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EXECUTIVE SUMMARY

Background of the Study

Low enrollment in the Medicare Savings Programs has been a source of long-standing
concern. CMS's 1999 initiative under the Government Performance and Results Act (GPRA)"
was to “improve access to care for elderly and disabled Medicare beneficiaries who do not have
public or private supplemental insurance.” As part of its efforts to achieve thisgoa, CMS
convened a group of federal and state representatives to create a national strategy for increasing
enrollment in the Medicare Savings Programs. To support these efforts, CMS contracted with
researchers to profile the characteristics of enrollees and those eligible but not enrolled, assess
the effectiveness of state and federal outreach programs, and estimate the enrollment rate in the
Medicare Savings Programs.

To further this CMS GPRA goal, CMS contracted with RTI International to provide
information on the effects of the Medicare Savings Programs, as well as factors that influence
program participation. Our study addresses the following specific questions:

* What factors drive the decision to enroll in the Medicare Savings Programs?

» Do differencesin outreach activities, enrollment processes, and eligibility criteria
explain state variation in Medicare Savings Programs enrollment rates?

* How long do beneficiaries remain enrolled in the Medicare Savings Programs?
* What isthe impact of enrollment on Medicare service use?

» Towhat extent does adverse selection in the decision to enroll in the Medicare
Savings Programs explain any observed differences in Medicare service use between
enrollees and eligible nonenrollees?

» What isthe impact of enrollment on beneficiary out-of-pocket costs?

Our study extends previous research on the Medicare Savings Programs by differentiating
Medicare Savings Programs enrollees on their basis of entitlement and the benefits they receive.
Thisdistinction is critical to afull understanding of program enrollment and impacts.

Thisreport is one of severa reports that were produced under RTI’ s contract with CMS.
Other reportsinclude an evaluation of programsin states that received grant funding to promote
outreach and enrollment in the Medicare Savings Programs (Hoover et al., 2002) and an
evauation of the impact of state limitations on Medicare cost-sharing payments on beneficiaries
and providers (Mitchell and Haber, 2003).

! The purpose of the GPRA, passed in 1993, was to create accountability in government agencies by requiring them
to set goals for themselves and standards by which their performance could be measured.
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Overview of the M edicar e Savings Programs

Despite the broad health insurance coverage that Medicare provides to the aged and
disabled populations, beneficiaries are subject to cost-sharing requirements in the form of Part B
(and, occasionally, Part A) premiums, deductibles, and coinsurance. In addition, Medicare's
exclusion of certain services, such as outpatient prescription drugs and nursing home care, may
pose asignificant liability for beneficiaries. These out-of-pocket costs can pose a substantial
burden for low-income Medicare beneficiaries. The Medicare Savings Programs were designed
to provide low-income beneficiaries with relief from these out-of-pocket costs and improve their
access to needed health care services.

The Medicare Savings Programs is the name used by CM S, many states, and other
federa agenciesto refer to benefits provided to individuals who are dually eligible for Medicare
and some form of Medicaid. Beneficiaries can quality for the Medicare Savings Programs under
five main categories:

* Qualified Medicare Beneficiary (QMB);

» Specified Low-Income Medicare Beneficiary (SLMB);

e Qualifying Individual-1 (QI-1);

* Qualified Disabled and Working Individual (QDWI); and
* Maedicaid Only Dual Eligibles.

The benefits and eligibility criteria vary across these categories.

The QMB program was created under the Medicare Catastrophic Coverage Act (MCCA)
of 1988, which mandated Medicaid coverage of Medicare cost-sharing requirements for
Medicare beneficiaries with incomes up to 100% of the federal poverty level (FPL) and
resources not in excess of twice the SSI resource limit.” Medicaid pays the Medicare Part B
premiums for QMB enrollees, aswell as their deductibles and coinsurance.” Under earlier
provisions of the Omnibus Reconciliation Act of 1986 (OBRA 86), states also have the option of
providing full Medicaid benefits to Medicare beneficiaries with incomes up to 100% of FPL and
resources not in excess of the SSI resource level (Carpenter, 1998). Currently 18 states and the
District of Columbia exercise this option.”

Beginning in 1993, the SLMB program expanded these protections by mandating
Medicaid coverage of Part B premiums for Medicare beneficiaries with incomes up to 120% of

2 The Omnibus Reconciliation Act of 1986 had previously given states the option to provide coverage of either

Medicare cost-sharing or full Medicaid benefits to Medicare beneficiaries up to 100% of FPL.

Medicaid aso paysthe Part A premiums for a small number of QMBs. These are individuals who are required to
pay Part A premiums because they do not have sufficient work history to qualify for Social Security.

Fifteen states offer coverage to 100% of FPL: California, District of Columbia, Hawaii, Maine, Massachusetts,
Michigan, Mississippi, Nebraska, New Jersey, North Carolina, Oklahoma, Pennsylvania, Rhode Island, South
Caroling, and Utah. In addition, four states offer coverage to lower income levels: Florida (90% FPL), Illinois
(85% FPL), Minnesota (95% FPL), and Virginia (80% FPL).
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FPL and resources that do not exceed two times the SSI limit. QI-1s have incomes from 120-
135% of FPL.> QDW!Is are people with incomes up to 200% of FPL that have lost their
Medicare Part A benefits as aresult of returning to work. Beneficiariesin both categories are
allowed resources up to two times the SSI limit. Like SLMBs, Medicaid reimburses only the
Part B premiums for QI-1s. Medicaid paysthe Medicare Part A premiums for QDWIs.
Medicaid Only Dual Eligibles are typically individuals that need to spend down to qualify for
Medicaid or fall into aMedicaid eligibility poverty group that exceeds the limits of the QMB,
SLMB, QI-1, and QDWI programs. They receive full Medicaid benefits and coverage of
Medicare coinsurance and deductibles. States aso have the option of covering their Part B
premiums.

Since itsinception, Medicaid has supplemented Medicare for recipients of Supplemental
Security Income (SSI) by paying Medicare' s cost-sharing requirements and covering Medicaid
servicesthat are not included in the Medicare benefit package. States also have the option of
providing full Medicaid coverage to medically needy Medicare beneficiaries whose income and
assets exceed SSI criteria, but who incur catastrophic medical expenses. Currently, 35 states and
the District of Columbia operate medically needy programs.

All beneficiaries with incomes under 100% of the federal poverty level (FPL) are
considered QM Bs and beneficiaries with incomes from 100-119% FPL are considered SLMBS,
regardless of their basis of entitlement to Medicaid. Thus, all SSI recipients and some medically
needy eligibles are classified as QMBs. Under this definition, the QMB category includes both
dually €eligible beneficiaries receiving full Medicaid benefits and those whose coverage is limited
to Medicare cost-sharing. Similarly, the SLMB category may encompass some full-benefit
medically needy eligibles, aswell asthose eligible only for coverage of Part B premiums. CMS
distinguishes these groups by differentiating between QM B-plus and SLMB-plus (full-benefit
dual eligibles) and QM B-only and SLMB-only (duals eligible for coverage of Medicare cost-
sharing only).

To avoid confusion among the different categories of beneficiaries covered under the
Medicare Savings Programs, this report differentiates beneficiaries who were previously eligible
for Medicaid under SSI and medically needy programs from those eligible only under the QM B
and SLMB programs. SSI and medically needy recipients are referred to by those program
names. Other beneficiaries are identified as QMB or SLMB depending on the program for
which they qualify. Within this group of QM Bs, we further differentiate between those eligible
only for coverage of Medicare cost-sharing (called “ standard benefit QMBS’ ) and those eligible
for full Medicaid benefits because they reside in state that provides full Medicaid to Medicare
beneficiaries up to 100% of FPL (called “QMB-plus’).

Overview of the Study Design

Previous research on dually eligible beneficiaries (and on the QMB/SLMB programs in
particular) has shown that large numbers of potentially eligible beneficiaries are not taking
advantage of the benefits of the Medicare Savings Programs (Barents Group, 1999; GAO, 1999;

®> Anadditional category of Qualifying Individual-2 (QI-2), which covered people with incomes up to 175% FPL,
was aso created. Medicaid paid a small amount of the Part B premium for these people. The QI-2 program was
eliminated as of January 1, 2003.
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Rosenbach and Lamphere, 1999; Families USA, 1998; Moon et al., 1996). Although enrollment
rates have increased over time, more than athird of eligible beneficiaries still are not enrolled in
the programs (ARC, 2002; Moon et al., 1998). Participation varies among the Medicare Savings
Programs, with much lower enrollment in the SLMB program than in QMB (Barents Group,
1999; Moon et a., 1998; Moon et a., 1996; Families USA, 1998). Moreover, thereis substantial
variation across states in participation rates (Rosenbach and Lamphere, 1999; Families USA,
1998; Actuarial Research Corporation, 2002). Lack of awareness of the Medicare Savings
Programs has been amajor barrier to increasing program participation. Among the factors that
have been identified as possible determinants of success in enrolling beneficiaries are state
outreach activities, simplified application processes, and generosity of Medicaid eigibility
standards (Rosenbach and Lamphere, 1999; Nemore, 1997; Shaner, 1999; GAO, 1999).
However, previous research has yielded only mixed evidence of an association between intensity
of outreach activities and participation rates (Neumann et a., 1994; GAO, 1994; Shaner, 1999).

Although these programs in the past have not reached many potential eligibles, previous
studies show they benefit the most vulnerable beneficiaries, including those who are less
educated, are minorities, are disabled or otherwise in poor health, receive SSI or other welfare
income, and do not have private supplementa insurance (GAO, 1999; Neumann et al., 1995;
Barents Group, 1999). In addition, enrollees have higher rates of service use compared to
eligible nonenrollees (Barents Group, 1999; Parente and Evans, 1998; Neumann et a ., 1995;
Pezzin and Kasper, 2002). However, it isnot clear whether program enrollment increases
service use or sicker beneficiaries with a greater underlying propensity to use services are more
likely to enroll (Parente and Evans, 1998; Pezzin and Kasper, 2002).

Prior studies have not differentiated dually eligible beneficiaries otherwise eligible under
SSI or medically needy provisions from those eligible only under the QMB and SLMB
programs. However, these categories of dually eligible beneficiaries differ along a number of
dimensions that make it critical to distinguish among them in order to gain an accurate
understanding of the operation and impact of the Medicare Savings Programs.

» Pathwaysto enrollment. SSI beneficiaries receive Medicaid by virtue of their
eligibility for SSI cash benefits and beneficiaries in some states® are automatically
bought into Medicaid with no additional action on their part. Medically needy
beneficiaries qualify for Medicaid because of their high medical expenditures. In
contrast, Medicaid buy-in for QMBs and SLMBs s not triggered by enrollment in
another program and they must take affirmative stepsin order to receive these
benefits. Although medical expenses may drive their enrollment decision, by
definition they do not have medical expenses of the same magnitude as medically
needy beneficiaries.

» Benefit packages. SSI, medically needy, and QM B-plus beneficiaries are entitled to
coverage of all Medicaid services, as well as Medicare cost-sharing payments.
Standard benefit QMBs only receive coverage of Medicare cost-sharing payments,

® Currently 31 states and the District of Columbia have a §1634 agreement with the Social Security Administration
to automatically buy all SSI recipientsinto Medicaid. In the remaining 19 states, the state makes its own buy-in
determination, sometimes using more restrictive eligibility criteria.
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while SLMBs only receive the Medicare Part B premium. These varying benefits are
likely to affect beneficiary incentivesto enroll in the programs, as well as their
service utilization.

» Beneficiary characteristics. Beneficiary income levels, which are typically associated
with service use, differ across groups based on the income eligibility requirements for
each program. Lower income may also be associated with other beneficiary
characteristics that can affect service use, including race and age. The health status of
enrollees may aso differ across groups. Medically needy beneficiaries are likely to
be in the poorest health. While lower income SSI beneficiaries might be expected to
be in poorer health than QMBs and SLMBs, to the extent that the enrollment decision
for QMBs and SLMBsis more driven by medical needs, this might not be the case.

This study was designed to identify the factors, both policy and individual, that influence
enrollment in the Medicare Savings Programs, as well as program impacts on beneficiaries. Our
study addresses some of the limitations of previous research by distinguishing among Medicare
Savings Programs beneficiaries who have different bases of entitlement to Medicaid and who
receive different benefits. To address these questions, we conducted many different types of
analyses, drawing on awide variety of primary and secondary data sources. Our primary data
sources include:

» thefirst national survey of beneficiaries enrolled in the Medicare Savings Programs
(and their nonenrollee counterparts) that focuses on QMBs and SLMBs who are not
otherwise eligible for Medicaid as SSI or medically needy beneficiaries;

» focus groups of enrollees and eligible nonenrollees,

» focus groups of socia service professionas who work with low-income Medicare

beneficiaries; and

* asurvey of state Medicaid agencies on outreach activities, enrollment processes, and

eigibility criteriafor the Medicare Savings Programs.
The secondary data sources used in our analyses include:

» the Medicare Current Beneficiary Survey (MCBS);

» theMedicare National Claims History (NCH) file;

» the Medicare Enrollment Data Base (EDB) and Denominator file; and

» the TPEarth (also known as the Third Party Buy-in) file.

Our study focuses primarily on QMBs and SLMBs who are not otherwise eligible for
Medicaid under SSI or medically needy programs. Concerns about low program enrollment are
greatest for these QMBs and SLMBs and little is known about them compared to traditional
categories of dualy eligible beneficiaries. Within the QMB population, we differentiate between
beneficiaries residing in standard benefit states and those in QM B-plus states to identify the

impact of differencesin the benefitsthey receive. SSI beneficiaries are included in a number of
our analyses, both to provide a comparison for QMBs and SLMBs and to provide amore



complete picture of beneficiaries covered by the Medicare Savings Programs.” We classified
beneficiaries in these groups using CMS's TPEarth (or Third Party Buy-in) file, which CM S uses
to bill state Medicaid programs for the Part B premiums they have “bought into”, i.e., agreed to
pay Medicare on behalf of their dually eligible beneficiaries. Our MCBS analysis also includes a
comparison group of eligible nonenrollees. Specific nonenrollee comparison groups were
identified for the SSI, QMB, and SLMB popul ations based on the income and asset eligibility
criteriafor those programs.

Summary of Findings
Program Enrollment

Medicare Savings Programs enrollment has grown over time. Between 1999 and 2001,
the percentage of eligible beneficiaries who were enrolled in the program, or the takeup rate,
increased from 62% to 64% nationwide.8 There was substantial variation in the takeup rate
across states, ranging from 26% in New Hampshire and North Dakota in 2001 to 88% in
Cdlifornia

Enrollment in the Medicare Savings Programs is fairly stable, certainly in comparison
with other means-tested programs that similarly require periodic recertification of eligibility.
Despite anecdotal reports that substantial numbers of beneficiaries drop off the program at
redetermination because they are unaware of the need to be recertified, we found little evidence
that thisisaproblem. Although QMBs and SLMBs are more likely than SSI beneficiaries to
lose éigibility at redetermination, only about 2% are disenrolled at their initial redetermination
and the loss at each successive redetermination. Instead, there isaslow cumulative |oss over
time. At the end of five years, about 80% of SSI, 70% of QM B, and 60% of SLMB beneficiaries
remain enrolled in one of the Medicare Savings Programs.

Beneficiaries with health problems are more likely to enroll in the Medicare Savings
Programs. Although the specific measures that were significant varied across programs (i.e.,
SSI, QMB-plus, standard benefit QM B, and SLMB), enrollees have poorer self-reported health
status, lower functional status, and more chronic conditions compared to eligible nonenrollees.
In addition, enrollees were more likely to use non-medical services associated with decreased
physical function, such as personal care and home making services. We also found strong

Medicaid Only Dual Eligibles, who are primarily medically needy, are excluded from most of our analyses for
several reasons. Firgt, not all states “buy into” Medicaid on behalf of their medically needy population. Second,
they are not continuously eligible for Medicaid, but (depending on the state) may need to re-qualify by spending
down each year. Third, they represent arelatively small portion of all dually eligible beneficiaries and have
atypical patterns of utilization and expenditures. We also exclude QI and QDWI beneficiaries from most of our
analyses because QI enrollment is capped and QDWI enrolls only a small number of beneficiaries. Most of our
analyses also exclude beneficiaries enrolled in Medicare+Choice plans because Medicare claims data are not
available to analyze their patterns of service use. Even in those analyses that do not rely on claims data, we would
not have adequate sample sizes to examine managed care enrollees separately.

8 One of CMS GPRA goals was to increase enrolIment in the Medicare Savings Programs by 4%. Thisgoal,
which was achieved, was based on the increase in the number of enrollees from October 1, 1998, through
September 30, 2000. In contrast, we report the change in the takeup rate and our data cover alater time period
(1999-2001).
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evidence that enrollment in the QMB and SLMB programs may be precipitated by major health
events such as hospitalizations.

Outreach Activities and Application Procedures

States have increased their outreach activities for the Medicare Savings Programs over
time. They have increased their use of both printed materials and live presentations. In addition,
nearly all states have formed some type of partnership with other state agencies, federal agencies
or local organizations to promote outreach. The application, enrollment, and eligibility processes
have also become easier. For example, 38 states had adopted a shortened application form for
the Medicare Savings Programs by 2001.

Despite these efforts, we did not find evidence that variation in state outreach activities
and application procedures explains differences in takeup rates across states. There are a number
of limitations to this analysis that may explain this finding, including the limited time period of
the analysis and the accuracy of some of the key variables. These limitations are discussed in
greater depth below.

However, it is striking that, despite extensive outreach efforts in recent years, our survey
showed the main reason €ligible individuals do not enroll is that they are unaware of these
programs. Although CMS and the states have invested in print, broadcast media, and
presentations, few beneficiaries responding to the survey had learned about the programs these
ways. Rather, enrollment was associated with learning about the program from social workers
and health professionals. In addition, there are high levels of illiteracy, as well as physical and
cognitive impairment, in the target population for whom printed materials are of little value. We
also found that helping professionals with whom beneficiaries come in contact and who could
educate or encourage them to enroll are not consistently knowledgeable about the Medicare
Savings Programs.

