
State Department of Health has char-
acterized the new group of Medicai d
participants in three groups: (a) those
who did not get medical aid before ,
because they did not go to a doctor an d
either did not seek or were not eligibl e
for welfare; (b) those who got care from
private doctors, and did not pay at all ;
and (c) those who went to the doctor
and paid with varying degrees of hard-
ship. I 7

Data on national expenditures for per -
.sonal health care during fiscal 1967, the
first full year of Medicaid and Medicare,
indicate clearly that a major effect o f
`,these programs has been in a shift in the
financing of care from the private to the
;public sector . (See Table 25.) During fis-
,cal 1967, national personal health care
::outlays registered the largest absolute
;gain on record, rising $4.7 billion to
$41 .5 billion in 1967. Increasing medica l
care , prices and population absorbed
much of the gain, and the resulting real
per capita improvement was less tha n
5 percent (smaller, in fact, than annual
.gains in two previous years in the 1960's) .
,(See Table 26 .) This degree of improve-
ment was attained by a massive increas e
of 56 percent iai public expenditures for
health services, while private outlays
remained almost the same .as previously .

Table 2 6

Per Capita Personal Health Car e
Expenditures in Constant 1967 Dollars

Fiscal Years 1960 . 1967

Amount

	

Percent change
Fiscal

	

per

	

over previou s
year

	

capita

	

year

1960

	

$159.88

	

_
1961

	

'161 .00

	

+0. 6
1962

	

163.82

	

-1-1 .7
1963

	

.169.22

	

+3.3
'1964

	

178.86

	

+5.7
1965

	

189.20

	

+5. 8
1966

	

196.69

	

+4. 0
1967

	

206.31

	

-I-4 .9

.Source, 'U .S . Department of Health, Education ,
and Welfare .

mately the same as in the previous year,
declining only fractionally . The share of
private financing dropped about 8 per-

	

centage points, and the Federal share

	

-
rose to absorb the loss in " 'the private
sector. 1 8

While the major demonstrable effec t
of Medicare and Medicaid appears t o
have been on the source of financing
health and medical care, there are
,.other effects which deserve comment .

Thus there was an abrupt shift in the As noted previously, the programs ar e
shares of the public and private sector generally considered to have contribute d
in financing medical care. Public financ- io the already rapid rise in medical car e
ing of personal health care, having re- prices and costs, by pushing up the de -
mained steady for some years at around mand more rapidly than supply resource s
21 percent of the total, jumped from 22.1 could be augmented . 19 A more salutary
to 30.5 percent of the total from fiscal effect, however, is in the attention Medi -
1966 to fiscal 1967. The relative impor- care and Medicaid have apparently fo -
tance of state and local funds in over-all cussed on existing problems in the or -
health care in 1967 remained approxi- ganization and delivery of health an d
17, Dr . I, Jay Brightman, in an address before the Northeast Regional Conference, American Public Welfar e

Association, Grossinger, New York, September 6, 1967 .
18, By age groups, however, it is significant that state and local outlays on behalf of persons 65 and over droppe d

by some 20 percent in the first year of Medicare and Medicaid (from $1,3 billion to $1,1 billion), and the shar e
of aged groups in total state end local health spending dropped from 29,3 to 21,5 percent, with a correspondin g
increase in the portion of funds allocated to younger members of the population ,

19, see pages 44, 45,
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medical services . According to some
opinion, "Title 19 has scraped raw what
has been bothering us so long" in the
quality of the health system and de -
livery establishment.20 These problem s
exist in both the public and privat e
sphere. The President himself has re-
ferred to present Federal health pro -
grams as "a programmatic and bureau-
cratic nightmare that we frankly must
face up to. "2 1

Under Title 19, the states which were
'not already coordinating their variou s
"health and hospital programs will be
forced to set up the machinery for doin g
o, There are requirements for coopera-

tion among all medical welfare and
health agencies to insure joint plannin g
for the care of patients — that there i s
an individual plan for the care of each
patient, that each patient 's medical
needs are periodically reviewed, and
that methods are established for deter -
mining the reasonable cost of care . Other
coordinating arrangements include the
establishment of an advisory committe e
on medical care in each state to provide
advice from professional medical repre-
sentatives and other knowledgeabl e
citizens.

To a large extent, however, the effects
of Medicaid to date have been in the
commitment by government to a pla n
to make comprehensive health care
available by 1975 to all members of the
population who need such care but are
unable to afford it. There is little basi s
for determining how far present pro -
grams have progressed in the light o f
this goal, largely because the concepts of
comprehensive care and of medical in-
digence remain somewhat fuzzy . Al-
though public assistance medical out-
lays have risen rapidly since Medicaid
became effective, the state programs b y
and large appear to be in their infancy,
and 28 of the states either have no Titl e
19 program or cover only regular wel-
fare cases in their programs, excluding
any in the medically indigent category .
Altogether, about '5 percent of the total
population are receiving some Medicai d
benefits, though by no means all of them
are receiving comprehensive medica l
care. The program's long-range impact
cannot be predicted with certainty ,
partly because experience thus far is not
decisive and partly because the dimen-
sions of the present legislative goal and
the future of Federal and state policy in
the medical care field remain unclear .

.20, Comment of Arthur Jarvis, Director, Division of Hospital and Medical Care, State Health Department ,
Hartford, Connecticut, at the Northeast Regional Conference, American Public Welfare Association, Gros -
singer, New York, September 6, 1967 ,

21, "The President's , Remarks Upon Signing Hill Amending the Public Health Service Act, . December S, 1967, "
up, cit ,
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VII.
S

Congress in 1965 laid the effective . Experience to date provide s
groundwork for Medicaid, or Title 1 9
programs, there was a great deal of un-
certainty as to how the states woul d
respond in their implementation of the
Federal provisions, More, than two year s
have now ..elapsed since;'Title 19., became

THE STATE `M

The majority of the states seemed
amenable to the incentives of additional
Federal aid offered by Title 19, and

., -moved quickly to set up programs meet -
ing at least the minimum Federal specifi -

," cations for an operating plan . Although
the states had four years in which t o
implement the law, 37 states had set up
programs by the end of the first tw o
years, and two others had announced
plans to do so. In nearly all of the re-
Maining states, activation of the pro.
:gram was under consideration, Thei r
hesitancy to act thus far wac attribute d
to uncertainties as to possible costs and
the belief that present sources of fund s
-were insufficient to support an expanded
.medical assistance program .

