\

(

s

| December l
A / 2013 |

-

In This Issue:
2...Important Stuff
3...2014 EPSDT and CAReS User
Trainings
4...Calendar at a Glance

4...IME Informational Letters -
Presumptive Eligibility and Qualified
Entities

How States Stand to Gain or Lose
Federal Funds by Opting In or Out of
the Medicaid Expansion

The Commonwealth Fund recently released a publication about the impact
of expanding or not expanding Medicaid on federal funds received by the
states. According to the article, states will lose very little of their own budget
by expanding Medicaid, as a majority of funding will come from the federal
government. This funding is drawn from federal revenues from taxes of
residents of all 50 states - many of whom will not benefit from Medicaid
expansions if their state opts out of the expansion. Click here to read the
full article. Also, see page 2 for the press release about the agreement on
the Jowa Health and Wellness Plan, which is Iowa’s alternative to Medicaid
expansion.
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The Update is a monthly web newsletter published by the Iowa Department of
Public Health’s Bureau of Family Health. It is posted once a month, and provides
useful job resource information for departmental health care professionals,
information on training opportunities, intradepartmental reports and meetings,
and additional information pertinent to health care professionals.

Click here For‘
an important
note on
interactivity!




lmportant Stuff

RELEASE - Gov. Branstad and Lt. Gov. Reynolds Reach
Agreement with Federal Officials for Approval of Bi-Partisan
lowa Health and Wellness Plan

Eventually, more than 150,000 Iowans will be served by this innovative plan that includes
incentives for members who complete Healthy Behaviors, such as a physical or health risk
assessment. The Jowa Health and Wellness Plan will focus on quality in health care with
health care professionals receiving incentive payments for addressing the quality of out-
comes and overall health of the plan population. With the inclusion of premium assistance
for members above the Federal Poverty Level, more Iowans will receive private insurance
as an option.

Reynolds touted Iowa’s readiness, “More than 55,000 Iowans have already signed up for
the Iowa Health and Wellness Plan. This waiver agreement allows Iowa to move forward
in improving the health and wellness of our state while respecting the law that passed with
bi-partisan support.”

The specific final terms of the agreement are being worked out between the state and HHS.

Interesting Rea Reminder

“The Toxins That Affected Your Great-Grandparents The UNNATURAL Causes lending library is still open.

Could Be In Your Genes” If you are interested in utilizing this free educational
After biologist Michael Skinner and a research colleague tool for in-service staff training, for addressing health
attempted to demonstrate how exposure to an endocrine  disparities/health equity and social determinates of
disrupter affected sexual differentiation with no success, health - please contact:

the researchers accidentially bred the offspring of these Janice Edmunds-Wells, MSW
rats. They were shocked to find the initial exposure had Executive Director
a bigger impact on subsequent generation of rats than Office of Minority and Multicultural Health

on the immediate offspring. Click here to read the 515-281-4904 | Janice.edmunds-wells@idph.iowa.gov

o New Staff Spotlight!

Rebecca Goldsmith, previously an IDPH intern, recently began the position of Program Consultant for
the 1st Five Healthy Development Initiative. Rebecca started her position as an administrative intern in
April of 2013, where she worked on 1st Five as well as ACEs, serving on the planning committee for the
recent Central Jowa ACEs Summit. She also worked as an intern in the Bureau of Health Promotion and
Nutrition at IDPH in 2008. In the past year, Rebecca moved back to Iowa from Colorado to complete her
graduate degree in public health at Des Moines University. She will graduate with her MPH at the end of the
fall 2013 term. Her research on Public Health in the Built & Natural Environment
served as the topic of her Master’s Capstone in which she worked closely with Dr.
Mary Mincer Hansen of DMU and RDG Planning and Design Firm. Rebecca will
present her research at the 2014 Iowa Governor’s Conference on
Public Health. She was also selected to represent public health
interests for RDG’s Design Residency Program. Previously,
Rebecca attended Cornell College where she received her B.A.
in Exercise Physiology with a minor in Psychology. Rebecca is
a member of the Des Moines University Public Health Club, the
Iowa Public Health Association and serves on the Des Moines
Water Works Young Professionals Group.
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2014 CAReS User & Child Health

EPSDT Program Trainings
Mark your calendars for 2014!

The Bureau of Family Health is offering CAReS User training and also Child Health / EPSDT program training
during the months of March through November 2014. Any agency staft are welcome to attend - either new staft
or experienced staff who would like a refresher.

