

remained strong with newly elected Senator Bob Onder promising to fight “Obamacare” as his 

key legislative goal during his campaign. Following the election of Republican President Donald 

Trump, the efforts to block Medicaid expansion was further energized. In addition, Gov. Nixon, 

who was termed out, was replaced by Republican Eric Greitens, who unsurprisingly, opposed 

Medicaid expansion. The Republican trifecta in the Missouri state government meant that the 

chances for expansion was little to none.  

 The 2017 legislative session had two expansion bills with significantly differing 

approaches. Sen. Jill Schupp (D-24) proposed a bill that would expand Medicaid as called for in 

the Affordable Care Act beginning in 2018. On the other hand, Sen. David Sater (R-29) filed an 

alternative approach to the traditional Medicaid model which would require the state to file a 

“global waiver” to the Centers for Medicare and Medicaid Services (CMS). A global waiver 

would provide Missouri with federal funds from a block grant as opposed to the federal matching 

system designed in the ACA. This proposal would also allow the state to more flexibility in 

running their programs and include additional requirements for eligibility such as work 

requirements for those who are able and healthy living initiatives. Both bills failed. There were 

no expansion bills seriously considered in the 2018 and 2019 session.21 

Arkansas: the Private Option  

Meanwhile, a neighboring state with a very similar political landscape implemented expansion in 

their own way. After successfully receiving a Section 1115 waiver,22 Arkansas was the first state 

in the nation to implement their own method of Medicaid expansion. This model placed newly 

eligible Medicaid population in private insurance plans under the state’s ACA marketplace with 



the exception of individuals with chronically ill, who were placed under the traditional Medicaid 

program. The individuals who were enrolled in the marketplace were not required to pay 

premiums. In addition, those who earn less than 100% of the FPL, are not responsible for cost-

sharing at the point of care for services while those who earn above 100% pay a limited amount. 

Furthermore, out-of-pocket costs are capped at no more than 5% of a family’s annual income.23 

 While this is certainly not the traditional Medicaid model, it proved to be an effective 

alternative to the ACA provision. The states’ approach is popularly termed as the “private 

option” by placing newly eligible Medicaid populations in private insurance plans it had the 

potential to offer a wide provider network in the process. 24  

A comparison between Arkansas, Colorado, and Missouri:   

 This study aimed to evaluate the results of expansion in two early expansion states: 

Arkansas and Colorado in comparison to Missouri, which did not expand. Data was collected 

from 2013-2015 that examined the following: the rate of the uninsured among non-elderly adults, 

uncompensated care costs, preventive care, and impact on state budget in Arkansas, Colorado, 

and Missouri. While data from 2009-2015 assessed the coverage disparities between urban and 

rural counties in expansion and non-expansion states. 

Rate of the Uninsured 

 Both Arkansas and Colorado cut the uninsured rates amongst non-elderly adults in the 

first two years of expansion by nearly half. In Arkansas, the uninsured rate decreased from 

27.5% to 15.6%25 while Colorado saw a decrease from 14.3% to 6.7%.26 Missouri only saw a 2% 

decrease in the same time frame.27 Arkansas’ results are among the most successful in the nation 

from states that expanded Medicaid coverage, placing second overall.28  

 



Table 3. Rate of the uninsured among non-elderly adults between 2013-2015 

 

 

 

 

 

 

*Arkansas has seen an increase in the rate of the uninsured since 2017 upon implementation of 

work requirements, which has lead to a great number of confusion among enrollees.29 

Rate of uninsured in urban and rural counties 

 In 2008, 47% of people in urban Arkansas were uninsured and in Colorado, 29% of 

people were uninsured. By 2015, two years after Medicaid expansion, those numbers changed to 

21% and 11% for Arkansas and Colorado respectively. In 2008, 45% of people in rural Arkansas 

were uninsured and 42% of rural Coloradans were uninsured. By 2015, those numbers decreased 

to 22% and 13%, respectively. Colorado’s disparity on rural and urban health coverage narrowed 

significantly between 2008 and 2015, while in Arkansas it remained the same. In Missouri, 

however, the disparity widened with no change in rural health coverage.30   

 

Table 4. Rate of Uninsured 

in Urban and Rural 

Counties 2008-2015 

 

 