The study findings aso point out the limited potential of presentations at community or
senior centers as an approach to outreach. Only a small proportion of enrollees and eligible
nonenrollees utilize these centers and only a small percentage of the enrollees indicated they had
learned of the programs this way.

While focus groups comprised of social service professionals who work with low-income
Medicare beneficiaries highly praised shortened applications, difficulties with the enrollment
process itself may remain a barrier to enrollment. Although the majority of enrollees received
help with the application and only asmall percentage report it was very difficult, many still
found it too long, too personal and too difficult. Fifteen to 20% of eligible nonenrollees overall
cite the application as a barrier to enrollment.

Personal values or other considerations are often cited as impediments to enrollment.
Close to 20% of eligible nonenrollees overall are concerned with estate recovery. While welfare
stigma or the fierce commitment to self-sufficiency of the generation that lived through the
Depression is one of the most often cited obstacles to enrollment, we found that few eligible
nonenrollees do not want the assistance, and many enrollees indicated that they enrolled because
they deserve the benefits. If beneficiaries have heard of the programs, they do not enroll because
they do not know how to apply or they assume they will not qualify for them.
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Service Use

Enrollment in the Medicare Savings Programs improves access to medical care services,
as measured by service utilization. After controlling for the poorer health status of enrollees and
other differences in beneficiary characteristics, our analyses show that enrollees are more likely
than eligible nonenrollees to use inpatient services, outpatient hospital services, Part B services
overall, and physician visits. We found greater service use by enrollees compared to
nonenrollees regardless of the benefits to which they are entitled under the Medicare Savings
Programs. The positive impact for SLMBs s particularly noteworthy given that they remain
liable for Medicare copayments and deductibles. Asaresult, enrollment only affects their ability
to purchase services through their savings on the Part B premium. However, the Part B premium
represents a substantial share of total income for SLMBs. In 2003, Part B premium payments
would consume about 7% of the annual income a single person living at 120% of the federal
poverty level (FPL) and about 10% of the income of a couple.

Greater service use by enrollees may reflect differences between enrollees and eigible
nonenrollees in health status or other characteristics that affect the likelihood of seeking care. As
discussed above, enrollees are in poorer health than nonenrollees. In addition, hospitalizations
are an important precipitating event for enrollment in the QMB and SLMB programs. To the
extent that beneficiaries were hospitalized for chronic conditions, this could predict higher levels
of ongoing service use.

Although we controlled for measurable differences in health status, it is possible that
there remain unobserved differences between enrollees and eligible nonenrollees that contribute
to our finding of higher service use by enrollees. We attempted to measure the impact of adverse
selection on utilization differences between enrollees and nonenrollees using instrumental
variables analysis. In some cases the estimated effects of program enrollment on service use
were implausibly large in our instrumental variable analyses; in others, large estimated effects
were insignificant. Although the instruments used in these anal yses were significant predictors
of enrollment, it is possible that they were not sufficiently powerful to identify the effects of
adverse selection. Asaresult, we could not determine conclusively the extent to which higher
service use by enrolleesis determined by the protection from cost-sharing that they receive under
the Medicare Savings Programs.

Findings on relative service use across types of Medicare Savings Programs enrollees are
mainly consistent with differences in the generosity of the benefit package to which they are
entitled. As expected, since they remain liable for Medicare copayments and deductibles,
SLMBs are less likely than standard benefit QM B and QM B-plus beneficiaries to use most
services. Some of the differences are quite large, particularly relative to QMB-plus beneficiaries.

Given that they both receive full coverage of Medicare copayments and deductibles, we
expected and found few differencesin Medicare service use between QMB beneficiaries living
in standard QMB benefit states and those living in QM B-plus states. However, QM B-plus
beneficiaries were significantly more likely to have avisit with a physician or other Part B
provider. Thismay be related to coverage of prescription drugs that QM B-plus beneficiaries, but
not standard benefit QM BS, receive through Medicaid. As discussed below, QMB-plus
beneficiaries use more prescription drugs than those living in standard QM B benefit states. Asa
result, QM B-plus beneficiaries may need to see a doctor more often to monitor or renew their
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medications. In addition, beneficiary focus groups suggested that beneficiaries without
prescription drug coverage may avoid seeing a physician if they think the result will be a
prescription that they are unable to afford.

Service use by SSI beneficiaries relative to other Medicare Savings Programs enrollees
was generally lower than expected in light of the broad coverage to which they are entitled.
They were less likely than standard benefit QMB and QM B-plus beneficiaries to use most
Medicare services and there were few significant differences from SLMBs. These lower than
expected levels of service use may reflect differences in the characteristics of the enrollee groups
that we were unable to control for in our analyses. For example, enrollment in SSI may be less
subject to adverse selection than the other Medicare Savings Programs. While QM Bs and
SLMBs apply to the Medicare Savings Programs specifically to receive medical benefits, SSI
beneficiaries receive Medicaid by virtue of their entitlement to SSI cash benefits. Thus,
enrollment in the SSI program may be less driven my medical care needs. Although they are
inconclusive, our analyses did not find evidence of adverse selection in the SSI program, but
suggest that there may be adverse selection in the other programs.

Out-of -Pocket Costs

The key goal of the Medicare Savings Programs is to provide assistance to |ow-income
Medicare beneficiaries in paying their out-of-pocket expenses for medical care services. Our
findings clearly indicate that the Medicare Savings Programs succeed in achieving this goal.
Although they decrease the financial burdens experienced by Medicare beneficiaries, they do not
eliminate them.

SSl, standard benefit QM B, and QM B-plus enrollees are in poorer health and use more
services than their nonenrollee counterparts. Despite this, enrolleesin all three groups have
lower out-of-pocket costs than eligible nonenrollees. As expected, SSI and QM B-plus
beneficiaries receive greater protection from out-of-pocket costs than standard benefit QMBSs. In
contrast, SLMB enrollees also use more services than eligible nonenrollees, but there are no
differences between the groups in out-of-pocket costs. This suggests that they are using the
savings on the Part B premium to purchase additional medical services. Nevertheless, more than
half of SLMBs delay seeking care because of the cost.

Although the Medicare Savings Programs reduce beneficiary liability, the vast majority
of enrollees continue to incur some out-of-pocket costs and the burden is particularly large for
SLMBs. While a substantial proportion of standard benefit QM B and QM B-plus enrollees delay
seeking medical care because of costs and have problems paying for their medications, SLMBs
were even more likely to report these difficulties.

Coverage of prescription drugs through Medicaid provides a valuabl e benefit to SSI and
QMB-plus enrollees. SSI and QM B-plus enrollees have substantially lower out-of-pocket costs
for prescription medicines than eligible nonenrollees, while there were no differences between
standard benefit QMB and SLMB enrollees and their nonenrollee counterparts. SSI and QM B-
plus enrollees also have significantly lower out-of-pocket costs for prescription drugs than
standard benefit QMB and SLMB enrollees. 1n our beneficiary survey, QM B-plus beneficiaries
were much less likely than standard benefit QMB or SLMB beneficiaries to report they had
difficulties paying for prescriptions or used fewer medications than prescribed due to costs.
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Study Limitations
Identifying Type of Medicare Savings Programs Coverage

Our study findings highlight the importance of distinguishing among different categories
of Medicare Savings Programs enrollees when assessing program operation and impacts. CMS’
TPEarth (Third Party Buy-In) fileis the only data source that can be used to differentiate SSI,
QMB, and SLMB beneficiaries. However, there are limitations to the TPEarth data that make it
difficult to categorize beneficiaries in thisway. First, it may be difficult to reliably differentiate
SSI and QM B beneficiaries, except in states that automatically buy SSI beneficiaries into
Medicaid. Second, except in states with automatic buy-in for SSI beneficiaries, it may be
difficult to reliably identify transitions between dligibility categories within a period of
continuous Medicaid buy-in.

Asaresult of these limitations in the TPEarth file, most of our analyses exclude data
from ten states where we could not reliably distinguish QMB from SS| beneficiaries. Some
analyses that look back over a beneficiary’s eligibility history exclude additional states. The
states that remain in our analyses may not be representative of all states. Most importantly, al of
the excluded states do not automatically enroll SSI beneficiariesin Medicaid. Our findings for
SSI beneficiaries are, therefore, the most likely to suffer from any biases due to these exclusions.

|dentifying Eligible Nonenrollee Population

Ideally, in identifying the eligible nonenrollee population, we would have liked to have
adjusted income and asset data for the types of exclusions that are used when making eligibility
determinations. However, this was not possible due to limitations in reporting income and asset
datain the MCBS and, instead, we used gross income and assets. Our beneficiary survey
similarly relied on questions about gross income and assets to identify eligible nonenrollees.
This approach has also been used in previous studies (Pezzin and Kasper, 2002; GAO, 1999).

Because we could not adjust for income and assets for these exclusions, the eligible
nonenrollee populations used in our analyses have lower income and assets than their enrollee
counterparts. While this could affect our findings on differences between enrollees and
nonenrollees, we tested the sensitivity of the results of our MCBS analyses to this bias and found
little impact. Our findings on service use were unchanged when we limited the enrollee
population to the income ranges used to identify eligible nonenrollees.

Adverse selection

There are many differences between enrollees and eligible nonenrollees, as well as
between types of enrollees, that undoubtedly influence patterns of service use and out-of-pocket
expenditures. Our multivariate analyses control for those characteristics that can be observed in
our datasets. The MCBS analysesinclude a particularly rich set of controls. Nonetheless, there
undoubtedly remain unmeasured differences between the groups that influence our findings. The
adverse selection analyses attempted to systematically control for unmeasured differences
between the enrollee and eligible nonenrollee populations. However, we could not determine
conclusively the extent to which higher service use by enrolleesis driven by Medicare Savings
Programs benefits.

10



Datafor Analysis of State Enrollment Variation

Our study of state variation in program enrollment found no significant relationship
between state outreach activities or application procedures and Medicare Savings Programs
enrollment rates. There are anumber of limitations to the data that were used in this set of
analyses that may explain these findings.

Some limitations are related to the limited time period for the study. There were only
three years of data available for this portion of the study, which may not have been long enough
to observe the impact of increasing outreach activities. In addition, variation in the enrollment
rate was limited in a number of states during this time period. It may also take time to observe
the impact of new outreach initiatives on enrollment. Although our analyses primarily looked at
the relationship between concurrent outreach efforts and enrollment, we nonetheless found
similar results when we tested the rel ationship between enrollment and prior year outreach.
Finally, because the state is the unit of observation, the sample size was small even in the
analyses that incorporated al three years of data.

Additional limitations are related to our ability to accurately measure the key variables
used in these analyses. While we had hoped to measure the intensity of outreach efforts, it was
not possible based on the responses to the state outreach survey and, for the most part, our
analyses ssimply looked at the whether a state had undertaken a particular activity in agiven year.
Asaresult, our outreach variables may not have been refined enough to accurately identify
enrollment impacts. In addition, the quality of some of the responses to the state outreach survey
was poor. Itisalso difficult to reliably estimate the number of Medicare beneficiaries that
qualify for the Medicare Savings Programs so that our enrollment rates may not be accurate.
Finally, including SSI and medically needy beneficiaries in the enrollment rate may have diluted
the impact of outreach activities because we expect their enrollment will be less affected by these
efforts than that of QMBs and SLMBs.

Discussion

It is clear that the Medicare Savings Programs offer a valuable benefit to enrollees.
Enrollment in the Medicare Savings Programs increases utilization of medical care services for
low-income Medicare beneficiaries. While the benefit is greatest for those entitled to the
broadest coverage, covering the Medicare Part B premium alone appears to increase service use
for the SLMB population. Although it is arelatively modest benefit, this coverage may provide
substantial financia relief for near-poor Medicare beneficiaries and free resources that enable
them to purchase additional medical care services. Nonetheless, perhaps because of its more
limited benefit, enrollment in the SLMB program has lagged behind that in other components of
the Medicare Savings Programs and continued efforts are needed to promote the value of this
program.

The Medicare Savings Programs also provide substantial protection from out-of-pocket
costs. However, most enrollees continue to incur some out-of-pocket costs, particularly SLMBS,
who have over $2,200 in out-of-pocket costs per year. Indeed, the average out-of-pocket costs
for aSLMB beneficiary would consume about 20% of the annual income of a person living at
120% of poverty. Despite receiving very comprehensive benefits, the SSI and QM B-plus
populations remain liable for out-of-pocket costs, ranging from $400 to over $1,000 per year,
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that are likely to be a serious hardship for some beneficiaries. Further research is needed to
better understand the sources of these remaining out-of-pocket costs, particularly for SSI and
QMB-plus beneficiaries. Our findings also highlight the substantial burden posed by out-of-
pocket expenditures for prescription drugs. While the burden is greatest for standard benefit
QMB and SLMB beneficiaries, SSI and, especially, QM B-plus beneficiaries continue to incur
out-of-pocket costs despite having coverage of outpatient prescription drugs through Medicaid.

Many studies have shown that the Medicare Savings Programs are under-utilized and our
findings indicate that lack of awareness, not motivation, is the main reason eligible beneficiaries
have not enrolled. Furthermore, personal assistanceis key to successfully educating and
enrolling beneficiaries into the Medicare Savings Programs. These findings suggest that it may
be most effective to target outreach efforts to those in the community that can identify potentially
eligible beneficiaries and assist them with the enrollment process. One strategy would be to
focus education efforts on the many types of health and social service providersthat have daily
contact with potentially eligible Medicare beneficiaries, but often have little knowledge about the
Medicare Savings Programs. A second strategy is to increase awareness among other helping
professional's of the services available from SHIP, including assistance with the application
process and answers to specific questions. SHIP workers should be encouraged to develop
relationships with other helping professionals in their community. 1f more individuals seek
assistance from SHIP, it will be necessary to increase investment and expand the SHIP program.
A final strategy isto develop training on the Medicare Savings Programs for welfare office
workers and to have welfare office staff that specializesin them. Although many enrollees
receive help from local welfare office staff, our focus groups of beneficiaries and helping
professionals reported that there is often limited staff in these offices to respond to calls about the
program and the staff responsible for taking applications may have little knowledge about the
programs themselves.

Despite significant strides toward simplification, our findings indicate that aspects of the
application process and certain eligibility requirements remain impediments to enrollment. The
application itself was cited as a barrier to enrollment by 15-20% of eligible nonenrollees and
requiring documentation of income and assets decreased the likelihood of enrolling. Estate
recovery was cited as a concern by 20% of eligible nonenrollees. Although the amount subject
to estate recovery may be small, especially for SLMBSs, beneficiaries often do not understand the
limits of the estate recovery process. Finally, the current asset limits, which were established in
1989 and have not been updated since, exclude many low-income beneficiaries who would
otherwise qualify for the program. In our survey, 45% of nonenrollee respondents with incomes
under 120% of poverty had assets that exceeded the limits for the Medicare Savings Programs.

Our study highlights the importance of distinguishing among different categories of
enrollees in the Medicare Savings Programs in order to understand how differencesin eligibility
pathways and benefit packages influence patterns of enrollment, service use, and out-of-pocket
costs. However, it can be sometimes difficult to obtain some basic information about the
Medicare Savings Programs because there is currently no centralized source of information about
state policies. CMSis developing aweb-based repository on state-plan information. It would be
helpful for researchers and people in the policy community for this effort to be continued and
resources invested to make this a user-friendly data source.
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Our study was limited by the lack of datafor certain states to reliably identify the benefits
to which a Medicare Savings Programs enrollee is entitled and the basis of her digibility. CMS
has addressed these limitations through recent enhancements to the Medicaid Statistical
Information System (MSIS). Beginning in 1999, M SIS includes detailed information on the type
of dual benefits to which abeneficiary is entitled aswell as basis of igibility. Furthermore,
MSIS now includes the Medicare Health Insurance Claim (HIC) number so that MSIS and
Medicare data can be linked for dually eligible beneficiaries. Thislinkage to Medicare datais
critical because Medicare is the primary payer for most services received by dually eligible
beneficiaries and many analyses of the Medicare Savings Programs will focus primarily on
Medicare data. However, thislinkage, which requires researchers to work with quarterly MSIS
filesfor each state, is cumbersome for Medicare analyses, particularly those that require data for
multiple states. Although M SIS data are converted to MAXX filesto be more accessible to
researchers, there are considerable lags before these files are available. CMS could remove
barriers to incorporating accurate information on dual igibility in Medicare analyses by
continuing to support and expedite creation of the MAXX files. In addition, MSIS data could be
merged to Medicare analytic files. CMSis currently working on developing a process for such a
merge.
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CHAPTER 1
INTRODUCTION

Low enrollment in the Medicare Savings Programs has been a source of long-standing
concern. CMS's 1999 initiative under the Government Performance and Results Act (GPRA)’
was to “improve access to care for elderly and disabled Medicare beneficiaries who do not have
public or private supplemental insurance.” As part of its efforts to achieve thisgoa, CMS
convened a group of federal and state representatives to create a national strategy for increasing
enrollment in the Medicare Savings Programs. To support these efforts, CMS contracted with
researchers to profile the characteristics of enrollees and those eligible but not enrolled, assess
the effectiveness of state and federal outreach programs, and estimate the enrollment rate in the
Medicare Savings Programs.

To further this CMS GPRA goal, CMS contracted with RTI International to provide
information on the effects of the Medicare Savings Programs, as well as factors that influence
program participation. Our study addresses the following specific questions:

* What factors drive the decision to enroll in the Medicare Savings Programs?

» Do differencesin outreach activities, enrollment processes, and eligibility criteria
explain state variation in Medicare Savings Programs enrollment rates?