The CAReS User training provides an overview of the CAReS data system and how the electronic record system
supports the Child Health - EPSDT program.

The Child Health / EPSDT - Serving Iowa’s Children and Families training presents a program overview and
detail on each of the services within the Child Health program. Modules include the following:

e Module 1: Child Health - EPSDT Care for Kids Overview

o Module 2: Child Health Agency Responsibilities

e Module 3: Presumptive Eligibility, Informing & Re-informing

e Module 4: Care Coordination

e Module 5: EPSDT Direct Care Services

e Module 6: In Closing....

Each of these trainings will be held at the Lucas State Office Building - located directly across the street from the
State Capitol Building at 321 East 12th Street in Des Moines, IA. The CAReS User training will be offered from
9:00 -11:00 a.m. each day. A lunch break will follow. The Child Health - EPSDT program training will be held
from 12:00 - 4:00 p.m. on each date. See the dates and conference room locations below.

o Thursday, March 27, 2014: 9:00 a.m. - 4:00 p.m. (1 hr lunch break) Room 518

o Thursday, April 24, 2014: 9:00 a.m. — 4:00 p.m. (1 hr lunch break) Room 415

o Thursday, May 29, 2014: 9:00 a.m. - 4:00 p.m. (1 hr lunch break) Room 415

o Thursday, June 26, 2014: 9:00 a.m. — 4:00 p.m. (1 hr lunch break) Room 518

o Thursday, July 17, 2014: 9:00 a.m. — 4:00 p.m. (1 hr lunch break) Room 415

o Thursday, August 28, 2014: 9:00 a.m. — 4:00 p.m. (1 hr lunch break) Room 518

o Thursday, September 25, 2014: 9:00 a.m. — 4:00 p.m. (1 hr lunch break) Room 518
o Thursday, October 30, 2014: 9:00 a.m. — 4:00 p.m. (1 hr lunch break) Room 518

o Thursday, November 20, 2014: 9:00 a.m. - 4:00 p.m. (1 hr lunch break) Room 518

Please contact Janet Beaman at janet.beaman@idph.iowa.gov (515-745-2728), Analisa Pearson at analisa.
pearson@idph.iowa.gov (515-281-7519), or Betsy Richey at betsy.richey@idph.iowa.gov (515-725-2085) if you
have any questions! We will need the names of staff from your agency that will attend on selected dates. Please
specify which training(s) these individuals wish to attend -

o CAReS User Training

o« CH-EPSDT Program Training

e Both

Ourspace is limited. If seating capacity fills, we may need to
request-that future dates be selected.

Thank you for your-continued participation in key program
trainings!
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This webinar will describe the statewide coordinated intake
structure. Strategies will be shared for building a localized
system, including: lessons learned from both rural and urban
3 4 5 settings; goals of the local system; and b cyordinated o the
statewide coordinated intake structure. Intake in lowa'da will
also explain his role as the state coordinator Y§Piis structure
10 11 12 and how he can assist in the creation of a local system. An
opportunity to ask questions and provide feedback will be
included. Please contact Lance Roorda

17 18 19 (lance.roorda@idph.iowa.gov) for details on the webinar.
24 25 26 27 28 29 [ smie 30
Coordinator
Meeting

IME Information Letter #1333:
Accepting Application for Certification to Become a Qualified Entity (QE)

IME is now accepting applications for QEs in the new Medicaid Presumptive Eligibility
Portal (MPEP) system. All existing QEs must reapply in order to use MPEP. Once the
application has been reviewed and approved, the applicant will receive training materials
for MPEP, which they must review and then submit the MPEP request form. MPEP
will be live starting January 2nd, 2014, and all Presumptive Eligibility applications must
go through this portal after that date. Current QEs will continue to use IMPA through
January 1st, 2014.

Click here to view the letter.