Although the states acted with some
celerity in setting up new medical assist -
ance programs, they were somewhat re-
luctant on the whole to extend Title 1 9

-:services to large numbers of people ,
The initial programs reflected different
choices and needs in the states as to the
categories of the population to be cov-
ered and the scope of services. to be
offered, Of the 37 states with operating
programs, 16 electedA to cover only the

answers to some of the questions pose d
at the outset. The future course of

.',Medicaid, however, is by no means clear .
Important issues in Federal and state
welfare policy which will :affect, the,out-
look :remain unresolved .

.EDICAID PLANT S

-minimum permissible groups—those eli-
gible for cash income allowances under
Federal-state public assistance pro -
grams, Even this limited coverage, how-
ever, would extend to persons in a num -

"ber of states who were previously no t
eligible for aid because of residence o r
relative responsibility provisions of state
Jaws which were . prohibited for'Title 19 '
:programs .

The remaining 21 states included som e
persons in addition who did not nee d
financial support in general but were
considered unable to'pay medical bills .
Of the latter group, nine states elected
to offer medical services to virtually al l
members of the population considere d
'medically indigent, including the able-
bodied 21 through 64 age group whos e
care would be financed solely from stat e
and local funds, Definitions of medical
indigence levels in terms of income
-ranged from around $2,500 in Oklahoma
to $6,000 in New York for a four-person
family, with a median of $3,500 ,

Reports on the scope of services of-
fered in initial Medicaid programs show
that all the states have gone beyond the
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five basic minimum service standards re-
quired by 1965 Federal law. In addition ,
the Title 19 programs are paying for
supplementary care for Medicare pa-
tients who are also eligible for Medicaid,
The majority of states impose some limi -

tation on the amount of medical care a
patient can receive, most frequently af-
fecting the duration of hospital stay, I n
many cases, however, extension beyon d
the limits appears possible upon ap
proval of designated authorities ,

EXPECTATIONS' COMPARED WITH PREVIOUS PROGRAM S

The new medical assistance programs
` represented for different states varyin g

degrees of departure from previous op-
erations, For some states, the first stage
of the Medicaid program represente d
only moderate changes from previo

_experience ; for others, even the ea .
phase of implementation was expeetco
to bring substantial changes .

The expected effect of Title 19 imple-
mentation differed among the states i n
accordance with changes in the numbe r
and composition of groups served, an d
with modifications in the level of benefit s
provided. Four-fifths of the reportin g
states indicated that the scope of medica l
benefits to be offered would be eithe r
moderately or substantially expande d
under the new program, The remainder
said that the scope of services would b e
about the same as before, but the big
change was in making the full range o f
services more generally available ,

In terms of numbers eligible, during
the first year of Medicaid, state estimates

FISCAL OPERATING EXPERIENC E

of changes ranged all the way from de-
clines in four states to a more than dou-
bling in five . The relative extent to whic h
previous medical aid had been concen-
trated among the aged groups affecte d
the pattern of state changes . Estimates of
future coverage, although available fo r
only a handful of states, suggest that th e
number served initially may be small i n
relation to the number eligible when th e
programs are fully implemented ,

The expected changes in costs of pub-
lic assistance medical care, with the ad-
vent of Medicaid, were similarly diverse ,
In a number of states the average cost
per person receiving inedical care was
expected to be somewhat less than be -
fore Medicaid, primarily because the
new programs concentrated less on per -
sons 65 and over, for whom the cost o f
care is greatest, In general, however ,
the reporting states did not attach much
importance to Medicare or to greate r
Federal participation in other health
programs as offsets to higher state and
local Medicaid costs ,

Recent trends in public assistance
medical payments reflect the effect of
the Title 19 programs . In a period of
less than two years after Medicaid be -
came effective, the rate of public assist-
ance medical outlays approximatel y
doubled, In the states operating Title 19

programs, the expansion over pre -
Medicaid experience was nearly fiv e
times as great as in the other states, Th e
states with most liberal categorical cov-
erage experienced a rise of 160 percen t
(annual rate in the third quarter of
1967), in contrast to a 35 percent in -
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crease in the Medicaid states which
operated programs with minimum cov-
erage, The programs in California an d
Now York have a substantial influenc e
on the national totals, reflecting both th e
size of their population as well as the
liberality of their programs in terms o f
coverage and benefit levels . In the fal l
of 1967, they accounted for nearly one -
half of all payments to medical vendor s
under public assistance, New Yor k's pro-
gram was by far the most costly, requir-
ing per capita outlays at the annual
rate of $42, two-fifths larger than thos e
in California and Massachusetts, the

t
next ranking states in per capita Title 19
costs ,

In view of the novelty of the Medicai d
program and the uncertainties involve d
in advance cost estimates, widesprea d
departures from initial estimates could
reasonably have been expected . Indeed
this was the result in the case of th e

_ _ . ., . ; . . . : national totals of Federal costs, as re -
ported in the Federal budget, The ex -
perience of most states in their first-yea r
programs, however, was in sharp con-
trast. With the exception of a handful
of states, departures from initial expec -
tations turned out to be relatively minor ,
The major exceptions, however, were i n
three of the most populous states, all of
which chose to ffer comprehensive

medical services to a broad segment of
the population, Early in the course o f
their new Medicaid programs, Califor-
nia, Michigan, and New York found tha t
costs were running far higher than
initially expected . More recently, report s
from Kentucky, Maryland, Nevada, an d
Oklahoma indicate that Medicaid costs
are running ahead of amounts currentl y
budgeted.

In a number of other states the rapid
rise in welfare medical costs under the
impetus of Title 1 .0 has been a contribut -
ing factor to threatened deficits in stat e
and local budgets and to some attendant
tax increases . In some instances tax in .
creases were said to be avoided only b y
limiting the scope of the program, I n
more than a half dozen states the ena-
bling legislation for Medicaid had in -
eluded authority to expand the progra m
to cover additional persons, but funds
had not yet become available for fund-
ing more liberal programs .

Title 19 programs have also had a sig -
nificant effect on the relative role of th e
state versus local jurisdictions in financ-
ing public assistance medical care, More
than half of the 'reporting states indi-
cated that the state had assumed a large r
share of non-Federal medical assistance
costs than before Title 19 .