* How long do beneficiaries remain enrolled in the Medicare Savings Programs?
* What isthe impact of enrollment on Medicare service use?

» Towhat extent does adverse selection in the decision to enroll in the Medicare
Savings Programs explain any observed differences in Medicare service use between
enrollees and eligible nonenrollees?

» What isthe impact of enrollment on beneficiary out-of-pocket costs?

This chapter provides an overview of the Medicare Savings Programs and our study design. Our
study extends previous research on the Medicare Savings Programs by differentiating Medicare
Savings Programs enrollees on their basis of entitlement and the benefits they receive. Aswe
will show, thisdistinction is critical to afull understanding of program enrollment and impacts.

Thisreport is one of severa reports that were produced under RTI’ s contract with CMS.
Other reportsinclude an evaluation of programsin states that received grant funding to promote
outreach and enrollment in the Medicare Savings Programs (Hoover et al., 2002) and an
evaluation of the impact of state limitations on Medicare cost-sharing payments on beneficiaries
and providers (Mitchell and Haber, 2003).

1.1  Background on the Medicare Savings Programs

Despite the broad health insurance coverage that Medicare provides to the aged and
disabled populations, beneficiaries are subject to substantial cost-sharing requirementsin the

® The purpose of the GPRA, passed in 1993, was to create accountability in government agencies by requiring them
to set goals for themselves and standards by which their performance could be measured.

15



form of Part B (and, occasionally, Part A) premiums, deductibles, and coinsurance. In addition,
Medicare' s exclusion of certain services, such as outpatient prescription drugs and nursing home
care, may pose asignificant liability for beneficiaries. The burden of these out-of-pocket costs
on the low-income population was recognized in the original design of the Medicare program,
which extended dual Medicare-Medicaid eligibility to certain categories of low-income
beneficiaries. Since the program’ s inception, Medicaid has supplemented Medicare for
recipients of Supplemental Security Income (SSI) by paying Medicare’ s cost-sharing
requirements and covering Medicaid services that are not included in the M edicare benefit
package. Stateswere also given the option of providing full Medicaid coverage to medically
needy M edicare beneficiaries whose income and assets exceed SSI criteria, but who incur
catastrophic medical expenses. Currently, 35 states and the District of Columbia operate
medically needy programs.

Even with these protections, out-of-pocket costs are a substantial liability for many low-
income Medicare beneficiaries who are ineligible for Medicaid under these provisions (Moon et
al., 1996). Since the late 1980s Congress has addressed this problem through a series of
eligibility expansions that created a set of benefits known collectively as the Medicare Savings
Programs. The Medicare Savings Programsis the name used by CMS, many states, and other
federal agenciesto refer to benefits provided to individuals who are dually eligible for Medicare
and some form of Medicaid. Beneficiaries can qualify for the Medicare Savings Programs under
five main categories:

* Qualified Medicare Beneficiary (QMB);

» Specified Low-Income Medicare Beneficiary (SLMB);

e Qualifying Individual-1 (QI-1);

* Qualified Disabled and Working Individua (QDWI); and
* Medicaid Only Dual Eligibles.

The benefits and eligibility criteria vary across these categories.

The QMB program was created under the Medicare Catastrophic Coverage Act (MCCA)
of 1988, which mandated Medicaid coverage of Medicare cost-sharing requirements for
Medicare beneficiaries with incomes up to 100% of the federal poverty level (FPL) and
resources not in excess of twice the SSI resource limit.”” Medicaid pays the Medicare Part B
premiums for QMB enrollees, as well as their deductibles and coinsurance.” Under earlier
provisions of the Omnibus Reconciliation Act of 1986 (OBRA 86), states also have the option of
providing full Medicaid benefits to Medicare beneficiaries with incomes up to 100% of FPL and
resources not in excess of the SSI resource level (Carpenter, 1998). Currently 18 states and the

19 The Omnibus Reconciliation Act of 1986 had previously given states the option to provide coverage of either
Medicare cost-sharing or full Medicaid benefits to Medicare beneficiaries up to 100% of FPL.

' Medicaid also pays the Part A premiums for a small number of QMBs. These are individuals who are required
to pay Part A premiums because they do not have sufficient work history to qualify for Social Security.
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District of Columbia exercise this option.12 Beginning in 1993, the SLMB program expanded
these protections by mandating Medicaid coverage of Part B premiums for Medicare
beneficiaries with incomes up to 120% of FPL and resources that do not exceed two times the
SSI limit.

Severa other categories of dually eligible beneficiaries have been created during the past
decade, including QI-1 and QDWI 5 QI-1s have incomes from 120-135% of FPL. QDWIsare
people with incomes up to 200% of FPL that have lost their Medicare Part A benefits as a result
of returning to work. Beneficiariesin both categories are allowed resources up to two times the
SSI limit. Like SLMBs, Medicaid reimburses only the Part B premiums for QI-1s. Medicaid
pays the Medicare Part A premiums for QDWIs. Medicaid Only Dual Eligibles are typically
individuals that need to spend down to qualify for Medicaid or fall into aMedicaid eigibility
poverty group that the exceeds the limits of the QMB, SLMB, QI-1, and QDWI programs. They
receive full Medicaid benefits and coverage of Medicare coinsurance and deductibles. States
also have the option of covering their Part B premiums.

The distinction among the various categories of dually eligible beneficiaries was blurred
by the Technical and Miscellaneous Revenue Act of 1998, which changed the definition of
QMBs to include anyone meeting QM B requirements even if they are otherwise eligible for
Medicaid (Carpenter, 1998). Thus, al SSI recipients and some medically needy eligibles are
classified as QMBs. Under this definition, the QMB category includes both dual eigibles
receiving full Medicaid benefits and those whose coverage is limited to Medicare cost-sharing.
Similarly, the SLMB category may encompass some full-benefit medically needy eligibles, as
well asthose eligible only for coverage of Part B premiums. CM S distinguishes these groups by
differentiating between QM B-plus and SLMB-plus (full-benefit dual eligibles) and QM B-only
and SLMB-only (duas eligible for coverage of Medicare cost-sharing only).

To avoid confusion among the different categories of beneficiaries covered under the
Medicare Savings Programs, we differentiate beneficiaries who were previoudy eligible for
Medicaid under SSI and medically needy programs from those eligible only under the QMB and
SLMB programs. SSI and medically needy recipients are referred to by those program names.
Other beneficiaries are identified as QMB or SLMB depending on the program for which they
qualify. Within this group of QMBs, we further differentiate between those eligible only for
coverage of Medicare cost-sharing (called “ standard benefit QMBS” in our analyses) and those
eligible for full Medicaid benefits because they reside in state that provides full Medicaid to
Medicare beneficiaries up to 100% of FPL (caled “QMB-plus’ in our analyses).

Previous research on dually eligible beneficiaries (and on the QM B/SLMB programsin
particular) has not distinguished between those otherwise eligible under SSI or medically needy

12 Fifteen states offer coverage to 100% of FPL: California, District of Columbia, Hawaii, Maine, Massachusetts,
Michigan, Mississippi, Nebraska, New Jersey, North Carolina, Oklahoma, Pennsylvania, Rhode Island, South
Carolina, and Utah. In addition, four states offer coverage to lower income levels: Florida (90% FPL), Illinois
(85% FPL), Minnesota (95% FPL), and Virginia (80% FPL).

3 An additional category of Qualifying Individual-2 (QI-2), which covered people with incomes up to 175% FPL,
was aso created. Medicaid paid a small amount of the Part B premium for these people. The QI-2 program was
eliminated as of January 1, 2003.
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provisions and those eligible only under the new QMB and SLMB programs. This commingling
of groupsisasignificant limitation of previous research that we address in this study.

1.2  Previous Research on the Medicar e Savings Programs
1.2.1 Program Participation Rates

Numerous studies have shown that large numbers of potentially eligible QMBs and
SLMBs do not participate in these programs. Most studies have found that somewhere around
half of al potential QMB/SLMB dligibles are not enrolled, with estimates ranging from 42% to
53% for time periods ranging from 1993 to 1996 (Barents Group, 1999; GAO, 1999; Rosenbach
and Lamphere, 1999; Families USA, 1998; Moon et a., 1996). A more recent estimate found
higher enrollment rates, with only 36% of QMB/SLMB €ligibles not enrolled in 1998 (Moon et
al., 1998). Actuarial Research Corporation (2002), which devel ops estimates of enrollment rates
in dual eligible programs under contract to CM S, found a similar proportion not enrolled in
2002. Participation rates vary markedly for the QMB and SLMB programs. QMB participation
rates range from as low as 41% (Neumann et al., 1995) to as high as 78% (Moon et al., 1998),
while estimated SLMB participation rates are far lower, ranging from 0.5% to 16% (Barents
Group, 1999; Moon et a., 1998; Moon et al., 1996; Families USA, 1998). Moreover, thereis
substantial variation across states in participation rates (Rosenbach and Lamphere, 1999;
Families USA, 1998; Actuarial Research Corporation, 2002).

Degspite their lack of uniformity, all of these estimates indicate that |arge numbers of
potential eligibles are not taking advantage of the benefits of the Medicare Savings Programs.
Among the factors that have been identified as possible determinants of successin enrolling
beneficiaries are state outreach activities, simplified application processes, and generosity of
Medicaid eligibility standards (Rosenbach and Lamphere, 1999; Nemore, 1997; Shaner, 1999,
GAOQ, 1999). Most beneficiaries who are eligible but not enrolled have never heard of the
Medicare Savings Programs (Neumann et a., 1994). Recent focus group findings indicate that
eligible Medicare beneficiaries want to enroll once they are aware of the programs (Perry,
Kannel, and Dulio, 2002). While one study found that Medicare beneficiariesresiding in states
that undertook more outreach activities were more likely to enroll (Neumann et al., 1994), other
studies found little evidence of an association between outreach activities and participation rates
(GAO, 1994; Shaner, 1999). Moreover, it appears that states make tradeoffs between the price
of certain outreach activities and their effectiveness (Shaner, 1999).

Estimates of QMB and SLMB program participation rates from previous research may
paint an overly optimistic picture of the success of these programs at enrolling beneficiaries who
are eligible for only the QMB and SLMB programs because they include those who are
otherwise eligible for Medicaid as SSI or medically needy recipients. Inclusion of SSI
recipients, in particular, inflates the success of QMB and SLMB program enrollment. As noted
previously, enrollment rates for SSI recipients should be virtually 100% in auto-accrete states,
although it is possible that not all beneficiaries who qualify for SSI cash payments receive these
benefits. Given that very few eligible beneficiaries are aware of the QM B program (Neumann et
al., 1995; GAO, 1999), it isnot surprising that SSI digibility is a strong predictor of QMB
participation. In marked contrast to the overall participation rates of roughly 50% cited in
previous studies, Neumann and colleagues (1995) found that 95% of SSI recipients participated
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in QMB, while the Barents Group (1999) reported 89% QM B participation among SSI
recipients.

1.2.2 Characteristicsand Service Use of QM B/SLMB Enrollees

Previous studies contrasting QM B and SLMB enrollees with eligible nonenrollees
suggest that, although they have not reached many potentia eligibles, these programs do appear
to benefit the most vulnerable beneficiaries. Participation rates are highest among less educated
beneficiaries, certain minorities, those without private supplemental insurance, those eligible for
Medicare because of disability or end-stage renal disease, those receiving SSI or welfare income,
those reporting fair or poor health status, and those reporting limitations in activities of daily
living (GAO, 1999; Neumann et al., 1995). The Barents Group (1999) characterized enrollees
and nonenrollees for the QMB and SLMB programs separately and found many similarities
across the two groups. Compared to QM B enrollees, beneficiaries who were eligible but not
enrolled were more likely to be among the oldest-old, White, married, residents of urban areas,
better educated, and home-owners. They were less likely to receive SSI or other welfare
program income. Nonenrollees reported better health status and they were also more likely to
have private supplemental insurance. Like QMB nonenrollees, SLMB €ligible nonenrollees
were more likely than enrollees to be among the oldest-old, married, and homeowners and less
likely to be on welfare. They were also more likely to report better health status, own private
supplemental insurance and have a usual place of care than participating SLMBs.

Most studies have shown that QMB and SLMB enrollees have higher rates of service use
compared to eligible nonenrollees (Barents Group, 1999; Parente and Evans, 1998; Neumann et
al., 1995; Pezzin and Kasper, 2002). It isless clear, however, whether program enrollment
induces higher service use or whether sicker beneficiaries with a greater underlying propensity to
use services are more likely to enroll in the programs. Parente and Evans (1998) used an
instrumental variable approach to control for potential endogeneity in the QMB enrollment
decision. However, their model was imprecisely estimated and did not yield conclusive results.
Pezzin and Kasper (2002) similarly used an instrumental variable approach and found that
controlling for adverse selection enrollment reduced the impact of enrollment on service use.

Given itslarge sizerelative to QM Bs and SLMBs, particularly during the earlier time
periods covered by these studies, these findings on beneficiary characteristics and service use are
dominated by the SSI population. Asdiscussed in Section 1.3, there are significant differences
in the characteristics, pathways to enrollment, and benefit package of SSI recipients compared to
QMBsand SLMBs. Asaresult, these findings may not be representative of QMBs and SLMBs
who were not otherwise eligible for Medicaid. This limitation of the previous research on the
Medicare Savings Programs is addressed by our study.

1.3  Study Design

This study was designed to identify the factors, both policy and individual, that influence
enrollment in the Medicare Savings Programs, as well as program impacts on beneficiaries. To
address these questions, we conducted many different types of analyses, drawing on awide
variety of primary and secondary data sources. Our primary data sources include:
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» thefirst national survey of beneficiaries enrolled in the Medicare Savings Programs
(and their nonenrollee counterparts) that focuses on QMBs and SLMBs who are not
otherwise eligible for Medicaid as SSI or medically needy beneficiaries;

» focus groups of enrollees and eligible nonenrollees;

» focus groups of socia service professionals who work with low-income Medicare
beneficiaries; and

* asurvey of state Medicaid agencies on outreach activities, enrollment processes, and
eligibility criteriafor the Medicare Savings Programs.

The secondary data sources used in our analyses include:
* the Medicare Current Beneficiary Survey (MCBYS);
» theMedicare National Claims History (NCH) file;
» the Medicare Enrollment Data Base (EDB) and Denominator file; and
» the TPEarth (also known as the Third Party Buy-in) file.

Most of the previous research on dually eligible beneficiaries has not distinguished
beneficiaries who qualify for Medicaid under the eligibility expansions of the 1980s and 1990s
that created the QM B and SLMB programs from those who qualify under SSI or medically
needy provisions. However, these categories of dually eligible beneficiaries differ along a
number of dimensions that make it critical to distinguish among them in order to gain an accurate
understanding of the operation and impact of the Medicare Savings Programs.

First, there are distinct differences in the pathways to enrollment for these groups. SSI
beneficiaries receive Medicaid by virtue of their eligibility for SSI cash benefits and for many
SSI beneficiaries no action is required to obtain Medicaid benefits. Currently, 31 states and the
District of Columbia (known as §1634 or auto-accrete states) have entered into an agreement
with the Social Security Administration to automatically buy all SSI recipientsinto Medicaid. In
these states, virtually 100% of SSI recipients should be enrolled in Medicaid. In the remaining
19 states (known as 209b states), the state makes its own buy-in determination for SSI recipients,
sometimes using more restrictive eigibility criteria™* Medically needy beneficiaries qualify for
Medicaid because of their high medical expenditures. In contrast, Medicaid buy-in for QMBs
and SLMBsis not triggered by enrollment in another program and they must take affirmative
stepsin order to receive these benefits. Many of the beneficiaries who are eligible for the QM B
and SLMB programs may not have any relationship with a social services agency. Unlike SS
beneficiaries they may have less incentive to enroll since they do not receive cash benefits. On
the other hand, because they only receive medical benefits, their enrollment decision may be
more motivated by medical needs than that of SSI beneficiaries. Although medical expenses
may drive the decision of QMBs and SLMBs to enroll, by definition they do not have expenses
of the same magnitude as medically needy beneficiaries.

14 Of the 209D states, 8 apply SSI €ligibility criteria, but still make their own Medicaid buy-in determination while
11 use eligibility criteriathat are stricter than SSI.
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Second, there are important differences in the benefits they receive. SSI, medically
needy, and QM B-plus beneficiaries are entitled to coverage of all Medicaid services, aswell as
Medicare cost-sharing payments. Standard benefit QM Bs only receive coverage of Medicare
cost-sharing payments, while SLMBs only receive the Medicare Part B premium. These varying
benefits are likely to affect beneficiary incentives to enroll in the programs, as well as their
service utilization.

Finally, the characteristics of beneficiaries in each of these groups are likely to differ.
Most notably, beneficiary income levels differ across groups based on the income eligibility
requirements for each program. Lower income beneficiaries are expected to have greater needs
for care and higher levels of service use all else being equal. Lower income may also be
associated with other beneficiary characteristics that can affect service use, including race and
age. The different pathways to program enrollment may also influence the characteristics of
beneficiaries enrolled in each of the programs. Medically needy beneficiaries are likely to bein
the poorest health. While lower income SSI beneficiaries might be expected to be in poorer
health than QMBs and SLMBs, to the extent that the enrollment decision for QM Bs and SLMBs
ismore driven by medical needs, this might not be the case.

Our study focuses primarily on QMBs and SLMBs who are not otherwise eligible for
Medicaid under SSI or medically needy programs. Concerns about low program enrollment are
greatest for these QMBs and SLMBs and little is known about them compared to traditional
categories of dualy eligible beneficiaries. Within the QMB population, we differentiate between
beneficiaries residing in standard benefit states and QM B-plus states to identify the impact of
differences in the benefits they receive. SSI beneficiaries are included in a number of our
analyses, both to provide a comparison for QMBs and SLMBs and to provide a more complete
picture of beneficiaries covered by the Medicare Savings Programs. Our MCBS analysis also
includes a comparison group of eligible nonenrollees. Specific nonenrollee comparison groups
were identified for the SSI, QMB, and SLMB populations based on the income and asset
eligibility criteriafor those programs.