IME Information Letter #1334
Presumptive Eligibility Changes Under the Affordable Care Act (ACA)
This letter clarifies the role of hospitals in becoming QEs. Click here to read this letter.


http://www.dhs.state.ia.us/uploads/1333%20Accepting%20Application%20for%20Certification%20to%20Become%20a%20Qualified%20Entity%20(QE).pdf
http://www.dhs.state.ia.us/uploads/1334%20Presumptive%20Eligibility%20Changes%20under%20the%20Affordable%20Care%20Act%20(ACA).pdf
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Issue Brief

How States Stand to Gain or Lose
Federal Funds by Opting In or Out
of the Medicaid Expansion

SHERRY GLIED AND STEPHANIE MA

Abstract: Following the Supreme Court’s decision in 2012, state officials are now decid-
ing whether to expand their Medicaid programs under the Affordable Care Act. While the
states’ costs of participating in the Medicaid expansion have been at the forefront of this
discussion, the expansion has much larger implications for the flow of federal funds going
to the states. This issue brief examines how participating in the Medicaid expansion will
affect the movement of federal funds to each state. States that choose to participate in the
expansion will experience a more positive net flow of federal funds than will states that
choose not to participate. In addition to providing valuable health insurance benefits to
low-income state residents, and steady sources of financing to state health care providers,
the Medicaid expansion will be an important source of new federal funds for states.

* Kk Xk ok &k

OVERVIEW
A key provision of the Affordable Care Act is the expansion of the Medicaid
program to residents with incomes at or below 138 percent of the federal poverty
level ($15,856 for an individual and $32,499 for a family of four). The federal
government will pay most of the costs of financing the Medicaid expansion, ini-
tially covering 100 percent of Medicaid costs for newly eligible enrollees. It will
continue to cover those costs through 2016, and will then phase down its support.
However, by 2020, the federal government will still pay 90 percent of the costs.'
In 2012, the Supreme Court ruled to allow states to choose whether to
participate in the expansion. Many of the states declining to participate have
pointed to a potential negative impact on their budgets, although research has
shown that the costs to states of expanding Medicaid average less than 1 percent
of state budgets.’
In this brief, we look at these outlays of federal funds in three differ-
ent ways. First, we compare the expected flow of Medicaid expansion-related
federal funds in 2022 (the year to which the Urban Institute projected Medicaid
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enrollment and spending under the law) to payments to
state governments through federal highway subsidies
and payments to state businesses through defense pro-
curement contracts. Second, we compare the Medicaid
payments to taxes raised by the federal government to
fund the program. Like a substantial share of highway
funds® and all funding for defense procurement con-
tracts, federal funds that pay for state Medicaid pro-
grams are raised through federal general revenue col-
lection. These revenues are raised from taxes paid by
residents in all the states, whether or not they benefit
from a specific federal spending program. Third, we
compare the state’s share of the cost of the Medicaid
expansion in 2022—the match needed to draw these
federal funds—to state expenditures that aim to draw
private investments to states.

We find that the Medicaid expansion will be a
relatively large source of federal revenue to state enter-
prises. The value of new federal funds flowing annu-
ally to states that choose to participate in the Medicaid
expansion in 2022 will be, on average, about 2.35
times as great as expected federal highway funds going
to state governments in that year and over one-quarter
as large as expected defense procurement contracts
to states.

No state would experience a positive flow of
funds by choosing to reject the Medicaid expansion.
Because the federal share of the Medicaid expansion is
so much greater than the state share, taxpayers in non-
participating states will nonetheless bear a significant
share of the overall cost of the expansion through fed-
eral tax payments—and not enjoy any of the benefits.

Most states’ budget costs of expanding
Medicaid each year will be, on average, less than one-
sixth the amount they pay to attract private businesses.
In only four states, the costs of the Medicaid expansion
in 2022 will be greater than the average amounts the
states pay out annually to attract private funds.

States’ decisions whether or not to expand
Medicaid will have profound effects on their residents.
State government officials should examine the incre-
mental impact of the expansion on state budgets and
the implications of the flow of federal money to

their states.

THE COMMONWEALTH FUND

BACKGROUND

In its 2012 decision, the Supreme Court gave state
governments flexibility to decide whether to participate
in the Affordable Care Act Medicaid expansions.* In
making these decisions, states have largely focused

on the implications of the expansion on state budgets.
However, the flow of federal dollars to states related to
the expansion is substantially greater than states’ costs.

The Affordable Care Act’s Medicaid
Expansion

The Affordable Care Act includes a substantial expan-
sion of eligibility for Medicaid. Beginning in January
2014, all documented residents under 65 years of age
with incomes below 138 percent of the federal poverty
level and who live in states choosing to participate in
the expansion will be eligible for Medicaid.’