,

OTHER OPERATING PROBLEM S

Shortly after their inception, Medicaid
programs in some states came under at -
tack because of organizational and ad-
ministrative problems. The source o f
most general concern, according to state
reports, was the sharp increase in medi-
cal care prices and costs, associated i n
part with added pressures on deman d
brought about by Medicaid and Medi-
care, A second source of major concern

was the unwillingness of physicians and
other suppliers of medical services to
serve Medicaid patients, Most frequent-
ly cited reasons were the feeling amon g
suppliers that the fees were inadequate ,
that there was excessive red tape in the
form of record-keeping, and that pay-
ments were too slow, State fixed-fe e
schedules have led to increased pres-
sures for reasonable and customary fees ,
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There was some opinion to the effec t
that rising costs had not been accompa-
nied by a commensurate improvemen t
in quality. Concern was also expressed
about the lack of methods and proce-
dures for measuring the quality of medi-
cal care and the lack of incentive pay-
ments to reward efficiency .

About one-third of the reporting state s
noted that shortages of medical person-
nel had been experienced in the Medic-
aid program, and a similar proportion
cited shortages of facilities and equip-
ment as operating problems . The lack of

`adequate facilities for long-term car e
and for ambulatory and,,emergency pa

tients was said to be especially acute i n
some communities. In other instances ,
there was oversupply and wasteful du-
plication of some types of facilities .

A variety of other criticisms was
reported, including the complaint that
persons potentially eligible had not
made application for aid either becaus e
they wished to avoid the "welfare stig-
ma" or because they were unaware of
the new medical program . "Over-utiliza-
tion" of free medical services and
"racketeering" on the part of som e
medical practitioners, although noted i n
some states, did not appear to be con-
sidered widespread .

RECENT POLICY REVISIONS AND THE OUTLOOK

Reacting to widespread criticism of
`.the Medicaid programs and to the ex-
cess of Federal costs over the amount s
originally expected, Congress in 1967
made a number of changes in the provi-
sions of Title 19 as it was enacted in
1.965, The most significant was th e
establishment of a definition of "medi-
cal indigence," restricting Federal finan-
cial participation to persons below cer-
tain income levels. The income limits fo r
Federal sharing can no longer be mor e
than one-third higher than a state's
highest cash living payments for fami-
lies (of similar size) receiving income
support under the aid for families with
dependent children category. Previous-
ly, these income limits had been left t o
the discretion of a state, subject to ad-
ministrative approval by the U . S.
Department of Health, Education, and
Welfare ,

To date the major demonstrable effec t
of the 1965 Federal legislation, creating
Medicare and Medicaid, has been a shif t
in financing medical care from the pri-

vate to the public sector . Although pub-
lic spending for medical care increased
by nearly three-fifths in the first full yea r
of these two programs, the resulting im-
provement in per capita medical car e
services for the population at large was
only 5 percent, no greater than had bee n
experienced in some previous years in
the 1960 's, Currently public assistance
medical outlays are only two-thirds th e
size of those under Medicare, mainly, it
would appear, because the state Title 19
programs are still in their infancy, and
the majority of the states have adopte d
limited programs . Federal officials orig-
inally indicated that Title 19 would
serve some 35 million persons when fully
implemented, about one-fifth of the na-
tion's population . To date it serves fewe r
than 10 million, close to one-twentieth
of the entire population, The 1967 Fed-
eral revisions may signal a reappraisa l
of the intent of the 1965 law, as inter-
preted by Federal agency officials, al -
though a great many questions remain
unanswered, For example, there is n o
clear indication of the meaning of "com-
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eligibility standards for medical care
would seemingly raise even broade r
questions in state welfare policy . If fi-
nancial resources or political attitude s
in a state require a choice between more
adequate living allowances and mor e
medical care, the criteria for the choice
are by no means clear . This dilemma
adds still another important dimension
to current proposals for reform in th e
nation 's over-all welfare system. Public
policy to date remains unclear both wit h
respect to the allocation of resource s
among medical care services and alter-
nate needs, as well as in the determina-
tion of the respective roles of private ver -
sus government financing of medical ,
care .

prehensive medical care," which the
states, under the original law, were re-
quired to make available by 1975 to al l
who needed it and were unable to af-
ford it .

The future scope of the program rest s
primarily on policy decisions in the
states, as well as any further statutory
revisions or administrative interpreta-
tions in Federal Title 19 provisions . For
the majority of the states including some
medically indigent persons in their Med -
icaid programs, the income limits ar e
more liberal than those indicated in th e

. 1967 Federal revisions . Thus clarifica-
tion of the concept of medical indigence
will be a major factor affecting the future
course of Medicaid . Reconsideration of
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Appendix A
BACKGROUND TABLES

Table A- 1

Financial Limitations on Eligibility for Title 19 Assistance in States
Including Some or All of the Medically Indigent

Asset limitationsMaximum annual incom e

state Single person Family of four single person Family of four

California $2,028 $3,900 „

	

(a)
(a )

Connecticut 2 1 100 4,400(b) $1,400 $2,30 0

"Delaware 1,500 3,300

	

_ 600 71,300

	

. :

Hawaii 1 1 440 : . 3,000 (a) ( a )

lllinols 1,800 3,600 (c) (c )

"•

	

lows .1,600 3,600 ,n,a . 6 0 000(d,e),•
.

Kansas 1,600 3 1 000 n .a, ma.

Kentucky 1,620 3,420 n .a .

	

- n .a .

Maryland 1,800 3,120
".

	

2,500 21800

	

,.

Massachusetts 2,160 4,956 -2,000 ;3 1 200

Michigan 1,900 3,540 1,500(a,e,f) .

	

n .a .

Minnesota 1,620 3,036 -

	

750(g) . :11300

New Hampshire 2,088 4,056 n.a . n .a .

New York 2,900 6,000(h) (h) (h )
=

	

North Dakota 1,600 3,000 _

	

(1) (( )

'Oklahoma 1,728 2,448 500 900

Pennsylvania 2,000 4,000 2,400 3,840

Rhode Island 2,500 4,300 4,000(c,)) 6,200(c,1 )

"Utah 1,200 2,640 n,a, ma,

	

-

Washington 1 1 680 3 1000 1,680(c) 3,000(c )

Wisconsin 1,800 3,700 2,300 4,000

n.a,

	

Not available .
a.