We classified dually eigible beneficiaries by their basis of eligibility and the benefitsto
which they are entitled using CMS's TPEarth file, which CMS uses to bill state Medicaid
programs for the Part B premiums they have “bought into”, i.e., agreed to pay Medicare on
behalf of their dually eligible beneficiaries. Based on a series of codes reported in the TPEarth
file, beneficiaries were categorized as.

» SSI,

* QMB,

« SLMB, ad
* Other.

We further divided QM Bs into QMB-plus and standard benefit QM Bs based on the state in
which the beneficiary resided.” The category of “Other” includes anyone not classified as SSI,

> The states that provide full Medicaid benefits up to 100% FPL have changed over time. The specific states used
to identify QMB-plus enrollees varied based on the time period covered by the data used in a particular analysis.
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QMB, or SLMB (primarily medically needy beneficiaries and QI-1s). Appendix A contains the
detailed specifications used to create these groups.

There are some limitations to the TPEarth data that make it difficult to reliably categorize
beneficiaries in these groups in some cases. First, it may be difficult to distinguish between SSI
and QMB beneficiariesin states that do not auto-accrete SSI beneficiaries into Medicaid. Based
on the specifications described in Appendix A, we found that the proportion of beneficiaries
identified as SSI recipients was implausibly low in 10 states.” These states were excluded from
most of our analyses. Second, it may be difficult to identify the original type of eligibility during
a continuous period of buy-in because previous eligibility codes are overwritten when a
beneficiary’s eligibility changes. The exception is when a beneficiary changes between SSI and
other eligibility categoriesin auto-accrete states. Most of our analyses only required information
on current eligibility. However, the duration of enrollment analysis (Chapter 4) is based on
eligibility history data. Asaresult, thisanalysis excludes al 19 states that do not auto-accrete
SSl recipientsinto Medicaid.

Medicaid Only Dua Eligibles, who are primarily medically needy, are excluded from
most of our analyses for several reasons. First, not all states“buy into” Medicaid on behalf of
their medically needy population. Second, they are not continuously eligible for Medicaid, but
(depending on the state) may need to re-qualify by spending down each year. Third, they
represent arelatively small portion of all dually eligible beneficiaries and have atypical patterns
of utilization and expenditures. We also exclude QI and QDW!I beneficiaries from most of our
analyses because QI enrollment is capped and QDWI enrolls only a small number of
beneficiaries.

Most of our analyses also exclude beneficiaries enrolled in Medicare+Choice plans
because M edicare claims data are not available to analyze their patterns of service use. Evenin
those analyses that do not rely on claims data, we would not have adequate sample sizesto
examine managed care enrollees separately.

1.4  Overview of the Report

The remainder of the report is organized as follows. Chapter 2 describes the findings
from our beneficiary survey and focus groups on factors that influence enrollment in the
Medicare Savings Programs and the programs' impacts on enrollees. Adverse health events may
be one of the factors that triggers enrollment in the Medicare Savings Programs. We explore this
possibility in Chapter 3 using NCH data. In Chapter 4 we analyze patterns of enrollment in the
Medicare Savings Programs and the impact of periodic eligibility recertification on the duration
of coverage. Chapter 5 reports on the findings from our survey of state Medicaid agencies and
examines the impact of outreach activities, enrollment processes, and eligibility criteria on state
variation in Medicare Savings Programs enrollment rates. The impact of enrollment in the
Medicare Savings Programs on Medicare service use and beneficiary out-of-pocket costs are
examined in Chapter 6. In addition, this chapter discusses the impact of adverse selection on
differences in service use between enrollees and eligible nonenrollees. The report concludes
with asummary and a discussion of the findings.

' The excluded states are: Connecticut, Hawaii, Idaho, Illinois, Indiana, Maryland, Missouri, Nevada, Oklahoma,
and Utah.
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CHAPTER 2
ENROLLMENT IN THE MEDICARE SAVINGS PROGRAMS: PATHWAYS,
BARRIERS AND PROGRAM IMPACTS

21 I ntroduction

In this chapter, we present findings from the first national beneficiary survey focused on
enrollment in the Medicare Savings Programs, that is limited to Qualified Medicare Beneficiaries
(QMBs) and Specified Low-income Medicare Beneficiaries (SLMBs) covered under the
eligibility expansions of the late 1980s and early 1990s and does not include traditional
categories of dualy eligible beneficiaries. We examine factors affecting enrollment in the
Medicare Savings Programs, and the programs’ impacts on enrollees. The survey findings are
enriched by results from focus groups comprised of enrollees, eligible nonenrollees, and social
service professionals who had the potential to identify or assist eligible beneficiaries with the
application process.

The goals of these activities were to provide information to evaluate current outreach
efforts and help shape future outreach efforts. We set out to:

» better understand pathways and barriers to enrollment in the Medicare Savings
Programs,

» understand what role health status may play in enrollment,
» learn about the experience of beneficiaries with the enrollment process, and

» learn the extent to which these programs decrease the financial burdens experienced
by low-income Medicare beneficiaries.

In studying pathways and barriers to enrollment, we were interested in learning about
individual motivations or triggers for enrollment (i.e., why some people seek these programs and
others do not, and how people find out about the programs), and about system issues that
promote or impede enrollment. In studying the impacts of the Medicare Savings Programs, we
were interested in learning the extent to which the programs increase access to care or defray the
costs of headlth care for low-income Medicare beneficiaries. As QMB enrollees in some states
receive the full Medicaid benefit, we were also interested in learning to what extent enrollment
assists these low-income beneficiaries with the costs of prescription drugs. Indeed, our findings
indicate that the QM B program substantially reduces out-of-pocket costs for enrollees and, in the
states that provide full Medicaid benefits, enrollment in the QMB program provides much
needed assistance with the costs of prescription drugs.

Asintherest of thisevaluation, we focus on QMB and SLMB beneficiaries who are not
otherwise eligible for Medicaid as Supplemental Security Income (SSI) or medically needy
recipients. In most states (referred to as standard QMB benefit states), these QMB and SLMB
beneficiaries receive assistance with Medicare cost-sharing requirements, but do not receive
other Medicaid benefits. However, some states (referred to as QM B-plus states) provide full
Medicaid benefits to all Medicare beneficiaries with incomes up to 100% of the federal poverty
level (FPL), regardliess of whether they qualify astraditional SSI or medically needy dual
eligibles.
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We have excluded SSI and medically needy dually eligible beneficiaries from our
analyses for several reasons. These beneficiaries face additional incentives to enroll based on the
cash benefits, and (in standard QM B benefit states) the broader range of medical services
available to them. Furthermore, in many states (known as auto-accrete states) SSI recipients are
enrolled in Medicaid automatically. In addition, QMBs and SLMBs are likely to differ
systematically from the SSI and medically needy populations. The medically needy are, by
definition, high service users. SSI recipients are poorer than the QMBs and SLMBs. Lower
income beneficiaries are expected to have greater needs for care and higher levels of service use
all else being equal. To the extent that the enrollment decision for QMBS and SLMBsis more
driven by medical needs, this might not be the case. While QMBs and SLMBs only receive
medical benefits, SSI beneficiaries may be motivated to enroll in order to receive cash benefits.

Previous research on the Medicare Savings Programs has included traditional full benefit
SSI and medically needy dual eligibles. Therefore, little is known about factors driving
enrollment in the QMB and SLMB programs among beneficiaries not otherwise eligible for
Medicaid, nor is there information about the experience of those who enroll. Our key findings
include the following:

Program I mpacts

» Both enrollees and nonenrollees report significant out-of-pocket expenditures for
medical care, but Medicare Savings Programs enrollees are much better off than
nonenrollees. They report lower out-of-pocket expenditures, despite evidence of
poorer health status compared to nonenrollees.

*  QMBsin QMB-plus states report less trouble paying for prescription drugs than
nonenrollees; however, there is no difference for QM B enrollees in states with the
standard QM B benefit compared to nonenrollees. This suggests that assistance with
the Part B premium and with other cost-sharing requirements is not enough to offset
the prescription drug costs faced by low-income Medicare beneficiaries.

Pathwaysto Enrollment

* Mot eligible nonenrollees had never heard of the Medicare Savings Programs, while
enrollees typicaly learned of the Medicare Savings Programs from multiple sources.
Enrollees were most likely to hear about the programs through personal contacts with
social workers, health care professionals, friends and family, or visits to community
agencies or government offices.

* Receipt of community support services was a strong predictor of enrollment in the
Medicare Savings Programs. This may reflect differencesin help-seeking behavior,
underlying health status, or connections to organizations that conduct Medicare
Savings Programs case finding.

» Poor health status substantially increased the likelihood of enrollment.
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While many enrollees do not recall how they became enrolled, more than a third
report ahospital stay triggered enrollment, afourth cite achange in family situation
(such as widowhood), and about a sixth enrolled after moving to subsidized housing.

Two-thirds of enrollees report that someone helped them with the application process,
including friends or family members, social workers or case managers, and staff at
the office where they received the application.

The most common reason enrollees gave for applying was to access help paying their
medical bills.

While few respondents attend senior centers or other community centers, at least half
the respondents attend a place of worship. Thus, faith-based outreach efforts have the
potential to reach many Medicare Savings Programs eligibles.

Residence in a QM B-plus state, where a much richer benefit is offered, increases the
likelihood of enrollment in both the QMB and SLMB programs (the latter presumably
aspill-over effect from higher rates of application to the QMB program).

2.2  Study Questions

Given the gapsin the literature regarding QMB and SLMB enrollment, we developed and
fielded surveys and focus groups to address the following study questions:

Why do some beneficiaries enroll in these programs, while other eligible beneficiaries
do not?

What types of outreach or state enrollment processes are associated with higher
enrollment rates?

How do beneficiaries enroll? What facilitates their enrollment?

What is the relationship between health status and enrollment in the QMB and SLMB
programs?

Arethe use of socia and community services associated with enrollment?

To what extent does enrollment decrease out-of-pocket expenditures and financial
burden for enrollees?

How do enrollment in these programs and private supplemental coverage relate? Do
beneficiaries substitute the M edicare Savings Programs for private supplemental
coverage?

The remainder of this chapter is organized into six sections. In Section 2.3, we describe
the focus group and survey methodol ogies. Sections 2.4 and 2.5 report findings from our
descriptive analyses of the surveys, supplemented by information from the focus groups. The
multivariate analyses, modeling enrollment as a function of individual and state program
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characteristics, are presented in Section 2.6. We conclude with a discussion of the findingsin
Section 2.7.

2.3  Methodology

For this study we conducted a series of focus groups across the country, as well as
developed two national beneficiary surveys. One survey was designed for QM B and SLMB
enrollees and one was designed for eligible nonenrollees. In the following section we discuss
how the focus group materials were developed and how the states were selected. We also discuss
the development and pretest of the survey instruments.

2.3.1 Focus Groups

RTI and its subcontractor, New England Research Institutes (NERI), held 12 focus
groups across 6 states. Four of these focus groups were used to pre-test recruiting techniques for
the main focus groups and the focus group discussion guides. Based on our experience in the
pre-test groups, we revised the discussion guides and recruitment techniques for the main focus
groups. In addition, we used the pre-test focus groups to identify response options for inclusion
in the beneficiary surveys. The findingsin this report include those from the pre-test groups.

State Selection - We selected the pre-test focus group states (M assachusetts and New
Hampshire) based on proximity to RTI’s and NERI’ s offices to minimize travel costs. The main
focus group sites were chosen based on QMB and SLMB enrollment rates from our analysis of
the April 2000 TPEarth file. Weincluded two states with high QM B/SLMB enrollment rates
and two states with relatively low enrollment. High enrollment states were those with more than
50% of the dual eligible population enrolled in the QMB and SLMB programs, and low
enrollment states were those with less than one-third of dual eligibles enrolled in the QMB and
SLMB programs. We further required that one state from each category have a pharmacy
assistance program. State pharmacy programs often have digibility requirements similar to the
Medicare Savings Programs. Including states with pharmacy programs would allow us to
examine why dligible nonenrollees might be enrolled in the pharmacy programs but not the
Medicare Savings Programs or, conversely, if enrollees |earn about the Medicare Savings
Programs during the process of applying for pharmacy assistance. From these general categories,
we excluded states if:

» they were part of the sample for aNational Senior Citizens Law Center study
covering similar topics because we did not want to duplicate efforts,

» they provided full Medicaid benefits for QMB beneficiaries with incomes up to 100%
FPL because we wanted to interview beneficiaries who only received cost-sharing
assistance; and,

» they received grants from CM S to pilot programs to increase QMB and SLMB
enrollments (“Building Partnerships for Innovative Outreach and Enrollment of Dual
Eligibles.”) because we did not want to confound our results with states' initiatives
associated with this grant.

Based on the selection criteria, we held focus groups in Pennsylvania, North Carolina, lowa and
Colorado (Table A).
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Table A
Selection of States for Focus Groups

High Proportion of QMB | Low Proportion of QMB
and SLMB Enrollees and SLMB Enrollees
Pharmacy assistance program Pennsylvania North Carolina
No pharmacy assistance program lowa Colorado

Focus Group Pretests- RTI and NERI held four pretest focus groups, two in
Massachusetts and two in New Hampshire. In Massachusetts we conducted separate groups for
enrollees and nonenrollees, while in New Hampshire we conducted one beneficiary group
combining enrollees and eligible nonenrollees and one group of social service professionals.
Through these focus groups we gained important experience regarding approaches to recruiting
and conducting focus groups for this project and specific information about the QMB/SLMB
enrollment issues.

Recruiting participants was challenging. Hanging posters and distributing flyersin senior
centers or subsidized housing buildings asking beneficiaries to participate was not feasible
because enrollees often do not recognize the names of these programs. Nonenrollees are even
lesslikely to identify themselves as eligible for QMB, SLMB or the Medicare Savings Programs.
Instead, we designed recruitment materials based on ligibility criteria, i.e., identifying income
and asset limits. However, facilities were not willing to post or distribute these materias, either
because they believed their participants would not want to identify themselves as being poor or it
was counter to the policies of the facility. Asaresult, in Massachusetts we conducted onsite
outreach at a senior center to identify and recruit enrollees and eligible nonenrollees. While
effective, this approach also had limitations. It required an inordinate amount of staff time on-
site to recruit appropriate participants and screen-out SSI beneficiaries; the nonenrollees
identified simply had not heard of the programs, and the enrollees who participated could only
provide limited information about their enrollment experience.

To address these limitations, we tested a different approach to focus group recruitment
and composition in New Hampshire, which served as the model we employed in the main focus
groups. We combined enrollees and nonenrollees to ensure that we had enough individuals for a
viable focus group even if there were few nonenrollees. This proved interesting asit naturally
elicited explanations from the enrollees to the nonenrollees about the enrollment process and
benefits. We also piloted recruiting a group of professionals who work with low-income
Medicare beneficiaries. This group included those whose work is focused on QMB and SLMB
enrollment (e.g., State Health Insurance Assistance Program [SHIP] staff or volunteers), and
others who would be likely referral sources for QMB and SLMB enrollment (e.g., service
coordinators in senior housing; Area Agency on Aging case managers, hospital discharge
planners, community health center, mental health agency and home health agency staff; and
advocates). This approach proved particularly fruitful as each participant could relate experience
with multiple Medicare beneficiaries, could place the individual experiences in the context of the
local enrollment system, and could describe in more detail the obstacles and pathways
experienced by beneficiaries than could the individual beneficiaries themselves.

After finalizing the focus group recruitment protocols and discussion guides based on the
pre-test experience, we conducted two focus groups in each of the four other states. In each
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state, one focus group consisted of service providers and one of enrollees and eligible
nonenrollees combined. To organize the focus groups, we identified service coordinators in
subsidized housing, based on contacts suggested by the State Housing and Finance Authorities,
to serve asthe local recruiters. These individuas have frequent contact with eligible
beneficiaries and could easily recruit participants, and they were able to identify appropriate
participants based on their knowledge of potential participants financia status. They could also
arrange alocation for the focus groups within the buildings where the participants lived, and they
had working relations with other professionals who serve additional groups of low-income
elders. We worked closely with these individuals by telephone and email, and provided
recruitment materials and a stipend.

Focus Group Content - RTI and NERI designed discussion guides for the beneficiary
focus groups and the service provider focus groups, copies of which are included in Appendix B.
We asked the beneficiaries about the following topics. whether and how they had heard about
the Medicare Savings Programs; how and why they enrolled; why nonenrollees did not enroll;
unmet need and delayed care; out-of-pocket expenses; health care utilization and health status.
We asked the professionals about how they and beneficiaries |earned about the programs, how
they assisted beneficiaries in applying for the programs, and why some beneficiaries enrolled in
the programs while others chose not to. We also asked them about how beneficiaries perceived
the programs. We recorded each of the focus groups, and each session was transcribed. We then
reviewed the transcriptions for common themes and experiences across states to complement the
data gathered through our beneficiary surveys.

2.3.2 Surveys

Sample Selection -Devel oping appropriate sampling frames for enrollees and eligible
nonenrollees involved two major challenges. First, we needed to exclude other types of dual
eligibles from the enrollee sample. As described previously, the surveys focused on individuals
eligible for the QMB and SLMB programs only (as opposed to SSI and medically needy dual
gligibles). The enrollee sample was drawn from the Medicare TPEarth file, which allowed usto
distinguish QMB and SLMB beneficiaries from other categories of dual eligibles. Ten states
were excluded from the sample due to the limitations of the TPEarth data.1’ Further exclusions
to the sample were:

" Connecticut, Hawaii, Idaho, lllinois, Indiana, Maryland, Missouri, Nevada, Oklahoma and Utah were excluded
from the analysis because we could not reliably determine whether beneficiaries were QM Bs or SS| recipients.
In these states, the proportion of dua eligiblesthat our analyses of TPEarth data identified as SSI recipients was
implausibly low compared to other states. None of these states allow auto-accretion of SS| recipients. This
might explain the low SSI share identified in these states because auto-accrete status was one factor used in our
classification algorithm to distinguish QMBs from SSI recipients.
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* Beneficiaries aged 64 and younger.