In states that do not participate in the expan-
sion, analysts anticipate that some people already eligi-
ble for Medicaid who have not participated in the past
will enroll. The federal government will fund a share of
Medicaid costs for these participants who meet eligi-
bility levels that predate the Affordable Care Act. The
share is determined by states’ current federal medical
assistance percentages (FMAP), which range from 50
percent in Connecticut and New Jersey to 73 percent in
Mississippi.® In states that choose to participate in the
Medicaid expansion, Medicaid eligibility will expand
to cover more people. Between 2014 and 2016, the fed-
eral government will pay 100 percent of the Medicaid
costs for these newly eligible enrollees, declining to 90
percent by 2020.” In addition, the Affordable Care Act
provides an enhanced federal matching rate to states
that significantly expanded their Medicaid programs
under waivers prior to the Affordable Care Act.®

State Options for Financing Medicaid
Programs

States have used many strategies to fund their shares
of the Medicaid program: transferring financing of
existing state programs to Medicaid, for example,
by including state-financed mental health clinics

as Medicaid providers, or by raising funds through
income taxes, sales taxes, tobacco taxes, corporate
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taxes, or health care provider taxes.” Some states have
used other sources, including funds obtained through
the conversion of nonprofit insurers or hospitals to for-
profit entities.'” Because hospitals expect to see their
uncompensated care costs decrease considerably if the
expansion is implemented,'' hospitals in some states
have offered to accept new taxes in exchange for their

states’ participation in the Medicaid expansion.'?

How Federal Funds Move to States

Most federal government programs disperse funds to
residents, businesses, and governments in the states, for
example, through the purchase of services from state
businesses, the provision of social security benefits to
retirees, or through federal matching grants for social
service provision. The Medicaid expansion offers states
an opportunity to draw new federal funds by choos-

ing to participate in the program. Highway funds pay
local road contractors and generate jobs and benefits
for local residents, and defense procurement funds pay
local businesses and generate local jobs. Similarly, new
Medicaid expansion funds will pay local health care
providers and generate jobs and health insurance ben-
efits for residents.

Like state highway or defense procurement
funds, federal funds that will be used to pay for the
state Medicaid program expansions will be raised
through federal revenue collection. Revenues are
routinely collected from taxes paid by residents in all
the states, including states that do not participate in a
particular federal spending program. They are raised
through income taxes (71%), corporate taxes (15%),
and estate, gift, and excise taxes (14%)."* Social insur-
ance tax payments (mainly for Medicare and Social
Security) cannot be used to fund Medicaid.

Overall, the Congressional Budget Office has
estimated that the Affordable Care Act will reduce
the federal deficit by $143 billion between 2010 and
2019." Savings in some programs, such as reductions
in payments to Medicare managed care plans, and new
revenue collections in others, such as new taxes on tan-
ning salons, will more than cover the costs of the new
subsidies available for people purchasing coverage

in the marketplaces and the Medicaid expansions.
However, these savings and new revenue sources
will not be formally earmarked for the subsidies
and expansions.

There is substantial research that estimates the
impact of federal revenue collections and disburse-
ments at the state level.'> Since most federal general
revenues—income and corporate taxes—are collected
through a progressive tax system (i.e., people with
higher income pay more taxes), it is no surprise that
the professional literature consistently finds that states
with higher-income populations pay more in federal
taxes than they receive in federal disbursements.'® In
the United States, the income tax system levies higher
rates on those who earn more income, generating
higher levels of federal tax payments in rich states.
Federal spending follows a different pattern, based
largely on state industrial and demographic composi-
tion. States with more defense industry suppliers and
those with a higher share of agriculture tend to receive
more net federal funding."”

FINDINGS

Federal Funds Going to States for
Medicaid Expansion
States that choose to participate in the Medicaid expan-
sion will gain considerable new federal funds. Exhibit 1
compares the additional expected federal funds that
will go to states that participate in the Medicaid expan-
sion in 2022 with the estimated amount of federal high-
way funds going to states and the estimated amount of
federal defense procurement contracts going to states.

In all but eight states, the new federal funds
that states receive from participating in the Medicaid
expansion will exceed federal highway funds. On aver-
age, in 2022, states will receive about 2.35 times as
much in new federal funds from participating in the
Medicaid expansion than from the federal highway
program.

Annual defense procurement contracts are
expected to considerably exceed the total federal dis-

bursements associated with the Medicaid expansion





in 2022. On average, the Medicaid expansion in 2022
will draw slightly more than one-quarter as much fed-
eral funding to states as defense contracts will. In eight
states, however, the Medicaid expansion is expected

to draw more federal funding to the state than procure-

ment contracts do.