	

Liquid assets and income are included in maximum "Income" limitation .
b. Before July 1, 1967 income limits for family of four were $3,800, and asset Ilmitatior• were $900 for a

single person, $1,300 for two persons, and $100 for each additional 'person, Nev provisions allo w
$1,900 for two persons and $200 for each additional person .

c. Reported as liquid assets ,
d, Includes personal effects and household furnishings, automobiles, and tools or equipment used I n

occupation or profession ,
A. Cash value of life insurance not exceeding $1,000 for first adult ,
f . Certain Items are excluded In determining eligibility ,
g, Real property not exceeding $15,000 ,
h . For .services other than Inpatient hospital recipients with gross Income of more than $4 500 mus t

pa the lesser of (a) one percent of annual gross Income or (b) five percent of portion of the annua l
net Income in excess of 80 percent of the applicable minimum income exemption according to size o f
family, etc . In determining eligibility, exemptions considered include income, savings, and buria l
reserve ,

1 . Real estate other than home not exceeding $2,500, Personal property exemption not exceeding $2,500 ,
I . Cash value of life insurance not exceeding $4,000 for each adult 18 and over, plus $1,000 for eac h

additional person ,
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. . Table A-3

Miscellaneous Medical Services Reported To Be Offered under

Initial Title 18 Programss

state service s

" California Hearing

	

aids,

	

birth

	

control

	

devices,

	

wheel

	

chairs,

	

ambulance

	

services,

	

limite d
psychiatric care, family planning and counseling (see Table 9) ,

'Connecticut Diagnostic screening, preventive and rehabilitative services, transportation, ambu -
lance, oxygen, podiatry, skilled nursing services to patients under age 21 ; physica l
therapy and related services, prescribed eyeglasses ,

Hawaii Ambulance and other transportation expenses (including air fares) to and fro m
;.,medical facilities; family planning services ; rehabilitative care ; and additional sic k

room supplies and medical equipment ,
`'

	

Louisiana ,Payments in behalf of eligible aged persons In mental or T .B . hospitals; rohabilit a
- tion center services in centers having agreement with welfare department ,

Maryland Eyeglasses for federal categories and post-contract medical .supplles; transportation,

	

. .
for non-emergency, non-ambulatory cases ,

:Massachusetts Total comprehensive medical care service s
Minnesota- All licensed or recognized health care services

i Montana Transportation (emergency )
Nebraska Licensed practitioners of health services
yew York Eyeglasses, physical therapy and rehabilitative services, transportation necessar y

to obtain care and services, and others ,
North Dakota . Chiropractors,

	

licensed

	

practical 'nurses,

	

optometrists,

	

osteopaths,

	

pharmacists ,
physical therapists, podiatrists, occupational therapy, speech therapy, eyeglasses,
transportation, whole blood and other diagnostic, screenin?, preventive ands ,ir,ehabill -
tative services ,

Ohio Eyeglasses, ambulance services
..Pennsylvania Publiq nursing home care ; care in mental Institutions (65 and over) ; ambulanc e

service ; medical-social services ,
_Rhode Island Surgical appliances ; optometrists services provided for money payment . recipient s_ onlyl podiatry; ambulance service ,

Texas Limited services of chiropractors, podiatrists, and optometrists .
West Virginia Medical supplies and equipment ; transportation ; X-ray-radio-therapy ,
Wisconsin Transportation for medical care ; occupational and physical therapy ; medical sup •

and

	

diagnostic screening, preventive and rehabilitative an d
other

	

ical ipmeis
other

a .

	

Details of "other" services shown in Table A-2 .

	

-

Table A-4

State Provisions for Payment of Co-insurance Costs and Deductibles fo r
Indigent Persons Enrolled in Medicare (Title 18) Progra m

States paying all co-insurance and deductibles (23) 1
California, Connecticut, Delaware, Hawaii, Illinois, Iowa, Louisiana, Maine, Maryland, Massachusetts ,
Minnesota, Montana, Nebraska, New Mexico New York, North Dakota, Oklahoma, Pennsylvania ,
Rhode Island, Utah, Vermont, West Virginia, Wisconsin ,

States paying part of costs (4) :
Idaho, Michigan, Ohio, Oregon(a )

a, The state pays deductibles but not the co-insurance costs .
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Table A-5

State Limitations on the Amount of Medical Services Available under Title 198

Etch Ltmihtlens imposed

California Unlimited hospital and nursing home care; for the medically needy group non-
institutional care is limited to 90 days following discharge from a hospital or nursin g
home. (See text Table 9 . )

Connecticut 'No deductibles or limitation on length of stay; program offers comprehensive medica l
coverage.

Delaware - No limitations on amounts or duration of services .

Georgia - -

	

Inpatient hospital services, 30 days per admission .

Hawaii For patients in hospital under "medics) necessity," cert ified by attending physician ,
there are no limitations as to days, costs, etc .

Idaho Inpatient hospital services, 20 days per admission .

Iowa 'Inpatient hospital services, 90 days .

Illinois Condition of patient determines extent of cares no time limits on hospitalization
or nursing home care as long as ;a .patlent's condition warrants,

Kansas No limitations reported .

Kentucky~ Inpatient hospital services, up to 21 days per admission approval of hospital utilize •
tion review required for extension beyond 14 days .

Louisiana The services added in Title 19 are generally provided only on specific approval by
the state welfare department ; inpatient hospital services, 30 days, upon approval of
physician ; physicians' services in home or office, 60 days ; prior state approval re•
quired for emergency care covering physicians services and drugs~totaling over .
$25 per month .

Maine

	

No limitations reported .

Maryland Inpatient hospital services, 15 days with 7-day extension (can be repented) ; physi-
cians' services in hospital, 21 days; limitation on drugs, $10, and on medical sup -
plies $4 . Pre-authorization required for eyeglasses, dentures, and gold restorations ;
nursing home care, 6 months, with further ertension possible upon certification o f
medical need .

Massachusetts

	

No limitations .

Michigan Restriction on physicians' and pharmaceutical services to only those receiving
categorical public assistance, and only to the extent of legislative appropriation s
for the fiscal year.

Minnesota

	

No limitations.

Missouri

	

No limitations reported .

a . Llmitatlons shown apply only to the specific services offered under a state plan, not to services
excluded altogether.