» Beneficiaries who were not continuously eligible for Medicare in the 12 months prior
to sample selection.

» Beneficiaries with any Medicare HMO coverage during this time period.

Beneficiariesin ten states that provide full Medicaid benefits for QMBs (QMB-plus
states) were oversampled to permit comparisons between these states and those offering standard
QMB benefits.18 Enrollees were stratified by whether they residein a QM B-plus state and a
simple random sample of 536 beneficiaries was drawn from each stratum.

The second major challenge was to identify eligible nonenrollees. Thisrequired a multi-
step process because there is no data source that can be used to identify this population. We
selected a sample of Medicare beneficiaries who were not dually eligible. Because many of the
sample members would not meet the eligibility criteriafor the QMB or SLMB programs, the
survey included screening questions about income and assets that were used to determine
whether arespondent qualified for the programs. The income screening question was based on
the upper income limit for the SLMB program, 120% of FPL.19 This screening question was
based on the more generous SLMB income criterion because we felt that it would be too difficult
for respondents to reliably report income within the narrow band that is needed to differentiate
QMB and SLMB dligibility. The asset screening question was set at two times the asset limit for
the SSI program, which is the maximum amount allowed for QMB and SLMB dligibility.

Beneficiaries who meet the income and asset criteriafor the QMB and SLMB programs
are asmall proportion of the non-dually eligible Medicare population. In order to increase the
likelihood that sample members would meet the income and asset criteriafor the QMB and
SLMB programs, we oversampled beneficiaries residing in areas where a high concentration of
elderly residents have low net worth (defined as net worth less than $5,000).20

To develop the nonenrollee sampling frame, we used Census data to identify the
percentage of elderly residents with low net worth living in each ZIP code from the 41 states
included in the study. We then assigned each ZIP code to a stratum based on whether alow,
medium, or high percentage of its population over age 65 had a net worth of less than $5,000. A
fourth stratum was added for ZIP codes with small numbers of Medicare beneficiaries.? These

8 The District of Columbia, Florida, Maine, Massachusetts, Mississippi, Nebraska, New Jersey, Pennsylvania,

South Carolinaand Vermont provide full Medicaid benefits to beneficiaries with incomes up to 100% FPL.
Florida provides full benefits to 90% FPL.

The FPL isthe samein al states except Alaskaand Hawaii, where it is set higher to reflect the cost of living in
these areas. Hawaii was excluded from the sample as one of the 10 states with poor quality TPEarth data. The
income screening question on the version of the survey sent to residents of Alaska reflected the higher FPL in
that state.

2 We arrived at this sampling strategy based on analyses of Census and TPEarth data that showed a correlation
between rate of QM B/SLMB enrollment in a ZIP code and the net worth of residents age 65 and over. We aso
looked at the correlation between QMB/SLMB enrollment and the income of the population over age 65.
Because net worth was more strongly correlated with enrollment, we selected this as the economic indicator used
in our sampling strategy.

19

2 Approximately 4% of all zip codes have 30 or less Medicare beneficiaries. We were concerned that after

excluding dual eigibles there would be a very small number of remaining beneficiaries qualifying for the
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strata were further divided by whether the ZIP code was in a QM B-plus state, resulting in eight
stratification cells. ZIP codes were sampled from these stratification cells, with oversampling of
ZIP codes with a high concentration of elderly residents with low net worth. Then Medicare
beneficiaries were sampled from the selected ZIP codes using the Medicare EDB.

Although we assumed that oversampling ZIP codes that have a high concentration of
elderly residents with low net worth would increase the likelihood that sample members would
meet the income and asset digibility criteriafor the QMB and SLMB programs, the
effectiveness of the sampling strategy was unknown. Therefore, we selected the sample in two
batches so that the sampling procedure could be revised based on the results of eligibility
screening for the first batch. In the first batch, atotal of 1,072 ZIP codes were randomly selected
from eight stratification cells and one beneficiary was randomly sampled from each ZIP code.
Experience with the first batch showed that sample membersresiding in ZIP codes that have a
high percentage of elderly residents with low net worth were, in fact, more likely to meet the
eligibility criteriathan those residing in ZIP codes with low and medium percentages. Therefore,
the second batch of 1,072 beneficiaries was selected entirely from the low asset ZIP codes. The
hit rate (defined as the percent of respondents who met the income eligibility criteria) in the first
batch was 25%. The hit rate increased to 29% in the second batch which was selected entirely
from low asset ZIP codes. The overal hit rate was approximately 27%.

All members of the nonenrollee sample meeting the income criterion for these programs
were included in the survey analyses, regardless of whether they met the asset criterion. Overall,
55% of the respondents in our nonenrollee analyses met both the income and asset criteria. We
included beneficiaries who had assets in excess of the national limits for several reasons. First,
strict adherence to the income and asset limits resulted in avery small sample (N=204) that
would have limited our ability to make meaningful comparisons across various strata. Second,
respondents had difficulty calculating their assets so we were not confident about the quality of
these data. Third, twenty-one states have aready relaxed their asset limits (Summer and
Friedland, 2002) and advocates are suggesting that more states adopt this policy, which can be
implemented at each state’ s discretion. Thus, information on the experience of higher asset
beneficiaries may be of interest to policy makers. Finally, the professionalsin our focus groups
also reported that many who would qualify based on their income alone exceed the asset limits
by only several thousand dollars or less and could easily become eligible at alater point in time.

Survey Content - We devel oped separate survey instruments for enrollees and eligible,
nonenrollees. Both surveys included sections on demographics, health status, health care
utilization, use of support services and measures of community ties, out-of-pocket expenditures
on health care and measures of financial stress, supplemental insurance coverage, and how they
had heard about the Medicare Savings Programs (if at al). In addition, enrollees were asked
about their experience with the application process, including what type of help they had
received with the process, what had motivated them to apply, and how they valued the benefits

sample. However, ssimply omitting these zip codes from our sampling frame would exclude some beneficiaries
and restrict the generalizability of our results. Instead, we created a separate stratum and undersampled these zip
codes.
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received. Eligible nonenrollees were asked why they had not enrolled. Both survey instruments
areincluded in Appendix C.

We used information we obtained in the early focus groups to identify appropriate
response options for some of the survey items. For example, the social service professionals
identified Medicare HM O closures as a precipitating event leading to Medicare Savings
Programs applications. In addition, we conducted a pre-test of the enrollee and eligible,
nonenrollee survey instruments, to test the flow of the instruments and the wording of individual
items.

Data Collection - The data collection for the mailed component of the study began in
July 2001 and concluded in January 2002. NERI used a mixed-mode method for the survey data
collection, where the surveys were first mailed to beneficiaries and followed-up with telephone
interviews when necessary. RTI obtained telephone numbers for sample members from a private
company that matched tel ephone numbers based on address information on the EDB.

The protocol for the mixed-mode survey consisted of mailing a pre-notification letter on
Department of Health & Human Services' stationery signed by an official at CMS, up to three
mailings of the questionnaire to a sampled beneficiary, and telephone follow-ups to
nonrespondents to the mailed survey component. Each mailing to study participantsincluded a
cover letter and a questionnaire with a postage pre-paid return enveloped. If the questionnaire
was not returned to NERI within eight weeks, a second mailing was sent with another cover
letter, again urging them to participate. In addition, sampled Medicare beneficiaries with
telephone numbers who did not return their surveys received reminder calls encouraging them to
return the mailed questionnaire. At the time of each telephone call, respondents were given the
option to complete the survey by telephone. Responses to the telephone interviews were
collected and recorded using NERI's in-house Computer Assisted Telephone Interviewing
(CATI) System.

Response Rates - The response rate to the enrollee survey (N=1,072) was 57%. The
response rate to the nonenrollee survey (N= 2,144) was higher, 72%, but, as expected, included
many who did not meet the eligibility criteria. After excluding respondents who did not meet the
income eligibility criteria, there were 405 individuals in the final nonenrollee sample. We
assume the lower response rate achieved in the enrollee sample reflects the lower income and
poorer health status of QMB and SLMB enrollees, compared to the initial nonenrollee sample,
which included Medicare beneficiaries at all income levels. We cannot calculate a response rate
for nonenrollees that is restricted to those meeting the income criteria as we have no way of
knowing what proportion of the 28% who were nonrespondents would have met the eigibility
criteria

Analyses and Statistical Tests - We conducted descriptive and multivariate analyses to
address the research questions. We used chi-square tests to determine statistical significance for
categorical variables, and t-tests for continuous variables. In addition, we conducted logistic
regressions to estimate the odds that an eligible beneficiary chose to enroll as afunction of health
status, sociodemographic characteristics and state characteristics derived from a survey of the
states conducted as another component of this project (the State Outreach Survey). We used data
from the 2000 State Outreach Survey and included types of outreach conducted by the state and
simplicity of the enrollment process. Our findings are weighted to reflect the population of the
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40 states and DC. Specifically, we weighted all observations for enrollees and eligible
nonenrollees to adjust for the probability of selection and for non-response.22 All analyses were
conducted in STATA to account for the complex sampling design.

We analyzed the survey responsesin several ways. The main analysis compares all
enrollees to eligible nonenrollees, as well as comparing eligible nonenrollees to QM Bs and
SLMBs separately. Next, we stratified the sample into two groups based on whether the QMB
and nonenrollee respondents reside in a QM B-plus state (providing Medicaid-covered services
for eligibles with income up to 100% of the FPL as well as Medicare cost-sharing) or in a state
providing the standard QMB benefit.23 Our goal in these analysesis to evaluate whether this
added incentive to enroll has an impact on QM B takeup rates or the characteristics of those who
enroll; thus, we excluded SLMBs. We then conducted a separate analysis comparing the
responses of QMB enrolleesin QMB-plus states to QMB enrolleesin states with the standard
QMB benefit, again excluding SLMBs from the analysis.

Limitations - There are several limitations to this study. First, ten states were excluded
from the analysis because of the limitations of their TPEarth data. Hence, the results are only
generalizable to 40 states and the District of Columbia. Also, SLMB enrollees comprise only
8.5% of the sample. This was expected as there are very few SLMB enrollees compared to QM B
enrollees nationally. However, many of the comparisons between SLMB enrollees and eligible
nonenrollees that are insignificant may be a function of the small SLMB sample. Lastly, the
percent of respondents who needed assistance completing the surveys was high: 56% of QMB,
47% of SLMB and 43% of eligible nonenrollees used proxies. Proxies could have either assisted
or completed the surveys entirely for the respondents, and some bias could exist in terms of the
assumptions proxies may have made in answering the questions. On the other hand, use of
proxies likely improved the overall response rate.

24  Findingsfrom the National Surveysand Focus Groups by Enrollment Status

In this section, we present the overall findings from the enrollee and nonenrollee surveys
and the focus groups. In general, we present the survey findings for each topic with information
from the focus groups to provide additional context or expand on the survey information. Our
main analyses compare the characteristics and experiences of the following groups:

» All enrolleesto nonenrollees;

QMB enrolleesto nonenrollees,

2 The probability of selection is based on (1) the probability that a beneficiary’s ZIP code was selected and (2) the
probability that the beneficiary was selected from all non-dually eligible Medicare beneficiaries in the ZIP code.
We describe the adjustment for nonresponse in Appendix D.

% Asnoted in the beginning of Section 2.2, we oversampled beneficiariesin states that provided full Medicaid

benefits for QMBs (QMB-plus states). For the sample selection we used the QM B-plus states identified in
Rosenbach and Lamphere (1999). Subsequently, we learned that a number of additional states had become
QMB-plus. For our analyses, states that had become QMB-plus by 2001 are categorized as QMB-plus. Asa
result, there are a small number of states whose classification as QM B-plus differs between the sample selection
and the analyses. State classified as QMB-plusin the analysesinclude: the District of Columbia, Florida, Maine,
Massachusetts, Michigan, Mississippi, Nebraska, New Jersey, North Carolina, Pennsylvania, Rhode Island and
South Carolina.
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e SLMB enrolleesto nonenrollees; and
* QMB enrolleesto SLMB enrollees.

We also discuss key findings from separate analyses of QMBs and nonenrolleesin QMB-
plus states and standard benefit states. The full set of tables for these analyses are included in
Appendix E. The analysis comparing the experiences of QMB enrolleesin the QM B-plus states
to those of enrollees in the states offering the standard QM B benefit are presented in Section 2.4.

2.4.1 Demographic Characteristics, Use of Support Services, and Community Ties

In Table 1, we compare demographic characteristics, use of various support services, and
measures of community tiesin the full sample. While the enrollee and nonenrollee groups do
not vary on many demographic characteristics, there are substantial differencesin the use of
personal care, homemaking, home delivered meals, transportation, food stamps and rent
subsidies. In every instance, a greater proportion of the enrollees reported use of these services
than did the nonenrollees. We found only asmall proportion of all survey respondents attend
community or senior centers, while over half attend a place of worship. QMB and SLMB
enrollees differ from each other on gender, race, residencein MSA and receipt of Mealson
Whesls.

Demographic Characteristics- As seenin Table 1, there are significant differencesin
the gender of enrollees and eligible nonenrollees. These differences are driven by the QMB
population. While significantly fewer QMB enrollees are male compared to nonenrollees (25%
and 36% respectively), thereis no significant difference in gender between the SLMB enrollees
and eligible nonenrollees. Enrollees are a more diverse group than nonenrollees, with the
difference again due to the QM B population rather than SLMB. For example, 50% of QMB
enrollees were White beneficiaries compared to 71% of eligible nonenrollees; 17% of QMB
enrollees were Black beneficiaries compared to 9% of eligible nonenrollees. There are no
significant differences in terms of age or living arrangements across the enrollee and eligible
nonenrollee groups. In all groups, close to half reported living alone, slightly less reported living
with others, and asmall proportion live in nursing facilities. There are also no significant
differences between enrollees overall and nonenrolleesin the proportion living in a metropolitan
statistical area (MSA), although SLMBs are significantly less likely than nonenrollees to reside
inan MSA.

There are also demographic differences between the QMB enrollees and the SLMB
enrollees, some consistent with the lower income eligibility criteriafor QMBs. The SLMB
enrollees include a higher proportion of males (35%) and White people (80%).

In the separate analyses of enrollees and nonenrollees in QMB-plus versus states that
offer standard QM B benefits (see Table E-1 in Appendix E), the patterns were similar, athough
the difference in gender between enrollees and nonenrollees was only significant in the QM B-
plus states.
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Tablel
Sociodemographic Characteristics of QM Bs, SLMBs and Eligible Nonenrollees

Enrollees
Eligible
All QMB SLMB Nonenrollees
(N=547)  (N=466) (N=81) (N=405)
% % % %

Male (%) 262" 24871 35.1 35.9
Race/Ethnicity * (%) i

White 53.7 497 79.6 70.6

Black 16.1 16.8 115 9.2

Hispanic 14.8 15.8 81 179

Asian Pcific Islander 11.3 13.0 0.0 0.6

American Indian / Alaskan Native 4.2 4.7 0.8 17
Age ' (%)

65-69 9.1 8.9 10.3 11.5

70-74 233 22.8 26.1 32.2

75-79 24.0 24.8 194 18.9

80-84 20.2 19.1 27.2 195

85+ 234 24.4 17.1 17.9
Residencein MSA (%) 70.5 730 ™ 54.4" 68.9
Living Arrangements™ (%)

Live Alone 447 43.8 50.4 50.7

Live with Others 485 49.2 442 443

Livein Nursing Home 6.8 7.0 54 5.0
Assistance Received (%)

Help with personal health care 199" 2047 168" 35

Help with shopping, cleaning, laundry 245 2477 22977 7.9

preparing meals

Meals on Wheels 7.5 59 182" 7.6

Food Stamps 330 339 2717 55

Transportation services 163" 16.6 14.3 7.6

Rent subsidies 247" 250" 22977 0.7



Table 1 (continued)
Sociodemographic Characteristics of QMBs, SLMBs and Eligible Nonenrollees

Enrollees
Eligible
All QMB SLMB Nonenrollees
(N=547)  (N=466)  (N=81) (N=405)
% % % %
Average number of services received 1.2 1.2 117 0.3
Attend... (%)
Community/senior center 15.7 16.3 11.3 12.9
Church/other place of worship 518" 515" 53.4 65.9
Attends either community center, senior
center, church, place of worship 56.0 55.8 " 57.4 69.7
Received help completing the survey (% 55.0 * 56.3 " 46.6 42.7
NOTES:

! Columns add to 100% within category.

2 We counted the number of services that respondents had received and created a variable with
valuesfrom 0-6. These services were: help with personal care; help with shopping, cleaning,
laundry, preparing meals, Meals on Whesls;

Food Stamps; transportation services; and rent subsidies.

*** Significantly different from eligible nonenrollees at the 0.01 level.

** Significantly different from eligible nonenrollees at the 0.05 level.
* Significantly different from eligible nonenrollees at the 0.10 level.

" Significantly different from SLMB at the 0.01 level.

™ Significantly different from SLMB at the 0.05 level.

f Significantly different from SLMB at the 0.10 level.

SOURCE: RTI Analysis of QM B/SLMB/Nonenrollee Survey Data, 2002.