Uncompensated Care Costs  

 Uncompensated care costs stem from uninsured individuals being unable to pay their 

hospital bills, in turn, health systems have to find ways to compensate for losses in revenue. This 

often will come from private insurance payers and governments. With Medicaid expansion’s 

improvements on coverage, Arkansas saw a decline in uncompensated care costs by 56.4% in 

just two years.31 While Colorado has seen a decrease in “charity care and bad debt,” it 

unfortunately has seen lower rates of reimbursement that has contributed to the rise of 

uncompensated care costs.32 In Missouri, however, uncompensated care costs rose by 21% 

between 2012 and 2017, according to the Missouri Hospital Association.33 

Preventive Care  

 Preventive care is defined as the ability to receive an annual checkup with a primary care 

provider as opposed to utilization of emergency rooms for chronic conditions such as asthma and 

diabetes maintenance. According to a survey conducted by The Commonwealth Fund, there was 

a 10% increase of low-income adults in Arkansas who saw a primary care provider in the first 

two years of expansion.34 In Colorado, 72.9% of low-income adults on Medicaid had a 

preventive visit in 2019, an increase from 58.2% in 2017.35 However, Medicaid recipients in 

both states reported having a more difficult time finding providers who accept Medicaid patients.  

Impacts on State Budget  

 According to the State Health Reform Assistance Network, Arkansas’ net gains upon 

Medicaid expansion was estimated to be about $131,700,000 in CY 2015. While in Colorado, an 

estimated $160,300,000 in net gains were earned related to expansion.36 

 

 



IV. The Case for Medicaid Expansion in Missouri 

A decrease in the rate of the uninsured:  

An estimated 352,000 Missourians will be eligible to enroll in Medicaid if the income 

threshold was increased to 138% of the FPL. Additionally, about 87,000 of those Missourians 

have realistically no other option for health insurance other than expansion. The current rate of 

the uninsured in Missouri is 9.4%, which is slightly higher than the nationwide average of 8.5%. 

Expansion could effectively cut the rate of the uninsured by a third, from 9.4% to 3.4%.37 

Impact on Health Outcomes:  

Coverage and access to care is directly related to better health outcomes. Individuals and 

families with modest means face greater barriers to preventive health measures such as 

screenings and checkups. States like Arkansas and Colorado have seen an increase in preventive 

health screenings which has lead to a decline in emergency room utilizations and spending on 

chronic illnesses.38 Furthermore, people with chronic conditions (ie. diabetes, high blood 

pressure) and forgo treatment due to lack of insurance could lead to worsening health 

conditions.  

Maintain Strong Health Systems 

Failing to expand has also posed a threat to Disproportionate Share Hospitals (DSH), 

which are hospitals that serve vulnerable populations, often uninsured patients, for which the 

federal government provides some additional financial support. Under the ACA, starting in 2020, 

federal reimbursements for DSH will be reduced under the assumption that access to care from 

expansion and other ACA provisions would have offset the costs.  Because of non-expansion, 

hundreds of thousands of Missourians will remain uninsured while DSH faces cuts in 

reimbursements.39 The stark increase in uncompensated costs will be burdensome to hospitals 



and health systems. The state and private insurance payers will eventually be faced with 

compensating for these losses.  

Estimated Fiscal Impact 

Missouri has missed out on approximately $15.7 billion in federal funds from FY 2014 to 

2021 because of non-expansion.40 This amount of funding could have brought about an 

unprecedented amount of economic activity for hospitals, pharmacies, doctors, etc. in every part 

of the state. In other words, Missouri taxpayers have long been subsidizing other states’ newly 

eligible Medicaid populations. Despite the loss in federal funding, if Missouri were to expand in 

2020, it would still be fiscally responsible to do so. The revenue impact on the state will be 

neutral and could possibly create cost savings.41 This stems from the fact that the likelihood of 

better coverage and access to care would increase the level of preventive care which in turn 

would require less medical interventions such as emergency room visits. 

Table 5. Neutral Fiscal Impact of Medicaid Expansion in Missouri 

 
 

 

 
 

 

 

 

 

 

Source: Center for Health Economics and Policy at Washington University in St. Louis. 2019 

 



V. The Future of Medicaid Expansion in Missouri 

Due to the inaction and unresponsiveness of the Missouri state legislature, activists in the 

state have taken action into their own hands. Missourians for Healthcare is a campaign 

committee dedicated to getting Medicaid expansion on the ballot. The initiative is seeking to add 

a question on the November ballot to let voters decide in creating a constitutional amendment 

and expand Medicaid as described the Affordable Care Act.  As of March 2020, Missourians for 

Healthcare has stated that enough signatures have been gathered in time to meet the May 3 

deadline.42 Voters might have to decide the fate of Medicaid expansion in November.  

VI. Conclusion 

Medicaid is not a perfect system and will likely not fully eradicate the uninsured in the 

state, but as Arkansas and Colorado shows, it is a start. However, data on these two expansion 

states also show the flaws of the Medicaid model for both states. Future studies should include 

Medicaid reform in states in addition to expansion and what kind of benefits the state and 

taxpayers would reap. Future research should also study the effects of lower reimbursement 

rates, like in Colorado, and how it impacts providers and the state alike 
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