Source . State questionnaires, supplemented by state fact sheets of the U .S . Department of Health ,
Education, and Wzlfsre .

(Continued)
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Table A-5 (Continued)

State

	

Limitations Impe:e d

Inpatient hospital services, $14 per day ; drugs, $15 a month maximum ; dental care, - - -

	

-
$40 (repeatable by authorization) ; nursing, home payments, ;302.50 a moist" :

No limitations reported .

Inpatient hospital services, 15 days (may be extended upon authorization) ; certain
limits for specific outpatient hospital services ; prior authorization required fo r
many special services .

-

	

Now Hampshire For certain categories not receiving cash grants, prescribed drugs limited to'S10
monthly .

New Mexico No limitations reported .

New York No limitations.

North Dakota No limitations in quality or quantity of services .

Ohio Extended care facilities, 100 days at $10 per day ; 90 days : maximum on hospitalize •
tion unless additional care is necessary .

'Oklahoma Inpatient hospital services and attending physicians' care, 15 days; no limit on
" nursing home and nursing care in own home. Effective July 1, 1967 limitations as to

kind and amount of care were to be removed .

Oregon

	

_ . Inpatient hospital services, 21 days; certain elective procedures require prior au-
thorization .

Pennsylvania Inpatient hospital services, 60 days .

Rhode Island For medically needy, nursing and convalescent home services limited to 90 days
and provided only for recuperation and rehabilitation when requested within 60 days
of discharge from hospital ; for needy, no limitation imposed on stay .

	

-

South Dakota

	

No limitations reported .

Texas

	

Inpatient hospital services, 30 days per illness .

Utah

	

Inpatient hospital care, 60 days ; prescribed drugs, $10 monthly .

Vermont

	

Patterned after Title 18 benefits, but without deductibles or co-insurance .

Washington Inpatient hospital care, limited according to kind of Illness (1 day for normal ton •
sillectomy — 3 days for postnatal) with 6 days for other conditions, with expansio n
if justified and authorized by medical consultants over 30 days requires prior approva l
by medical care division .

West Virginia Inpatient hospital services, 30 days per fiscal year with possible extension to 6 0
days upon recommendation ; physicians' services, up to 30 hospital visits and 2 4
other visits per year.

Wisconsin For public assistance basic groups, no limitations . For medically needy, combined
hospital and nursing home care is limited to 45 days (and no assistance Is given fo r
care received more than 2 months prior to application for Title 19 benefits) .

Wyoming

	

No limitations reported .

Montana

66



Table A-6
Coverage and Costs of Title 19 Programs in Fiscal 1967 According t o

Official Plan of Participation, by Stage of Implementation

Estimated coreraae (b)

	

Estimated fiscal 1887 costs

	

-'

Percen t
group (a)

	

Number

	

of
and state

	

(thousands) population

Federa l
share o f

Total

	

Per

	

costs-
(millions)

	

capita

	

percent

Group 1, total 1,742 3 .9 $

	

370 .8 $ 8.39 6 7
Georgia 224* 5 .0 41 .6 9.36 8 1
Idaho 20 2.9 7 .1 10 .18 7 1
Louisiana 155* 4.3 36 .5 10.10 7 6
Maine 45* 4 .6 8 .0 8.13 7 0
Missouri 225 4.9 28 .0 6.13 7 4
Monta-ta 17 2 .4 7 .0 9.96 64
Nebraska 45* 3 .1 17 .5 12 .16 60
Nevada 15 3 .5 5 .0 7,x .60 5 0
New Mexico 47* 4 .7 5 .7 5 .70 7 1
Ohio 325* 3.1 35.3 3 .40 5 2
Oregon 59 3.0 18 .9 9.60 54
South Dakota 24* 3 .5 8 .8 12 .91 7 3
Texas 379* 3 .5 123 .2 11 .47 80
Vermont 14* 3 .4 6 .3 15 .22 68
West Virginia 140* 7 .7 20 .8 11 .51 7 4
Wyoming 8 2.5 1 .1 3 .39 5 9

Group 11, total 940 5 .8 154.7 9 .56 62
Illinois 525* 4 .7 87 .9 8 .15 5 0
Kentucky 300* 9 .4 36 .3 11 .40 7 7
New Hampshire

	

26

	

3 .8

	

4 .3

	

6 .40

	

60

	

"
North Dakota

	

17*

	

2.6

	

9 .6

	

14 .85

	

6 7
Rhode Island

	

72

	

8 .0

	

16 .6

	

18 .49

	

56

Group 111, total

	

1,162

	

5.8

	

430 .4

	

21 .65

	

5 7
Connecticut

	

280

	

917

	

30 .6

	

10.63

	

5 0
Delaware

	

112*

	

21 .8

	

4 .4

	

8 .57

	

5 0
Iowa

	

58*

	

2.1

	

35 .0

	

12 .68

	

6 0
Kansas

	

65

	

2 .9

	

78 .5

	

34.51

	

5 8
Massachusetts(d)

	

380

	

7 .3

	

139 .9

	

25 .89

	

5 0
Minnesota

	

73*

	

2 .0

	

69 .5

	

19.45

	

6 0
Oklahoma

	

195*

	

7 .5

	

72 .5

	

29 .26

	

7 0

Group IV, total

	

6,349

	

9 .1

	

1,399 .6

	

20 .10

	

5 1
California

	

2,500

	

13 .3

	

666 .8

	

35 .46

	

b0
Hawaii

	

34*

	

4 .7(c)

	

5 .8

	

8 .03

	

5 3
Maryland

	

350

	

9 .7

	

33 .7

	

9 .33

	

5 0
Michigan

	

330*

	

3 .9

	

42 .1

	

4 .97

	

50
New York

	

2,000*

	

11 .0

	

434 .7

	

23 .87

	

50
Pennsylvania

	

583*

	

5 .0

	

113 .7

	

9 .80

	

5 4
Utah

	

40*

	

4 .0

	

8 .8

	

8 .78

	

6 6
Washington

	

250

	

8 .2

	

31 .9

	

1n,,19

	

5 0
Wisconsin

	

262*

	

6 .3

	

62 .1

	

14,90

	

5 8

a . Group I Includes only those eligible for cash payments under categorical public assistance programs ;
II includes medically Indigent in the same catenories ; III covers all medically Indigent children unde r
21; and IV covers all others classified as medically indigent .