PROGRAM: SONHS 42
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Use of Support Services - We included questions in the survey about use of support
services for several reasons. We wanted to test the hypothesis that use of other social services
might serve as a pathway to enrollment to the Medicare Savings Programs. This could occur
because socia service providers or case managers might educate beneficiaries about these
programs or provide assistance with the application process. In addition, differencesin use of
community services could also reflect differences in help seeking behaviors or the willingness to
accept public assistance of any sort. Use of personal care and home making services can serve as
markers for impairmentsin Activities of Daily Living and Instrumental Activities of Daily
Living. Asfunctional status was not afocus of the study, asking about use of these services
provided a parsimonious approach to evaluating case mix differences.

Alternatively, some of the reported support service utilization could reflect Medicaid
coverage for QMBsin the QMB-plus states. Specifically, personal care, homemaking services,
and some transportation services might be provided to enrollees in QM B-plus states under the
Medicaid benefit. In this case, greater utilization of support services by enrollees could reflect
increased access to care resulting from enrollment rather than a pathway to enrollment.
However, Medicaid does not cover these services for SLMBs or for QMBs in the standard
benefit states. In addition, Meals on Wheels, food stamps, rent subsidies, nonmedical
trangportation (e.g., for shopping) and some homemaking services are covered by other state or
federal programs, but not by Medicaid. We explore thisissue further in Section 4, when we
compare the utilization by QMB enrolleesin QMB-plus states to QMB enrollees in standard
benefit states.

Overall, we found that enrollees receive significantly more support services than
nonenrollees. The differences are striking, with enrollees reporting at least 2-3 times as much
service use as nonenrollees. For example, 20% of the QMB and 17% of SLMB enrollees receive
personal care assistance, compared to only 4% of eligible nonenrollees. The percentage of
enrollees who have someone who hel ps them with shopping, cleaning, laundry or preparing
mealsis also significantly higher compared to eligible nonenrollees (25% of QM B, 23% of
SLMB and 8% of eligible nonenrollees).

Enrollees are also significantly more likely to receive services from community
organizations and local and federal governments compared to eligible nonenrollees. Eighteen
percent of SLMB enrollees receive Meals on Wheels compared to only 8% of eligible
nonenrollees, while 17% of QMB enrollees utilize transportation services compared to 8% of
eligible nonenrollees. Both QMB and SLMB enrollees are also significantly more likely to
receive food stamps than eligible nonenrollees. In addition, one-quarter of QMB and 23% of
SLMB enrollees receive rent subsidies compared to only 1% of eligible nonenrollees. On
average, QMB and SLMB enrollees utilize slightly more than 1 service out of the six included in
the survey, compared to an average of 0.3 services used by eligible nonenrollees. The patterns
were similar, but with fewer statistically significant differences between enrollees and
nonenrollees in the QM B-plus and standard QM B benefit states' subanalyses (see Table E-1in
Appendix E).

The focus groups provided some additional information about how the use of community
services and receipt of rent subsidies links to enrollment through information and referral,
outreach, or advocacy. In HUD subsidized housing, service coordinators are available to assist
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residents with accessing a variety of services and applying for other benefits. In at least some
states, the Housing and Finance Administration that oversees these service coordinators conducts
trainings specifically about the Medicare Savings Programs. In other areas, the service
coordinators who participated in the focus groups had learned about the programs from residents
who were already enrolled, or informally from their colleagues. The service coordinators and
other social workers reported that individuals did not come to them already aware of the
Medicare Savings Programs and asking for assistance specifically with these programs. They
reported beneficiaries asking for help with specific medical bills (e.g., expensive drugs recently
prescribed), or looking for any sort of financial assistance based on life changes such as
widowhood, or the exit of a Medicare+Choice plan leaving them without pharmacy coverage and
with the higher copayments and deductibles under Medicare fee-for-service. In addition, service
coordinators screened their caseloads for potential eligibles either when new tenants arrived or
on aperiodic basis. They educated their residents about these programs and offered to assist
with the application or refer them to workers for the SHIP. Finally, the service providers
reported that there are high levels of illiteracy, physical impairments and cognitive impairment
for whom printed materials, and in some cases broadcast media, are inadequate as information
sources or to support these beneficiaries in the application process.

Other community service providers who have contact with eligible beneficiaries had
mixed levels of information about these programs, including some who were completely
unaware of these benefits. In one focus group, a nurse case manager and a home health nurse
became aware of these programs only after their agencies hired benefits specialists whose role
wasto assist clientsin identifying al available financia benefits. Some service professionas did
not think of screening or educating eligible beneficiaries about programs other than the ones they
represented. For example, a state pharmacy program volunteer, although a QMB herself, had not
thought to inform her clients of other programs that might benefit them, focusing on helping
them enroll only in the pharmacy program for which they had applied.

Community Ties - We asked survey respondents about whether they attended
community centers, senior centers, churches or other places of worship to learn about their tiesto
the community. We included these items to identify whether nonenrollees might be more
isolated than enrollees, and to identify the potential of various community settings as the focus of
outreach activities. SHIP workers often make presentations at senior centers, and at least one
state has targeted places of worship for possible outreach. There are several findings of note.
First, only asmall percentage of respondents reported attendance at community or senior centers
(16% of QMB, 11% of SLMB and 13% of eligible nonenrollees), and there was no difference
between the attendance reported by enrollees compared to nonenrollees or between QMB
enrollees and SLMB enrollees. Second, a much higher proportion of the respondents reported
attending a place of worship, 52% of QMB enrollees, 53% of SLMB enrollees and 66% of the
eligible nonenrollees. In contrast to al our other measures of social supports, thisisthe only one
in which the nonenrollees reported a significantly higher use rate. When we combined the two
(community or senior center attendance with attendance at a place of worship), the QMB
enrollees were still significantly less likely to participate compared to the nonenrollees, while
there was no difference in attendance between the SLMB enrollees and the eligible nonenrollees.

We also asked respondents if they received help completing this survey, and found a
sizable and significant difference between the QM B enrollees (56%) and the eligible
nonenrollees (43%). Without additional information it is difficult to interpret this finding which
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could be related to the differences we observe in health status between the two groups (discussed
in the next section), or in socia supports.

2.4.2 Health Status

We asked beneficiaries two questions about health status (Table 2). Thefirst questionis
a standard item regarding self-rated general health. Both types of enrollees rated their health as
poorer than did the nonenrollees; however, only the results for QMB enrollees were significant.
Lessthan athird of the QMB respondents and 23% of SLMB enrollees described their health as
excellent, very good or good compared to 45% of the nonenrollees. In addition, nearly 30% of
the QMB enrollees and 36% of SLMB enrollees described themselves as in poor health,
compared to only 16% of eligible nonenrollees. In the separate analyses of enrollees and
nonenrollees in QM B-plus and standard QM B benefit states, the pattern is similar, but the
differences observed were not statistically significant in the QM B-plus states or in the standard
QMB benefit states. (Table E-2 in Appendix E).

Our second question used as a general marker of health status asks the degree to which
health problems interfere with the respondent’ s regular social activities. We have found this
guestion to be as highly associated with the risk of Medicare costs as a battery of questions about
ADL and IADL impairments (Pope et al., 1998). Inthe main analysis, there were no significant
differences between the enrollees and nonenrollees in response to this question or between the
QMB and SLMB enrollees, although the direction of the results suggest the health of
nonenrollees is better than that of the enrollees. Less than one-quarter of QMB enrollees and
SLMB enrollees reported that their health never interfered with their socia activities, while less
than one-third of eligible nonenrollees reported this. 1n the subanalysis of QMB enrollees and
nonenrollees in QMB-plus states, there were also no significant differences (Table E-2 in
Appendix E).

In addition, as described in the previous section, a much higher percentage of the enrollees
compared to nonenrollees receive personal care, home making services and Meals on Wheels.
The pattern of asignificantly greater use of such support services among enrollees compared to
nonenrollees holds up in both the QMB-plus and standard QM B benefit states' analyses (Table
E-1in Appendix E). While these differences could reflect differencesin accessto care or in help
seeking behavior, at least some of the differenceis likely to be rooted in underlying differences
in health status.

2.4.3 Utilization of Medical Care and Prescription Drugs
Differences across groups in health care utilization could indicate differencesin access to

care across the groups or in underlying health status. Our findings in the preceding section
suggest that enrollees are in poorer health than nonenrollees. We would expect physician

38



Health Status of QMBs, SLMBs and Eligible Nonenrollees

Table2

Enrollees
Eligible
All QMB SLMB  Nonenrollees
(N=547) (N=466) (N=81) (N=405)
% % % %
General Hedlth® x* x*
Excellent 1.8 2.1 0.0 3.7
Very Good 7.8 8.2 53 8.6
Good 20.8 21.2 18.1 325
Far 39.3 39.1 40.8 39.6
Poor 30.3 29.4 35.9 15.7
Interference of health problems
with social activities*
All of thetime 15.2 15.1 16.2 9.2
Most of thetime 17.1 17.3 15.5 11.4
Some of thetime 28.4 28.6 27.2 321
A little of thetime 15.0 14.7 16.5 16.1
None of thetime 24.3 24.3 24.5 314

NOTES:

! Columns add to 100% within category.

*** Ggnificantly different from eligible nonenrollees at the 0.01 level.
** Significantly different from eligible nonenrollees at the 0.05 level.
* Significantly different from eligible nonenrollees at the 0.10 level.

" Significantly different from SLMB at the 0.01 level.
™ Significantly different from SLMB at the 0.05 level.
" Significantly different from SLMB at the 0.10 level.

SOURCE: RTI Analysis of QMB/SLMB/Nonenrollee Survey Data, 2002.

PROGRAM: SONHS 42 44

39



utilization to be higher for QM B-enrollees compared to nonenrollees, as they have no cost-
sharing obligations serving as a barrier to utilization. Prescription drug utilization might also be
higher for QMBsiif it results from increased utilization of physician services, if they are sicker,
or if the assistance with Medicare cost-sharing expenses makes it easier for them to purchase
prescription drugs. In addition, enrolleesin QMB-plus states receive at |east some prescription
drug coverage through their Medicaid benefits, and so we would expect utilization of
prescription drugs to be higher for these beneficiaries. Our hypotheses about relative access for
SLMBs and nonenrollees are less clear. While neither group receives assistance with
copayments and deductibles, the SLMBs have higher incomes on average than the eligible
nonenrollees, which includes amix of people meeting the SLMB income eligibility criterion and
the lower QMB income eligibility criterion. Similarly, it is not clear whether QM Bs (who do not
have to pay cost-sharing) or SLMBs (who have higher incomes) would have better access to
care.

Nearly all enrollees and nonenrollees report having a usua source of care, and the vast
majority sees physiciansin either private offices, group practices, health centers or clinics (Table
3).24 However, there are significant differences in utilization patterns of enrollees and
nonenrollees, with enrollees reporting more physician visitsin the last three months. More than
one-half of the enrollees visited their physician three or more times compared to only one-third
of eligible nonenrollees. And while there were no differences between QMBs and SLMBs
regarding the number of physician visitsin the last three months, fewer QM Bs report a usual
source of care (88%) than do SLMBs (97%). In the subanalyses shown in Appendix E, the
pattern is similar, but the differences between enrollees and nonenrollees are only significant in
the standard QMB benefit states (Table E-3).

We also asked beneficiaries about their prescription drug use and found significant
differences across al groups. Enrollees reported higher rates of prescription drug utilization
compared to eligible nonenrollees. On average, enrollees took almost four medications each
week while nonenrollees took three medications. Eleven percent of enrollees reported taking no
prescription drugs at all, compared to 14% of the nonenrollees, and nearly one third of enrollees
reported taking six or more prescription medications each week compared to only 14% of
nonenrollees. Although there was no significant difference in the mean number of medications
taken by QMBs in comparison to SLMB enrollees, there were significant differencesin the
distribution between QM B and SLMB enrollees with approximately 56% of SLMB enrollees
taking five or more medications each week compared to 42% of QMB enrollees. Comparing
enrollees and nonenrollees in the QM B-plus states and in the standard QM B benefit states
reveals significantly higher prescription drug utilization among enrollees (see Table E-3in
Appendix E).

2 Theimpact of enrollment in the Medicare Savings Programs on service use, prescription drugs and out-of-pocket
costs are aso discussed in Chapter 6.
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Table 3
Medical Care Utilization of QMBs, SLMBs and Eligible Nonenrollees

Enrollees
Eligible
All QMB SLMB  Nonenrollees
(N=547) (N=466) (N=81) (N=405)
% % % %
Have a usual source of care 89.5 gs.3 ™ 97.3 90.4
Location of Usual Source of Care*
Private office / group practice 61.8 61.4 64.7 67.4
Health center or clinic 17.4 17.8 155 13.3
Hospital emergency room 6.2 6.0 7.2 4.5
Veteran's Administration hospital/clir 1.7 11 5.3 4.8
Outpatient department of hospital 8.5 9.0 53 6.5
Nursing Home 2.7 2.9 1.1 0.2
Other 1.7 18 0.8 34
Number of times seen adoctor in
the last three months* ’
None 8.7 8.5 9.7 12.4
1-2 379 37.7 38.9 55.5
34 30.6 31.6 24.2 14.7
4+ 22.8 22.1 27.2 174
Number of prescription medications
taken at |east once per week * ” I ’
None 10.8 11.0 94 14.1
1 10.8 11.3 75 17.0
2 8.6 8.2 10.9 15.8
3 124 134 5.9 12.6
4 13.2 13.7 10.0 7.8
5 11.6 9.9 21.7 14.9
6+ 32.8 325 34.7 17.8
Average # of prescriptions taken weekly 377 37 40" 3.0
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Table 3 (Continued)

Medical Care Utilization of QMBs, SLMBs and Eligible Nonenrollees

Enrollees
Eligible
All QMB SLMB Nonenrollees
(N=547) (N=466) (N=81) (N=405)
% % % %
Number of overnight hospital staysin
the last three months * T
None 66.3 66.7 63.5 75.9
1-2 24.0 24.9 18.4 14.6
34 45 4.2 6.5 4.4
4+ 52 4.2 11.6 50

NOTES:
! Columns add to 100% within category.

?To calculate the mean for respondents who answered "6 or more prescriptions,” we assumed 6
prescriptions weekly.
*** Ggnificantly different from eligible nonenrollees at the 0.01 level.
** Significantly different from eligible nonenrollees at the 0.05 level.
* Significantly different from eligible nonenrollees at the 0.10 level.

" Significantly different from SLMB at the 0.01 level.
™ Significantly different from SLMB at the 0.05 level.
" Significantly different from SLMB at the 0.10 level.

SOURCE: RTI Analysis of QMB/SLMB/Nonenrollee Survey Data, 2002.

PROGRAM: SONHS 42 44
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In comparison to outpatient care or prescription drug utilization, hospitalization is
generaly less discretionary. Asaresult, any observed differences in hospitalization rates may
reflect differences in underlying health status. There were no significant differencesin
hospitalization rates between enrollees as a whole and the nonenrollees, although SLMB
enrollees reported significantly higher hospitalization rates compared to QMB enrol | ees.
Overal, one-quarter to one-third of the sample reported at least one hospital stay in the three
months prior to the survey. Given that |ess than one fifth of the Medicare population is
hospitalized annually (CMS, http://cms.hhs.gov/mcbs/M CBSsrc/1998/98cbc3c.pdf), this finding
corroborates the poor health status of this low-income population. Asthe Medicare deductible
for hospitalization is steep, these hospitalizations also result in a substantial financial burden for
the SLMBs and the eligible nonenrollees who remain responsible for such cost-sharing. There
were no differences between enrollees and nonenrollees in QM B-plus and standard benefit states
(Table E-3in Appendix E).

2.4.4. Out-of-Pocket Expenditures

The key policy goa of the Medicare Savings Programsis to provide financia support to
low-income Medicare beneficiaries with health-related costs. To evaluate the impact of these
programs, we asked a series of questions about out-of-pocket expenditures and other measures of
financial burden associated with health care costs. Indeed, the differences we observed between
enrollees and nonenrollees demonstrate both the tremendous value of the Medicare Savings
Programs to these beneficiaries, and the added value of the full Medicaid benefit, which includes
prescription drug coverage, to QMBs residing in QM B-plus states.

We expect to observe lower out-of-pocket-costs for all enrollees compared to
nonenrollees, and for QM Bsresiding in the QM B-Plus states relative to SLMBs and to QMBs
residing in standard benefit states. 1n the QM B-Plus states, QM Bs receive additional Medicaid
covered services. Intheory, all QMB enrollees might be expected to have lower out-of-pocket
costs than either SLMBs or nonenrollees, as one of the intended benefits of QMB statusisrelief
from Medicare copayments and deductibles, a benefit which is not extended to SLMBs.
However, thereis evidence that states do not consistently pay this cost-sharing for their dually
eligible beneficiaries (Mitchell and Haber, 2003) and that providers sometimes charge these
beneficiaries for Medicare copayments (Walsh and Clark, 2002). In addition, enrollees might
experience higher out-of-pocket costs, associated with copayments and uncovered services,
given their relatively poor health status and higher reported utilization.