Federal Funds Moving In and Out of States
Like other federal programs, including a portion of
highway spending and all of defense procurement
spending, funds used to pay for the Medicaid expan-
sion will be drawn from federal general revenues. To
assess the effect of the Medicaid participation decision
on federal funds moving into and out of each state,

we compare the flow of federal funds to states with

the states’ sources of general revenue (i.e., tax dollars)
required to pay for the Medicaid expansion costs.

Exhibit 2 shows the distribution of federal
funds across states in 2022. For each state, the exhibit
shows the share of general tax revenue collected from
the state and the federal funds going to the state—
assuming that the state does not participate in the
Medicaid expansion, but every other state does. In
every case, choosing not to participate in the expansion
generates a net loss of federal funds. Column 1 shows
the share of general tax revenue that is likely to be col-
lected from the state in this scenario. Column 2 shows
the net loss of federal funding when states choose not
to participate in the expansion.

As of November 2013, 20 states have decided
to opt out of the Medicaid expansion.'® By choosing
not to participate, Texas, for example, will forgo an
estimated $9.58 billion in federal funding in 2022.
Taking into account federal taxes paid by Texas resi-
dents, the net cost to taxpayers in the state in 2022 will
be more than $9.2 billion. Similarly, Florida’s decision
to not participate will cost its taxpayers more than $5
billion in 2022. In Georgia, the state will forgo $4.9
billion in federal funding without the expansion of
Medicaid, and in turn, $2.8 billion will flow out of the
state in 2022. In other states, the costs of not participat-
ing will be lower. In South Dakota and Wyoming, for
instance, taxpayers will face a net cost of $224 million
and $166 million in 2022, respectively.

THE COMMONWEALTH FUND

Paying for Medicaid After 2020
Initially, states can participate in the Medicaid expan-
sion without contributing new funding. After 2020,
however, states will be required to pay 10 percent of
the cost of coverage for the expansion population.

One way to look at these state payments is
to compare them with other efforts to attract invest-
ments to the state. In Exhibit 3, we compare the states’
costs with average annual state expenditures to attract
private businesses, such as tax breaks provided to com-
panies. On average, the states’ costs in 2022 will be
less than one-sixth the amount they pay out annually to
attract private businesses.

POLICY IMPLICATIONS AND CONCLUSION
If adopted by all states, the Medicaid expansion is
expected to provide health insurance to as many as
21.3 million Americans by 2022, improving their
access to care and financial protection.'” For states, this
expansion in coverage will mean reductions in state
uncompensated care costs and in spending for some
state programs. It will also mean substantial changes in
federal funding.

States often seek to increase their share of fed-
eral funds, lobbying for military bases, procurement
contracts, and highway funds. Federal funding pro-
vides direct benefits and bolsters local economies. The
opportunity to participate in the Medicaid expansion
has potentially important benefits to states. In most
states, for example, the increase in federal funding in
2022 from participating in the Medicaid expansion is
roughly equivalent to one-quarter of the total value
of federal procurements for that year and more than
twice as much as all federal funding for highways.? In
most cases, the investment to attract this federal fund-
ing is modest. For example, the gain in federal funds
in Louisiana from participating in Medicaid is nearly
twice as large as annual federal defense procurement
spending in the state.?! Even states that do not value
the health and health system benefits of expanding
Medicaid may value the expansion as a source of funds
that benefits the state economy.
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METHODOLOGY

This study combines data on the expenditures anticipated under the Medicaid expansion with information on
the composition of federal revenues, on other federal expenditures, and on other state expenditures. We drew
estimates of state and federal spending on Medicaid under alternative Affordable Care Act scenarios from John
Holahan et al.’s report, The Cost and Coverage Implications of the Affordable Care Act Medicaid Expansion:
National and State-by-State Analysis.* That report uses the Urban Institute’s Health Insurance Policy Simulation
Model (HIPSM) and Congressional Budget Office estimates to project the costs of Medicaid expansion at the
federal and state level. Urban Institute projected Medicaid enrollment and spending under the law in the year
2022.