b . Number eligiblo, unless otherwise noted ; asterisk (*) indicates number to be served .
c . First year estimate rose to 7 percent, later revised to 11 percent .
d . Group IV coverage scheduled to begin July 1, 1968 .
Source ; Basic data from U .S. Department of Health, Education, and Welfare and U .S . Department of Com -

merce. Computations by Tax Foundation .
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Table A-7

Aged Recipients of Public Assistance Medical Care Before and After Title 1 8

Number of eligibles

	

Change under
Title I taged tt and ever (a )

eaters

	

First year
slate Title It

	

Title it

	

Number

	

Percent

aDelaware 2,100

	

2,200

	

:

	

100

	

4 . 8
Hawali 3,176

	

3,623

	

447

	

14 . 1
Illinois 55,712 .56,684

	

972

	

1 . 7
,Iowa 33,000

	

;35,000

	

2,000

	

6 . 1
Louisiana ;44,480

	

48,253

	

3 1773

	

8 .5
Maine 17 1 000

	

15,000

	

2,000

	

.., 11 .8
Maryland 31,753

	

36,500

	

4,747

	

14.9
Michigan 51,035

	

423,860

	

72,825

	

, . '142 . 7
Minnesota 151 1614

	

54,542

	

2,928

	

5 . 7
;Montana 6,400

	

5,300

	

- 1,100

	

- 17. 2
Nebraska 19,023

	

16,109

	

- 2,914

	

-

	

5 . 3
-,New Mexico 15,358

	

15,936

	

578

	

3,8

	

-
Ohio - 75,000

	

X0,000

	

.

	

''

	

5,000

	

6.7
-

	

! Rhode Island,

	

27,400

	

27,000

	

400

	

_

	

1 . 5
Texas '230,000

	

250,000

	

20,000

	

8. 7
Vermont 6,450

	

5,150

	

- 1,300

	

-- 20,2
West Virginia

	

46,292

	

18,464

	

--27,828

	

-- 60. 1

a.

	

Includes, before Title 19, MAA and OAA cases .

Table A-B

State Reports on the Effect on Welfare Costs for the Elderly Resulting from

Eliminating the MAA Program -and Introducing Title 1 8

slab Comment on cost o fact

.California Reductions not substantial to date .

Connecticut, Some state patients have been . transferred . to ;private nursing !homes, thus freeing-,,,bed capacity of'State ,jael,li,ties .

;Hawaii No reduction .

Allinoia All persons on OAA and those formerly eligible for +MAA,are presently ,eligible . ;No,
ireduction In cost of services for this group .

slows Title 18 will assume much of the costs.

	

-

Massachusetts OAA reduction was $4,8 million ; MAA reduction $29,million for ten-imonth !period . "
:Michigan $21.6 million In state-local funds .

Minnesota $14 million first-year reduction for Title 18 .

-(New Mexico :Dropped MAA, which had cost $213,000 a year ,

Ohio Reduction of $12 million for fiscal year 1967 .

	

_

Oklahoma •Services have been expanded .

Pennsylvania Saved $8 to $10 million In state funds ,

.Utah When MAA was absorbed in the Title 19 program, ellgibility standards were lowered ;
19 benefits .hence some in the MAA program were ineligible for Titl e

'West Virginia Medical vendor payments for OAA dropped from $1,146,753 for the six-month perio d
ending December 31, 1965 to $648,332 for the some period in 1966 ,

Wisconsin No change - a slight expansion of MAA services was approximately offset by slightl y
requirements,more restrictive eligibility
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Table A-9

State Reports on Effect of the 1965 Federal Program Revisions c!! Receipts of State and Loca l
Hospitals for Indigent Patients formerly Served at State and Local Government Expens e

stab

	

Comment on change In hospital receipts

Connecticut

	

None .
Mawaii

	

Moderate Increase .
Iowa

	

Inpatient costs were previously paid by the county estimates of savings are CO mil -
lion annually,

	

s

Louisiana Actual revenues to state hospitals from Titles 18 and 19 estimated at $8 million i n
I n1967 .68,

	

comparison with actual revenues from medical vendor program o f
$2 .5 million ir, 1965 .66 .

Michigan County medical care facilities were relleved,of all patient expenses, for :an estimated
-saving of $3 .5 million annually .

Nebraska tittle change ,
!New Mexico :None .

Oklahoma The Increase In hospital receipts was due to the increased cost of hospital operation s
-' under the wage-and-hour law .

Pennsylvania Receipts will rise do about-$48 million in fiscal 1968 as compared •to •$30 •million yin ,
fiscal 1965 ,

Rhode Island $1 .35 million .
Utah Reduction In expenditures to local governments .
West Virginia Medicare picked up approximately $1 million, of which West Virginia formerly woul d

have had to pay $250,000 for OAA recipients .

i

~. :. ..

	

~_ . : Table A-10

	

,

State Reports on the Effect of Federal Participation in Medical Costs for Elderly-Patients I n
State and Local Government Mental and Tuberculosis Hospital s

state Comment on cost offset

	

-

••Connecticut Coverage for patients in T9 and mental institutions began in January 1967.

	

`
:Mawah !None as yeti state expects this to be a factor shortly .

Illinois In 1967.69 biennium, Federal government will participate equally with state of ,
, I llinois for cost of these services .

Iowa Small .
Louisiana Medicare payments are made for patients 65 and older in state TS and mental hospi -

tals . Local governments do not operate these institutions .
Maryland Federal fund reimbursement from medicare and medicaid have reduced costs .
Massachusetts $5,5 million for 10 months .
Michigan Counties substantially relieved of cost for these patients .
Minnesota $3.5 million ,first year reduction for patients in state mental .hospitals.
Nebraska $592,810 .
New Mexico :None .

	

-
Oregon Saving of $1,650,301 .
Pennsylvania State mental Instltutions : 1967.8 estimated $15 .6 millions Federal $8 .7 mlllion, stat e

$7,1 million, TS Institutlonss nothing to date, traditionally Pennsylvania does not
charge for such care .