In Table 4 we present findings regarding out-of -pocket expenditures and difficulty paying
medical bills. About 85% of all respondents, enrollees and nonenrollees alike, report having
medical bills not covered by Medicare which they either pay for themselves or receive help from
their family or friends. However, despite indicators of poor health and higher utilization, the
QMB enrollees appear to have significantly fewer out-of-pocket expenditures compared to
SLMB enrollees and eligible nonenrollees. QMB enrollees pay significantly lessin medical bills
each month: 45% have no medical costs compared to 14% of SLMB enrollees and 11% of
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Table4
Medical Care Costs of QMBs, SLMBs and Eligible Nonenrollees

Enrollees
Eligible
All QMB SLMB Nonenrollees
(N=547) (N=466) (N=81) (N=405)
% % % %
Beneficiaries who pay or receive help
from friends and family with medical
bills 83.8 82.8 89.5 875
Cost of medical bills per month * el
Zero 40.4 44.7 14.3 10.7
$50 or less 34.8 35.0 33.9 35.2
$51-100 12.7 11.1 22.7 20.1
$101-200 6.3 4.4 18.1 15.1
more than $200 5.7 4.8 11.1 18.9
Delay medical visits because of cost* T
Never 62.5 65.1 46.3 54.0
Sometimes 27.6 26.1 37.0 30.8
Often 9.9 8.9 16.7 15.2
In last 12 months, difficulty paying
prescriptions® ” L
Very hard 13.8 11.6 275 17.6
Hard 28.4 26.9 37.6 40.1
Not hard at al 57.8 61.4 35.0 42.3
In last 12 months, difficulty paying
for OTC drugs®
Very hard 125 12.1 14.5 11.0
Hard 425 41.2 50.8 40.1
Not hard at all 45.0 46.7 34.7 49.0
Buy/take fewer prescriptions because
of cost * T
Never 68.8 70.8 55.9 65.1
Sometimes 25.0 23.9 31.8 28.4
Often 6.2 5.3 12.3 6.5



Table 4 (Continued)
Medical Care Costs of QMBs, SLMBs and Eligible Nonenrollees

Enrollees
Eligible
All QMB SLMB Nonenrollees
(N=547) (N=466) (N=81) (N=405)
% % % %
Choose between paying for medicines
and paying other nonmedical hills* T
Never 57.9 60.3 434 59.2
Sometimes 310 31.0 311 315
Often 11.0 8.7 25.4 9.3
Importance of benefits®
Very important 92.3 92.6 90.7 -
Somewhat important 51 44 9.3 -
Not at all important 2.6 3.0 0.0 -

NOTES:
! Columns add to 100% within category.

*** Ggnificantly different from eligible nonenrollees at the 0.01 level.
** Significantly different from eligible nonenrollees at the 0.05 level.
* Significantly different from eligible nonenrollees at the 0.10 level.

" Significantly different from SLMB at the 0.01 level.
™ Significantly different from SLMB at the 0.05 level.
t Significantly different from SLMB at the 0.10 level.

SOURCE: RTI Analysis of QMB/SLMB/Nonenrollee Survey Data, 2002.

PROGRAM: SONHS 42 44
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eligible nonenrollees. In addition, only 9% of QMB enrollees pay more than $100 per month,
while approximately 29% of SLMB enrollees and 34% of eligible nonenrollees pay more than
$100 each month in medical bills. Although it is clear that, consistent with program benefits, the
QMB enrollees have lower out-of-pocket expenditures than the SLMB enrollees and the
nonenrollees, these findings show that over half of the QM Bs still incur out-of-pocket costs for
their medical care.

To evaluate the extent to which these findings are driven by the richer QM B benefit in
QMB-plus states, we examined out-of-pocket costs separately in the QM B-plus and standard
benefit states (Table E-4). Overall, the differences in out-of-pocket costs between enrollees and
nonenrollees followed the same pattern regardless of whether the respondents resided in QM B-
plus states or states offering the standard QM B benefit, i.e., enrollees in both QM B-plus and
standard benefit states reported substantially lower out-of-pocket costs than did nonenrolleesin
these states.2> Forty-seven percent of enrollees in the QM B-plus states reported no medical bills
each month, compared to 6% of the eligible nonenrollees in those states. Similarly, 43% of the
enrollees in the standard-benefit states reported no medical bills compared to 11% of
nonenrollees in those states. While only 7% of enrollees in the QM B-plus states and 15% of
enrollees in the standard benefit states reported more than $100 per month in out-of -pocket
expenditures, about one-third of nonenrollees reported this level of financial burden in both types
of states.

We also asked beneficiaries a series of questions about their ability to pay for medical
care, prescription drugs and over the counter medications. First, we asked whether they delay
seeking medical care because of the costs. While a substantial proportion of enrollees and
nonenrollees reported delays in seeking care due to costs, clearly QMBs less frequently face this
issue than do SLMBs and nonenrollees (about athird of the QMB enrollees, more than one-half
of the SLMB enrollees and amost half of the nonenrollees). Less than 10% of QMB enrollees
often delay care compared to 17% of SLMB enrollees and 15% of eligible nonenrollees. When
we compared enrollees to nonenrollees in QM B-plus versus standard benefit states, we observe
the same patterns and no significant differences between enrollees and nonenrolleesin either
type of state.

We discussed this issue with the focus group participants. They reported delaying care
not only due to the costs of seeing a doctor, but also because they believe doctors invariably will
prescribe medication that they cannot afford. Thisis consistent with the survey findings
reporting difficulty paying for prescription drugs. However, it is clear that the QMBS are much
better off. Almost 39% of QMB enrollees, 65% of SLMB enrollees and nearly 60% of eligibles
nonenrollees described it as “hard” or “very hard” to pay for prescription medications. In
addition, almost 30% of QM B, 44% of SLMB, and 35% of the eligible nonenrollees reported
using fewer medications than prescribed due to cost at |east some of thetime. In the focus
groups, participants described going without prescribed medications or taking less than the
prescribed amount due to cost. This included those who were enrolled in the state pharmacy
assistance programs, as many of these programs only provide limited assistance with prescription
drug costs. In addition, at least half of all respondents found it difficult to pay for over-the-
counter drugs with no differences across the groups.

% |n these comparisons, separating enrollees and nonenrollees in the QMB-plus and standard benefit states, we
exclude the SLMB dligibles.
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Once again, we analyzed differences between enrollees and nonenrollees residing in
QMB-plus states and standard benefit states to determine to what extent the QMB findings
regarding prescription medications was driven by the additional coverage enjoyed by enrolleesin
the QMB-plus states. Asshown in Table E-4, in Appendix E, there were no significant
differencesin the degree of difficulty paying for prescription drugs between enrollees and
nonenrollees residing in states offering the standard QMB benefit. However, in the QMB-plus
states, which offer prescription drug coverage through the Medicaid benefit to their QM B
enrollees, amuch higher percentage of enrollees (69%) had no difficulty paying for their
prescription drugs compared to only 41% of nonenrollees.26

We also asked beneficiaries how often they had to choose between paying for medicines
and paying other bills, and found high rates of individuals having to make such trade-offs across
the groups, with at least 40% in every group having to make this type of decision at |east
sometimes. SLMB enrollees were significantly more likely to have to choose between paying
for medicines and paying for rent, groceries and other nonmedical bills compared to the QMB
enrollees and eligible nonenrollees. More than one-quarter of SLMB enrollees described
themselves as “often” having to choose, compared to 9% of the QMB enrollees and 9% of the
eligible nonenrollees. Focus group participants indicated that they must budget carefully, often
going without groceries and transportation. Nonenrollee focus group participants indicated that
outstanding bills would be the first place they would apply any savings on their Medicare
premiums if they enrolled in the Medicare Savings Programs. Given how difficult it isfor
enrollees to pay for medical and prescription costs, it is not surprising that over 90% of the
enrollees (both QMBs and SLMBSs) said that the Medicare Savings Programs benefits were very
important to them.

2.4.5 Typesof Supplemental Insurance Coverage

While QMBs in the states that provide full Medicaid benefits do receive prescription drug
coverage under the Medicaid benefit, the other M edicare Savings Programs enrollees and
nonenrollees do not. Given the recent debate over providing prescription drug benefits under
Medicare, we were interested in learning to what extent these low-income beneficiaries have any
type of public or private prescription drug coverage. We also wanted to evaluate potential
crowd-out, i.e., to what extent enrollment in Medicare Savings Programs might replace privately
purchased supplemental insurance, and the potential for crowd-out if prescription drug coverage
were added to the Medicare benefit. Hence, we asked a series of questions about supplemental
coverage. Because of the differing benefits offered in the QM B-plus versus standard benefit
states, we compared enrollees to nonenrollees separately for these types of states.

Table 5 shows the results for the full sample, comparing all enrollees, QMBs, SLMBs
and eligible nonenrollees regardl ess of whether they reside in a QM B-plus state or a standard
benefit state. In Table E-5, we compare enrollees and eligible nonenrollees separately for QM B-
plus states and standard benefit states. QMB enrollees are significantly more likely than eligible
nonenrollees to report supplemental insurance coverage for prescriptions or to be enrolled in a

% The one-third of enrolleesin the QM B-plus states reporting difficulty paying for prescriptions could include
those who need medications that are either not covered at all by the Medicaid benefit in their states, or who face
Medicaid cost-sharing requirements, or who live in a state that provides only alimited number of prescriptions
covered each month.
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state pharmacy program than either the SLMB enrollees or nonenrollees (Table 5). Nearly 60%
of QMB enrollees reported some type of prescription drug coverage compared to 42% of eligible
nonenrollees. Looking at types of coverage separately, we find 38% of QMB enrollees have
supplemental insurance with prescription coverage compared to 21% of eligible nonenrollees
and 22% of SLMB enrollees. About one-third of QMB enrollees and one-quarter of SLMB
enrollees are enrolled in a state pharmacy program, compared to only 3% of eligible
nonenrollees. On the other hand, eligible nonenrollees reported a significantly higher rate of
prescription coverage through another insurance compared to QM B enrollees (25% versus 15%),
and eligible nonenrollees have a substantially higher rate of supplemental insurance coverage
that does not include prescription drug coverage compared to the QMB group (35% versus 21%).
A small percent of beneficiaries (results not shown) reported having supplemental insurancein
the past but dropped it, suggesting that the Medicare Savings Programs are not crowding out
private insurance coverage.

Because the QMB enrolleesin QMB-plus states receive prescription drug coverage
through the Medicaid benefits, we expected to see different patterns of supplemental insurance
coverage when we compared the enrollees to the nonenrollees in the QM B-plus and standard
QMB benefit states separately. Thisisborne out by our analyses, indicating the importance of
analyzing QM B-plus and standard benefit states separately, particularly with respect to
prescription drug coverage. Within the QMB-plus states, 60% of enrollees reported prescription
coverage, compared to 46% of nonenrollees. In the standard benefit states, 60% enrollees
compared to 41% of nonenrollees had prescription drug coverage.2” However, amuch higher
proportion of enrolleesin both groups of states participate in some type of state pharmacy
assistance program compared to nonenrollees. 1n the standard benefit states, 34% of enrollees
participate in a state pharmacy assistance program compared to only 1% of the eligible
nonenrollees. Inthe QMB-plus states, 36% of enrollees compared to only 11% of nonenrollees
participate in a state pharmacy assistance program.

In the focus groups, we learned that some beneficiaries choose to keep their supplemental
insurance in addition to having QMB benefits. While this may seem duplicative and QMB
enrollees are encouraged to drop their supplemental insurance if it does not include prescription
drug coverage, many do not do so. They choose to keep it for security, asthey fear that if they
drop it, they will not have all the coverage they need or they will never get the policies back if
they lose Medicaid.” Sometimes having supplemental insurance deters beneficiaries from

It isnot clear why only 60% of enrolleesin the QM B-plus states reported prescription drug coverage. Perhaps
respondents differed in how they understood the question: some may have included their Medicaid benefits,
while others may have assumed the question referred to private, supplemental insurance.

% Some service providersindicated that they inform beneficiaries about the two-year freeze on Medicare
supplemental policies. Beneficiaries are allowed to freeze their policies for two years. During that time, they do
not pay a premium and do not receive benefits. At the end of two years, beneficiaries can either drop the
coverage entirely or retain it.
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Table5
Types of Supplemental Insurance Coverage of QMBs, SLMBs and Eligible Nonenrollees

Enrollees
Eligible
All QMB SLMB  Nonenrollees
(N=547)  (N=466) (N=81)  (N=405)
% % % %
Have any prescription coverage * 578" 59.9 M 44.7 41.8
Have supplemental insurance
with prescription coverage 36.0 ** 38.2 /M 22.0 21.1

Arein a State pharmacy program 32.8 **x 343" 242 %% 33

Have another insurance for

prescription coverage 16.1 * 154 20.3 25.3
Have supplemental insurance

without prescription coverage 23.3 ** 207" 395 34.7
NOTES.

! This variable was created by counting whether the respondent had answered to currently
having supplemental insurance with prescription coverage, enrolling in a State pharmacy
program, or having another insurance for prescription coverage.
*** Ggnificantly different from eligible nonenrollees at the 0.01 level.
** Significantly different from eligible nonenrollees at the 0.05 level.
* Significantly different from eligible nonenrollees at the 0.10 level.

" Significantly different from SLMB at the 0.01 level.
™ Significantly different from SLMB at the 0.05 level.
" Significantly different from SLMB at the 0.10 level.

SOURCE: RTI Analysis of QMB/SLMB/Nonenrollee Survey Data, 2002.

PROGRAM: SONHS 42
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applying for the Medicare Savings Programs. Beneficiaries do not want to go through the
Medicare Savings Programs application process for programs that provide fewer benefits than
what they already have with the supplemental policies. Further, some beneficiaries believe that
they should have supplemental insurance because their parents or their spouse had it.

2.4.6 Learning About the QMB and SLMB Programs

We asked both enrollees and nonenrollees whether they had heard of the Medicare
Savings Programs, and how they had learned about them. About 25% of the enrollees and 70%
of the nonenrollees had never heard about the Medicare Savings Programs (Table 6). That a
quarter of enrollees have never heard of the programsis not surprising as many beneficiaries do
not know the names of the programs that they are in, from which agency they receive benefits or
the types of benefits they receive. Significantly more enrollees had heard about the Medicare
Savings Programs than nonenrollees (76% compared to 29%); 75% of QM B beneficiaries had
heard about the programs and nearly 80% of SLMB enrollees. The patterns are similar in the
subanalyses. more than twice as many enrollees have heard of the programs compared to
nonenrollees regardl ess of whether they reside in a QM B-plus or standard QM B benefit state
(see Table E-6 in Appendix E).

We asked both enrollees and eligible nonenrollees how they learned about the programs.
Of beneficiaries who have heard of the programs, the responses clearly show that personal
contact and personal communication are highly correlated with beneficiaries learning about, and
eventually enrolling in, the programs. Our results further indicate that advertisements about the
programs through broadcast media or printed materials alone are not as effective as personal
communications in educating beneficiaries about the programs, although they were the most
common way eligible nonenrollees heard about them. Enrollees much more often reported
learning about the programs from social workers and health care professionals than did eligible
nonenrollees (50% compared to 10%). Significantly more enrollees learned about the Medicare
Savings Programs through a visit to an agency compared to nonenrollees (40% of QMBs and
36% of SLMBs versus 17% of nonenrollees). A higher percentage of nonenrollees heard about
the Medicare Savings Programs through printed materials, advertisements on radios and
television compared to enrollees. Overall, less than 10% of enrollees and nonenrollees learned
about the Medicare Savings Programs through presentations and talks. Thisfinding is consistent
with the relatively low rate of attendance at community and senior centers, reported in Table 1.
Except for the percent reporting printed materials, there were no significant differences between
the QMBsand SLMBs.

The subanalyses comparing enrollees and nonenrollees in QM B-plus versus standard
QMB benefit states separately generaly follow the same overall pattern (Table E-6). However,
in the QM B-plus states there was no difference in the proportion of enrollees and nonenrollees
who had heard of the Medicare Savings Programs through printed materials, while twice as
many nonenrollees had heard of the programs this way as enrolleesin the standard QM B benefit
states. Nonenrollees in standard benefit states were also more than twice as likely to have heard
about the programs through the radio and television. In addition, almost 20% of the nonenrollees
in the QM B-plus states had heard about the Medicare Savings Programs at a presentation or talk,
compared to only 4% of the enrolleesin those states.
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Table 6
How Beneficiaries Learn About the Programs

Enrollees

Eligible
Enrollees QMB SLMB Nonenrollees

(N=547) (N=466) (N=81) (N=405)
Beneficiarieswho have heard about the programs (%) 755~ 74.9 % 796 *** 285

Of those who heard about the programs, how they learned

about them (%)"

Through a social worker or health care professional 5007 508" 4527 10.2
Friend or relative 42.6 44.3 332 37.0
Visit to community agency/government office 3957 401" 3587 165
Printed materials 3057 2887 411 52.5
Radio/television 1897 2007 1217 438
Presentation/talk 8.0 8.8 31 7.3

Average number of ways beneficiaries heard about
the programs’ 147" 147" 137" 05

NOTES:
! Respondents were allowed to answer yes to more than one category.

% We counted the number of ways respondents had heard about the M SPs and created a variable with values from 0-6.
How beneficiaries |earned about the programs included: through a professional; through afriend or relative;
avisit to an office; through printed materials; through radio or tv; or from a presentation or talk.
*** Significantly different from eligible nonenrollees at the 0.01 level.
** Significantly different from eligible nonenrollees at the 0.05 level.
* Significantly different from eligible nonenrollees at the 0.10 level.

T Significantly different from SLMB at the 0.01 level.
' Significantly different from SLMB at the 0.05 level.
T Significantly different from SLMB at the 0.10 level.

SOURCE: RTI Analysis of QMB/SLMB/Nonenrollee Survey Data, 2002.

PROGRAM: SONHS 44
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We also created a count of the various ways beneficiaries may have learned about the
Medicare Savings Programs, and found that on average, enrollees heard about these programsin
more ways than nonenrollees did. QMB and SLMB enrollees heard about the programs in more
than one way (1.4, 1.3, respectively), while nonenrollees heard about them in less than one way
(0.5), on average. The pattern isthe same in the subanalyses comparing QM B-plus state
enrollees to nonenrollees and standard QM B benefit state enrollees and nonenrollees. Advocates
suggest that beneficiaries may need to hear about the programs several times before they can
understand the benefits and make a decision on whether to apply. In addition, they may haveto
learn about it in a number of different ways.