We obtained data on federal highway spending from the Federal Highway Authority, U.S. Department of
Transportation, Obligation of Federal Funds Administered by the Federal Highway Administration during Fiscal
Year 2011, Table FA-4B.* Highway funds are drawn from earmarked taxes contributed to the highway trust
fund, but since 2005, a portion of funding for the trust fund has been drawn from general revenues. We obtained
data on defense procurement contracts in fiscal year 2010 from Census Bureau, U.S. Department of Commerce,
Consolidated Federal Funds Report, FY 2010, Table 5. We updated these figures to 2022 dollars using the
Consumer Price Index from the Congressional Budget Office Economic and Budget Outlook 2012-2022.

The main source used to estimate the sources of federal general revenue collections was the Internal
Revenue Service’s “Gross Collections, by Type of Tax and State, Fiscal Year 2011.”° The IRS 2011 reports rail-
road retirement and unemployment taxes separately, but combines “income tax not withheld” with SECA tax
and combines “income tax withheld” with FICA tax. We adjust these figures using data from the 2010 Social
Security Administration’s Statistics of Old Age, Survivors, and Disability Insurance, which provides estimates
on payroll tax payments by state.? Finally, we omit corporate tax payments from our calculation of the state
share of federal general revenue receipts, because corporate tax payments are assigned to the state of corporate
incorporation (often Delaware) and need not reflect the states of residence of the corporation’s shareholders.

For each of the data sets, we then calculated state shares of total federal general revenue collections (Exhibit 2,
Column 1). Note that these calculations are all based on the distribution of federal revenues in 2010-2011. The
flow of funds across states varies with changes in tax rates. Thus, the American Taxpayer Relief Act 0of 2012,
which made changes to federal tax rates that will change the distribution of revenues raised, mainly by increas-
ing marginal tax rates for the highest earners, will tend to raise tax revenue collections from those higher-income
states that already pay a larger share of federal revenues.*

J. Holahan, M. Buettgens, C. Carroll et al., The Cost and Coverage Implications of the ACA Medicaid Expansion: National and State-
by-State Analysis (Washington, D.C.: Kaiser Commission on Medicaid and the Uninsured, Nov. 2012).

U.S. Government Accountability Office, Highway Trust Fund: All States Received More Funding Than They Contributed in Highway
Taxes from 2005 to 2009 (Washington, D.C.: GAO, Sept. 2011).

Internal Revenue Service, “Gross Collections, by Type of Tax and State, Fiscal Year 2011 (Washington, D.C.: IRS, 2011), available
at http://www.irs.gov/uac/SOI-Tax-Stats-Gross-Collections,-by-Type-of-Tax-and-State,-Fiscal-Year-IRS-Data-Book-Table-5.

U.S. Social Security Administration, Office of Retirement and Disability Policy, Annual Statistical Supplement, 2012, “Old Age,
Survivors, and Disability Insurance” (Washington, D.C.: SSA), Tables 4.B10 and 4.B12.

C. Dubay, Federal Tax Burdens and Expenditures by State (Washington, D.C.: Tax Foundation, March 2006).



http://www.irs.gov/uac/SOI-Tax-Stats-Gross-Collections,-by-Type-of-Tax-and-State,-Fiscal-Year-IRS-Data-Book-Table-5
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METHODOLOGY (CONTINUED)

In order to determine the effect on the flow of federal funds of a state opting out of the Medicaid expan-
sion, we calculated projected federal Medicaid spending in each state and federal Medicaid-related taxes paid
by each state in this scenario. We obtained projected federal Medicaid spending in each state from the Holahan
et al. report. We computed federal taxes paid by each state under the assumption that only that state opted out
of expansion. To do this, we subtracted the increase in federal Medicaid spending anticipated in that state if
it expanded coverage from the aggregate change in federal spending assuming all states participated in the
expansion. We then multiplied the resulting adjusted aggregate federal cost by the state’s share of U.S. general
revenue to obtain the total federal taxes paid by that state if it alone chose not to participate in the expansion.
We obtained data on state incentive payments to private businesses from the New York Times Government
Incentives Database.” We adjusted the figures to 2022 dollars using the Consumer Price Index from the
Congressional Budget Office Economic and Budget Outlook 2012-2022.

s

New York Times, “United States of Subsidies: A Series Examining Business Incentives and Their Impact on Jobs and Local Economies,’
2012, available at http://www.nytimes.com/interactive/2012/12/01/us/government-incentives.html? r=0.



http://www.nytimes.com/interactive/2012/12/01/us/government-incentives.html?_r=0
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Exhibit 1. Federal Funds Associated with Medicaid Expansion, Compared with Federal Highway Transportation Funds
and Federal Defense Procurement Contracts, by State, 2022 (in $ millions)