Rhode Island $925,000 .
Utah Increased costs of state welfare and Increased income of state hospital for patient s

over 65,
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Table A-1 1
Medical Vendor Payments by Stage of Title 19 Implementation and State 1965 and 1967 8

Percent

	

eAmount of vendor payments 1888 to
196

7 1887

Stage of Implementation Total (millions) Per capita (b )
and state 1886 1887 1888 1987 Total Per capita

All states $1,472.7 $2,908 .9 $ 7 .63 $14 .76 97.5 93 . 4
States with Titl e
19 programs 1,268 .5 2,651 .4 9 .10 18 .65 109 .0 104. 9

Group I, total 196 .5 269 .9 5 .64 7 .62 37.4 35 . 1
Idaho 5 .3 5 .4 7 .57 7 .73 2 .8 2 . 1
Louisiana 31 .3 37.7 8 .81 10.30 20 .4 16 .9
Maine 8 .2 9 .6 8 .30 9 .89 17 .7 19 . 2
Montana 6 .2 6 .9 8 .79 9 .82 11 .6 11 . 7
Nebraska 12 .8 18 .8 8 .76 13 .07 46 .9 49 . 2
Nevada 3 .5 2 .6 8 .07 5 .95 - 24.3 -- 26 . 3
New Mexico 5 .4 10 .3 5 .29 10 .28 92 .2 94 . 3
Ohio 50 .0 67.4 4.87 6.45 34 .9 32 .4
Oregon 13 .8 . 15 .3 7 .10 7 .67 11 .5 8 . 0
South Dakota 4 .3 6 .8 6 .28 10 .07 57 .1 - :

	

60 . 5
Texas 38 .6 73.5 3 .66 6 .77 90.5 85 .0
Vermont 3 .4 5 .9 8 .47 14.16 73 .0 67 .2
West Virginia 12 .4 8 .4 6 .80 4 .68 - 31.9 - 31.2
Wyoming 1 .5 1 .2 4.67 3 .70 - 24.7 -- 20.8
Group 11, total 133 .5 187.5 8.33 11 .50 40 .5 38 . 1
Illinois 91 .4 128 .9 8 .59 11 .84 41 .5 37 . 8
Kentuck y

'
20 .6 27.2 6 .49 8 .54 32 .1 31 . 6

New Hampshire

	

- 3 .4 2 .0 5 .06 2 .92 - 41 .2 - .42 . 3
North Dakota 7 .7 9 .9 11 .89 15 .56 28 .4 30 . 9
:Rhode Island 10.3 19 .4 11 .57 21 .56 88 .3 • :86 . 3
Group 111, total 259 .9 384.6 13 .17 19 .26 48.0 46. 2
,Connecticut 30 .4 41.6 10.71 14 .21 36 .8 32 . 7
Delaware .5 2 .5 1 .02 4.84 390.7 374 .5

.

	

Iowa 25 .5 20 .6 9 .24 7.47 - 19 .4 -- 19. 2
- . Kansas . 17 .8 26.6 7 .91 11 .68 49.5 ,,47 .7

Massachusetts 98 .9 157.5 18 .45 29 .06 59 .2 57 .5
Minnesota 59 .1 79 .8 16 .62 22 .28 35 .0 34 . 1
Oklahoma 27.7 56.0 11 .26 22 .46 102.6 99 .v
Group IV, total 678 .6 1,809 .3 9 .87 25 .69 166 .6 160 . 3

-•

	

•<

	

California 196 .8 563 .8 10.69 29 .44 186.6 175 .4
Hawaii 4 .5 6.7 6 .28 9 .04 49 .8 1 43 .9
Maryland 12 .1 44.6 3 .43 12 .11 268 .3 253 . 1
Mlchlgan 66 .6 147.4 8.00 17 .17 121.4 114 .6
New York 223 .5 776.7 12 .34 42 .36 247 .6 243 . 3
Pennsylvania, 77.0 125.4 6 .65 10 .78 62.8 62 . 1
Utah 6 .6 9 .3 6 .71 9 .12 40.5 35 .9
Washington 41 .0 47 .4 13 .76 15 .36 15 .8 11 . 6
Wisconsin 50 .7 88.0 12 .22 21 .02 73 .7 72.0
States without Titl e

19 programs, total 204 .1 257 .4 3 .80 4 .69 26 .1 23 . 4
Alabama 17 .3 14.9 4 .95 4.22 - 13.5 - 14. 7
Alaska 1 .4 1 .2 5 .08 4 .24 - 15.0 - 16. 5
Arizona .9 1 .7 .56 1 .01 86.5 80 . 4
Arkansas 1519 20 .3 8 .19 10 .32 27.6 26 .0
Colorado 23 .7 24 .1 12 .17 12 .18 1 .6 . 0
Florida 19 .9 23 .2 3 .44 3 .87 16 .3 12 . 5
Georgia 14 .4 23 .5 3 .29 5,21 62 .5 58 .4
Indiana 18 .2 27 .1 3 .72 5 .42 49 .1 45 .7
Mississippi 1 .9 3 .1 .80 1 .33 67 .2 66 . 3
Missouri 15 .2 1510 3 .37 3 .25 --

	

1 .2 -

	

3 .6
-

	

New Jersey 30 .0 52 .7 4 .42 7 .52 75.4 70 . 1
North Carolina 1519 18 .7 3 .22 3.71 17 .4 15 .2
South Carolina 910 8 .1 3 .50 3 .12 -

	

9 .3 - 10.9
Tennessee 12 .1 15 .4 3 .16 3 .96 26 .9 25 . 3
Virginia 8 .4 8 .6 1 .89 1 .90 2 .9 .5

a, Annual rate of payments in third quarter of 1967 ,
b, Total payments divided by population of each state .
Source; Basic data from U .S . Department of Health, Education ,

and Welfare . Computations by Tax Foundation .
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Appendix B
MA.TOR REVISIONS IN MEDICAL ASSISTANCE PROVISIONS (TITLE 19)9

SOCIAL SECURITY AMENDMENTS OF 1967 1

4. Modification of comparability provisions.

States do not have to include in Medic -
aid coverage for recipients under age 65
the same services which the aged receiv e
under the supplementary medical insur-
ance program furnished under the buy-i n
provisions discussed above .

S. Required services for Medicaid.
Enlarges state discretion in the selection

of services to be provided for the medi-
cally indigent. States will continue to be

	

-
required to provide the five basic services
for all money payment recipients, but for
the medically indigent could select either
the first five, or seven out of 14 services
authorized under the law (except that i f
nursing home or hospital care services are
selected, states must also provide physi-
clans' services in those institutions) . After
July 1, 1970, states will also be required to
provide home health care services for cash
assistance recipients.