Federal Funds Associated Federal Highway Federal Defense
with Medicaid Expansion Transportation Funds Procurement Contracts

Note: Federal highway funds and defense procurement contracts updated to 2022 dollars using the Consumer Price Index from the Congressional Budget Office Economic and Budget Outlook 2012-2022.
Sources: Federal funds associated with Medicaid expansion from J. Holahan, M. Buettgens, C. Carroll et al., The Cost and Coverage Implications of the ACA Medicaid Expansion: National and State-
by-State Analysis (Washington, D.C.: Kaiser Commission on Medicaid and the Uninsured, Nov. 2012), Table 8; highway spending from Federal Highway Administration, “Obligation of Federal Funds
Administered by the Federal Highway Administration During Fiscal Year 2011” (Washington, D.C.: U.S. Department of Transportation, Oct. 2012), Table FA-4B, available at http://www.fhwa.dot.gov/
policyinformation/statistics/2011/fa4b.cfm; defense procurement contracts from U.S. Census Bureau, Consolidated Federal Funds Report for Fiscal Year 2010: State and County Areas (Washington,
D.C.: U.S. Department of Commerce, Sept. 2011), Table 5.



http://www.fhwa.dot.gov/policyinformation/statistics/2011/fa4b.cfm

http://www.fhwa.dot.gov/policyinformation/statistics/2011/fa4b.cfm
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Exhibit 2. Net Flows of Federal Funds if a State Chooses Not to Participate in the Medicaid Expansion,
Assuming All Other States Participate, 2022

...................................................................................................................

Share of General Tax Revenue Net Loss of Federal Funds
State Collected from State ($ millions)

Notes: Assumes funding of expansion cost through general revenue collection (personal income only). Net loss of federal funds accounts for new federal spending for people who are currently eligible for
Medicaid who newly enroll.

Sources: Data on state Medicaid expansion from The Commonwealth Fund: http://www.commonwealthfund.org/Maps-and-Data/Medicaid-Expansion-Map.aspx; personal income tax shares of general
revenue calculated from Internal Revenue Service, “Gross Collections, by Type of Tax and State, Fiscal Year 2011” (Washington, D.C.: IRS, 2011), available at http://www.irs.gov/uac/SOI-Tax-Stats-Gross-
Collections,-by-Type-of-Tax-and-State,-Fiscal-Year-IRS-Data-Book-Table-5.



http://www.commonwealthfund.org/Maps-and-Data/Medicaid-Expansion-Map.aspx

http://www.irs.gov/uac/SOI-Tax-Stats-Gross-Collections,-by-Type-of-Tax-and-State,-Fiscal-Year-IRS-Data-Book-Table-5

http://www.irs.gov/uac/SOI-Tax-Stats-Gross-Collections,-by-Type-of-Tax-and-State,-Fiscal-Year-IRS-Data-Book-Table-5
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Exhibit 3. States’ Costs for Medicaid Expansion Compared with
Spending to Attract Private Business, 2022 (in $millions)

State State Incentive Payments to
............................................................. Attract Private Business
Alabama 288 343
Alaska S 812
Arizona 488 1821
Arkansas 2N 934 .
Galifornia o NSAT ] 5164 .

Colorado 1,232

Connecticut

Massachusetts

Michigan

Montana

Nebraska

New York

North Carolina

North Dakota

South Carolina

South Dakota

Notes: Figures in database adjusted to 2022 dollars using the Consumer Price Index from the Congressional Budget Office Economic and Budget
Outlook 2012-2022. States with negative dollar amounts in Column 1 have previously expanded eligibility for their Medicaid programs prior to the
enactment of the Affordable Care Act. These states will get enhanced matches on the expansion populations; thus, their total spending will fall.
Sources: State expenditures from J. Holahan, M. Buettgens, C. Carroll et al., The Cost and Coverage Implications of the ACA Medicaid Expansion:
National and State-by-State Analysis (Washington, D.C.: Kaiser Commission on Medicaid and the Uninsured, Nov. 2012); state incentives from New
York Times, “United States of Subsidies: A Series Examining Business Incentives and Their Impact on Jobs and Local Economies,” 2012, available at
http://www.nytimes.com/interactive/2012/12/01/us/government-incentives.htm|?_r=0.



http://www.nytimes.com/interactive/2012/12/01/us/government-incentives.html?_r=0
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