6. ,Extent of Federal financial participation
in state administrative expenses .

Permits the same 75 percent Federa l
matching for physicians and other profes-
sional medical personnel working on the
Medicaid program in the state health
agencies as was formerly extended to
workers in the "single state agency,"
usually the public assistance agency . (Pre-
vious matching was 50 percent in suc h
cases . )

7. Advisory Council on Medical Assistance .
Such a council, cot sisting of 21 person s

from outside the government, is estab-
lished to advise the Secretary of Health;
Education, and Welfare on matters of ad-
ministration of the Medicaid program ,

8. Free choice for persons eligible for Medic-
aid .

Effective July 1, 1969, people covered
under state Medicaid program will have
free choice of qualified medical facilitie s

1, Congressional Record, "Summary of Social Security Amendments of 1967—Public Welfare and Healt h
Amendments," pp, H 16862 M, December 13, 1967 ,

L . Limitation on Federal participation in
Medicaid programs.

States will be limited in setting income
levels for Federal matching purposes to

- 1331/3 percent of the highest amount ordi-
narily paid to a family of the same size in
the form of money payments under the
Aid for Families with Dependent Childre n

` -.(AFDC) program . For state plans already
in effect, the limit would be 150 percent
effective July 1, 1968; 140 percent on Jan-
uary 1, 1969; and 1331/3 percent on Janu-
ary 1, 1970 ,

2., , Maintenance of state effort.

The 1965 law contained certain provi-
sion which in effect required that the ad-
ditional Federal dollars the states receive
under Title 19 would be passed on to re-
cipients or otherwise used in the state
welfare programs, for a period ending
July 1, 1969 . The 1967 amendments add
lo the kinds or expenditures states ma y
count (e .g., money payments) (from Jul y
1, 1966) in determining whether they ar e
satisfying the "maintenance-of-effort" pro-
visions. The provision as°amended would
terminate July 1, 1968.

3. Coordination of Title 19 and the supple-
mentary medical insurance program (Title

Extends to January 1, 1970 (rather than
January 1, 1968) the time for states to
;buy-in Title 18 supplementary medical in-
surance for persons eligible for Medicaid .
Also, the medically indigent may be in -
eluded in the group for which the state
can purchase such coverage, and person s
who go on the rolls after 1967 are also
eligible, although there is no Federa l
matching toward the state's share of the
premium in such cases . Federal matchin g
amounts will not be available to states fo r
services which could have been covere d
under the supplementary medical insur-
ance programs but were not as a result of
a state's failure to buy in .
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and practitioners, including communit y
pharmacists .

9. Use of state agencies to assist health facili .
ties to participate in the various health
program p under the Social Security Act .

States will receive 75 percent Federal
matching for services which the state healt h
agencies perform to help health facilities
qualify for participation in the variou s
health programs under the Social Securit y
Act (Medicare, Medicaid, child health) ,
and'to help thos; facilities improve thei r
fiscal records for payment purposes . (Simi-
lar provisions for Medicare, are repealed ,
effective July 1, 1969, when this provision
goes into effect . )

10. Payments for services and care by a third
party—Medicaid .

States are required to take steps to as -
sure that the medical expenses of a perso n
covered under the Medicaid program ,
which a third party has a legal obligatio n
to pay, will not be paid for, or, if liability
is later determined, that steps will be take n
to secure reimbursement .

11. Direct billing—Medicaid.

Permits states to make a direct paymen t
to the recipient for physicians' and den-
tists' services with'respect to those medica l
assistance recipients who are not also re-
ceiving cash assistance . (Previous law re-
quired the states to pay directly to th e
provider of the services . )

12. Date on which state plans under Title 19
must meet certain financial participation
requirements .

Advances the date on which state plans
for medical assistance must meet the 1965
law's requirements for state (versus local )
financial participation from July 1, 197 0
to July 1, 1969 .

13. Observance of religious beliefs .

Medicaid and child health programs are
amended to make it clear that an individ-
ual is not required to undergo medica l
screening, diagnosis, or treatment, where
contrary to his religious belief, except in
cases involving contagious disease or en-
vironmental health .

14. Essential person—Medicaid .

Extends Federal matching for medica l
assistance to an "essential person," if in-
cluded in the state 's plan (e .g., the spous e
to an aged or disabled recipient living wit h
him and essential or necessity to his wel -

fare, but not herself eligible for cash as-
sistance because she is under 65 . )

15. Hospital deductibles and copayment for
medically indigent .

At a state 's option, permits the costs o f
hospital care received by medically needy
(but not cash payment recipients) to b e
subject to deductibles or other cost shar-
ing. (Under previous law states were not
allowed to impose such deductibles or cos t
sharing provisions with respect to hospita l
care under Medicaid . )

16. Medicaid safeguards .
States are required to establish methods

and procedures designed to safeguard
against unnecessary utilization of health
care and services, as well as to assure tha t
payments (including payments for drugs )
do not exceed reasonable charges and tha t
they are made on a basis consistent wit h
efficiency, economy, and quality of care .

17. Skilled nursing home standards under
Medicaid .

Sets conditions for participation in th e
Medicaid program on licensed nursin g
homes meeting certain conditions . Re-
quires states to have a professional medica l
audit program for periodic medical evalua-
tions of the appropriateness of care pro-
vided Title 19 patients in nursing homes ,
mental hospitals, and other institutions .
Effective July 1, 1970, states which provid e
skilled nursing home care will also be ex-
pected to provide home health care serv-
ices .

18. Licensing of nursing home administrators
under Medicaid .

Requires state licensing of nursing hom e
administrators and requires states to offer
programs of training to assist administra-
tors to qualify .

19. Federal matching in vendor payments for
assistance recipients in Intermediate car e
facilities .

Extends Federal sharing for welfare re-
cipients under OAA, AB, or APTD who
are living in facilities which are more tha n
boarding houses, but less than skilled nurs-
ing homes (previously such payments wer e
limited to medical facilities such as skille d
nursing homes) ; requires safety and sani-
tation standards for such institutions .

20. Shelter costs.
Permits states to establish different in -

come eligibility levels under Title 19 plans ,
which recognize variations in shelter cost s
between urban and rural areas ,
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