2.4.7 Why BeneficiariesEnroll in the Programs

We asked enrollees about whether there was an event that caused them to enroll in the
QMB and SLMB programs and other possible motivations for enrollment (Table 7).2° There
were no significant differences between the responses of the QMB and SLMB respondents. For
both groups, the most common precipitating event was hospitalization (~38%) followed by a
changein family situation (e.g., marriage, widowhood). Approximately 17% of enrollees
responded that their move to subsidized housing led them to enroll in the programs. During our
focus groups we learned that the service coordinators at senior housing frequently educate
residents about the Medicare Savings Programs and assist them with enrolling. This reinforces
the finding that enrollment is supported by personal assistance in learning about and applying for
these programs. Based on discussionsin the preliminary focus groups, and the high rate of
Medicare managed care withdrawals, we aso included a question asking whether the loss of
M edicare managed care options led to Medicare Savings Programs enrollment. Asseenin the
table, 5% of enrollees did enroll in response to Medicaret+Choice withdrawals. Five percent or
less of the enrollees cited each of avariety other reasons leading them to enrall, including:
turning 65, needing the financial assistance (particularly for the treatment of medical conditions),
entering a nursing home and friends and family advising them to.

Beneficiaries enroll in the programs for avariety of reasons that can be divided into two
categories: financia assistance and personal recommendation or encouragement. The vast
majority (84%) of enrollees enrolled in the QMB or SLMB programs to receive assistance in
paying for their medical bills, while nearly 40% indicated that they enrolled for the extraincome.
Nearly two-thirds enrolled because their family encouraged it, while two-thirds also enrolled
because their health care provider recommended it. And, many beneficiaries (71%) enrolled
because they believed that they deserved the benefits, a description used by CM S in its outreach
materials. The patterns are the same regardless of whether enrollees reside in QMB-plus states
or standard QM B benefit states (see Table E-7 in Appendix E).

2.4.8 How Bene€ficiaries Apply for the Programs
The helping professional focus groups reported many challenges in the enrollment

process itself, including the stigma of going to alocal welfare office, problems getting to the
offices to pick up applications or submit them, problems getting through to the local welfare

2 A complementary analysis on precipitating events using Medicare claims and eligibility datais presented in
Chapter 3.
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Table7
Why Beneficiaries Enroll in the Programs

All Enrollees QMB SLMB

(N=547) (N=466)  (N=81)

% % %
Precipitating event to enrollment*
Hospitalization 38.4 38.7 36.9
Changein family situation 24.4 239 27.3
Moved to subsidized housing 17.2 174 16.5
Closing of Medicare HMO 4.9 4.4 8.6
Other 24.2 24.1 25.1
Reasons for enrollment*
Help with medical bills 84.4 84.1 86.1
Extraincome 38.2 39.4 30.8
Deserve the benefits 70.8 71.9 63.9
Family thought | should 64.2 62.7 74.0
Doctor/other professional thought | 62.2 63.1 56.6
should
NOTES:

* Respondents were allowed to answer yes to more than one category.
" Significantly different from SLMB at the 0.01 level.
™ Significantly different from SLMB at the 0.05 level.
f Significantly different from SLMB at the 0.10 level.

SOURCE: RTI Analysis of QMB/SLMB/Nonenrollee Survey Data, 2002.

PROGRAM: SONHS44

53



office by telephone, and challenges associated with the documentation required and the
application form. They also reported problems regarding the responsiveness of case workers
who process the applications due to case load size, state hiring freezes, and alack of case
workers specializing in these types of applications (rather than TANF or SSI). These focus
group participants gave high marks to shortened application forms and systems that allow others
to represent the applicant at the local welfare office. SHIP workers described serving as interim
processors, i.e., reviewing applications for completeness, and holding off on submission until the
beneficiaries had all the documentation to avoid the case being closed and having to start the
application process over again. To learn more about the beneficiary experience and pathways to
enrollment, we asked enrollees a series of questions about the enrollment process (Table 8).

Despite the difficulties we had heard about the ability and willingness of eligiblesto go to
the welfare offices to apply, one-quarter of the enrollees did receive their application in-person at
alocal, state or federal government office. Another 21% received the application in the mail.
However, almost 30% received the applications in person from someone el se, 23% from a social
worker or case manager outside of the local welfare office, and 5% from friends or relatives.

But, most did not know or remember how they got their applications (26%).

Perhaps the most important finding about the application experienceis that two-thirds of
enrollees received assistance in completing the application, although significantly more QMB
enrollees received help than did SLMB enrollees. The majority reported receiving help from
their friends or family (62%). Many had assistance from social workers and case managers
(48%) while aimost 40% had assistance from the office where they received the application.
These findings further underscore the importance of personal contact and communication in
learning about and applying for these programs.

When we asked enrollees how they submitted their applications, slightly more than one-
third reported that they did not know or did not remember. A third of the enrollees did not recall
who had submitted their applications, about one fifth had submitted the applications in-person,
another fifth had mailed in their applications, and over a quarter reported a social worker, case
manager or other professional had submitted it for them. In the beneficiary focus groups, we
heard from many beneficiaries that they did not know how they got enrolled in the programs.
Many indicated that they were enrolled somehow during their hospitalization. We presume thisis
the work of hospital discharge planners, or perhaps of social service professionals providing
follow-up care in the community. However, hospital discharge plannersin our focus groups did
not consistently know about or focus on accessing QMB or SLMB coverage for their patients.
Thiswas primarily because their focus is on identifying resources needed to discharge patients
efficiently, and while full Medicaid benefits are important to ensure access to nursing facility
care, Medicare Savings Programs enrollment does not facilitate access to discharge destinations.
In addition, it is not clear that there is any direct incentive to a hospital to facilitate enrollment.
While the QMB program covers hospital copayments and deductibles, QM B status does not take
effect until the first of the month following approval, and SLMB enrollment does not cover this
type of cost-sharing at all.

Although the vast mgjority did not find the application hard to complete (perhaps due to

assistance they received), 12% did find the application process difficult. About athird of
respondents found the application too long, slightly fewer reported they had difficulty
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Table 8

How Beneficiaries Apply for the Programs

All Enrollees QMB SLMB
(N=547) (N=466) (N=81)
% % %
Receipt of application®
In-Person 24.8 254 21.1
Social worker or professional staff person 22.9 23.0 22.0
Through mail 211 19.8 29.3
From friend or relative 4.8 4.3 8.0
Don't remember / don't know 26.4 275 19.7
Received help with application 66.7 68.3 56.9
Who helped with application ?
Family member or friend 62.2 63.4 53.7
Social worker or case manager 48.1 46.2 60.2
Office staff where | received application 39.5 39.3 41.0
Someone else 7.2 6.6 10.7
Submission of application *
Don't remember / don't know 339 34.1 33.0
Social worker, case manager, other professio 28.0 27.5 30.7
In-person 19.2 19.6 17.3
Mail-in 18.9 18.8 19.0
Ease of application *
Easy 31.8 314 345
Neither easy nor hard 56.0 55.9 56.9
Hard 12.2 12.7 8.6
Perceptions of application
Too long 33.1 34.2 26.9
Difficulty understanding questions 311 31.8 26.9
Too much documentation to gather 30.8 32.0 23.9
Needed to reveal too much information 26.3 25.6 30.6

NOTES:
! Columns add to 100% within category.

2 Respondents were allowed to answer yes to more than one category.

" Significantly different from SLMB at the 0.01 level.
™ Significantly different from SLMB at the 0.05 level.
T Significantly different from SLMB at the 0.10 level.

SOURCE: RTI Analysis of QM B/SLM B/Nonenrollee Survey Data, 2002.

PROGRAM: SONHS44
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understanding questions on the application, objected to the amount of documentation required or
felt the application required them to reveal too much personal information.

When we analyzed these variables separately for enrollees in QM B-plus and standard
QMB benefit states, the patterns for every variableis similar to those for the sample overall.
There are no significant differences between the two with the exception that more QMBsin
QMB-plus states did not remember or did not know how they submitted the application
compared to QMBs in standard benefit states (see Table E-8 in Appendix E).

The SHIP workers and other helping professionalsin the focus groups also identified the
importance of advocacy and assistance with the application process. They described difficulties
getting through to understaffed welfare offices and of receiving correct information from them,
and the challenges faced by illiterate, physically or cognitively impaired individualstrying to
apply for these benefits, even with shortened application forms. In addition, the SHIP workersin
some states indicated that time limits for submitting all of the documentation sometimes resulted
in a case being closed while beneficiaries were still trying to comply. While SHIP workers have
developed strategies for handling this type of problem (i.e., compiling all of the materials
themselves prior to submission), individuals and families trying to apply on their own do not
have the benefit of prior experience with the process.

Although we did not ask beneficiaries about the recertification process on the surveys, we
learned from the focus groups that this was a principle reason why beneficiaries |ose their QM B
and SLMB benefits, as their income and assets do not often change. Annual recertificationisa
common requirement across states. Advocates report that having to reapply annually, having to
reapply in person and having to redocument asset information are barriersto recertification. In
addition, beneficiaries may not receive the letter notifying them that they have to recertify
because they may be in the hospital or traveling. Therefore, their benefits are automatically
terminated. Because it takes several months for the disenrollment to reach the Social Security
Administration, premiums for these months are deducted in one lump sum from the
beneficiaries’ checks. Beneficiaries sometimes learn that their benefits have been terminated
only when they see alarge deduction in their Social Security check to cover the Part B premium
for several months at once.

2.4.9 Why Eligible Nonenrollees Do Not Enrall in the Programs

Another goal of the survey and focus groups was to learn why eligible beneficiaries do
not take advantage of these programs. In Table 9 we present the reasons reported in the survey in
two ways. The first column includes responses from all nonenrollees. In column two we include
only those nonenrollees who had heard of the program (N=78). Because multiple responses were
allowed, the percentage in the table do not sum to 100 within each column.

The main reason why eligible nonenrollees do not enroll in the QMB and SLMB
programs is because they do not know the programs exist — 79% indicate that they have never
heard of the programs. Thisisfollowed by alarge percentage of eligible nonenrollees who do
not know how to apply for the programs (68%). Eighteen percent are waiting to hear whether
their application has been approved and 19% are concerned about estate recovery. In some of
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Table9

Reasons Beneficiaries Do Not Enroll in the QMB and SLMB Programs

Eligible Nonenrollees

All Eligible  Who Have Heard
Nonenrollees of the Programs
(N=405) (N=78)
% %

Reasons for Not Enrolling in the Programs !
Never heard of the programs 79.0 --
Do not know how to apply 67.5 27.3
Waiting to hear whether application was appro 184 125
Concern about estate recovery 194 14.7
Do not think | would qualify 139 22.2
Application required too much information 18.6 18.6
Application istoo long / too difficult 19.5 153
Do not want assistance 8.9 151

NOTES:

! Respondents were allowed to answer yes to more than one category.

SOURCE: RTI Analysis of QMB/SLMB/Nonenrollee Survey Data, 2002.

PROGRAM: SONHS44
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our focus groups, even beneficiaries enrolled in pharmacy assistance programs did not know
about the Medicare Savings Programs.

Of eligible nonenrollees who have heard of the programs, 13% are waiting to hear
whether their application has been approved, while aimost 27% do not know how to apply for
the programs. Twenty-two percent believe that they would not qualify for the programs. More
than 15% believe that the application is too bothersome and requires too much personal
information. Although pride has been identified as an obstacle in the past, only 15% of the
respondents indicated that they did not want any assistance. The patterns were generally similar
in the QM B-plus states compared to the standard QM B benefit states (see Table E-9 in Appendix
E); however, significantly fewer nonenrollees in standard benefit states reported the application
required too much personal information and significantly more did not want the assistance
compared to nonenrollees in QMB-plus states.

The focus group participants spoke about personal barriersto enrolling as well. Although
only asmall percentage of survey respondentsidentified welfare stigma as a barrier to
enrollment, some focus group members identified this as asignificant issue. Some beneficiaries
cannot overcome the welfare stigma associated with Medicaid. They feel ashamed of or
embarrassed about having to ask for assistance, as many had worked their entire lives. Many
lived through the Depression and some reported that they would rather do without than seek
assistance. Others do not know how to get help, as they are unfamiliar with the social welfare
system. Physical impairments, such as vision problems, and illiteracy prevent beneficiaries from
applying aswell. Although many enrolled with assistance from service coordinators in their
housing devel opments, some beneficiaries who receive rent subsidies are reluctant to apply
because the Medicare premium assistance is counted as income and the added income may result
in rent increases. Many would prefer to pay the premium instead of facing arent increase even if
they would have a net savings.

During the focus groups we also heard that some beneficiaries do not purchase Medicare
Part B at their initial Medicare enrollment because they cannot afford the premiums. However,
beneficiaries cannot apply for QMB or SLMB benefits unless they already are enrolled in Part B.
Advocates try to encourage beneficiaries to enroll in Part B because they believe that people who
cannot afford Part B are likely eligible for QMB or SLMB benefits.

2.4.10 Distribution of Survey Respondents across State M edicar e Savings Program
Characteristics

Analyses of the beneficiary surveysidentify the impact of specific outreach activities,
individual motivations, and predisposing factors on enroliment. To some extent, enrollment
might also be a function of specific aspects of the QMB benefit or state operations. For example,
beneficiaries may be more likely to apply for benefitsin a state that offers the full Medicaid
benefit to QMB enrollees, or that has liberalized asset criteria or permits self-declaration of
income and assets. We examined the relationship between these factorsin the state outreach
analysis using the state as the unit of analysis (see Chapter 5) but in this section we were ableto
link these state characteristics to each individual survey respondent and examine the impact on
enrollment, holding constant differencesin individual beneficiary characteristics. The factors
we selected from the state outreach survey were chosen based on information provided by the
focus group participants.
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We selected the outreach data for 2000, as the survey sample was drawn in the second
quarter of 2001 and was fielded between July 2001 and January 2002. We hypothesized the
relevant state outreach efforts were those implemented in the previous year. The variables we
appended were: whether the state had a shortened Medicare Savings Programs application form;
whether the state had trained outreach workers to educate beneficiaries about the Medicare
Savings Programs, whether the state had liberalized assets; whether the state allows self-
declaration of assets; and whether the state automatically screens for QM B/SLMB benefits when
beneficiaries apply for other programs.

We present basic descriptive information about these program characteristics across the
41 study statesin Table 10A, and then associate these characteristics with the individual
enrollees and eligible nonenrollees who responded to the survey in Table 10B. Table 10A
displays the percentage of states represented in our survey with each of the various program
characteristics related to the Medicare Savings Programs.  Sixty-seven percent of states have
shortened their Medicare Savings Programs applications, and 64% have trained outreach
workers. Twenty-six percent of states have liberalized assets and 26% also alow self-
declaration. Most states (74%) automatically screen beneficiaries for QMB and SLMB benefits
when they apply for other programs.

Table 10B shows the percent of each respondent type living in a state employing a
particular approach that might promote enrollment in the Medicare Savings Programs. For
example, 39% of all enrollees, 37% of QMBs and 47% of SLMBs livein one of the QMB-plus
states in the sample, compared to only 23% of the eligible nonenrollees. Thisis consistent with
our expectation that there is a greater incentive to apply in states providing full Medicaid
benefits. The high proportion of SLMBsin QM B-plus states may be evidence of a spill-over
effect to the SLMB program in these states, even though SLMBs do not receive Medicaid
benefitsin these states. It islikely that the possibility of receiving Medicaid benefits provides an
incentive to more individual s to apply, some of whom are eventually determined to be SLMB
eigible.

In contrast, some of the state characteristics are not associated with an increasein
enrollment, or show inconsistent patterns across QMBs and SLMBs. In some cases, activities
expected to increase enrollment are associated with a smaller proportion of enrollees compared
to nonenrollees, indicating lower enrollment in states conducting these activities. This could
result if the causal relationship between outreach activities and enrollment goes in the opposite
direction, i.e., states undertake outreach efforts in response to low enrollment rates. The
effectiveness of some outreach efforts may depend on the resources dedicated by each state to
that activity. Because our dataindicate only whether a state undertakes an activity, not the
intensity of effort, we may not be able to accurately identify enrollment impacts. 1n addition,
some activities may be implemented by so many states that it is not possible to observe
differencesin enrollment in relation to agiven activity. For example, 82% of the QMB-plus
states automatically screen for Medicare Savings Programs ligibility when beneficiaries apply
for other programs.
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Table 10A
Percentage of Unique States by State Medicare Savings Programs Characteristics

QMB-Plus Standard Benefit

All States States States
(N=39) (N=11) (N=28)
% % %
State Characteristics
Short application form 66.7% 63.6% 67.9%
Training outreach workers 64.1% 54.5% 67.9%
Liberalized assets 25.6% 18.2% 28.6%
Self-declaration of income and assets 25.6% 18.2% 28.6%
Automatic screening for QMB/SLMB 74.4% 81.8% 71.4%
benefits when applying for other benefits
Table 10B

Percentage of Survey Respondents Across State Medicare Savings Programs Characteristics

Enrollees
Eligible
All QMB SLMB Nonenrollees
(N=547) (N=466) (N=81) (N=405)
% % % %
State Characteristics
QMB Plus 386 37377 472" 23.2
Short application form 78.9 81.2™" 643" 785
Training outreach workers 70.1 704 68.3 63.7
Liberalized assets 20.8 19677 28.0 28.4
Self-declaration of income and assets 40.7 4247 30.1 35.9
Automatic screening for QVIB/SLMB 57.1 54.9 7'M 71.6 66.0

benefits when applying for other benefits

NOTES:
*** Gignificantly different from eligible nonenrollees at the 0.01 level.
** Significantly different from eligible nonenrollees at the 0.05 level.
* Significantly different from eligible nonenrollees at the 0.10 level.

" Significantly different from SLMB at the 0.01 level.
™ Significantly different from SLMB at the 0.05 level.
f Significantly different from SLMB at the 0.10 levd.

SOURCE: RTI Analysis of the State Outreach Survey, 2000.

PROGRAM: SONHS42 CHC039
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The relationship between enrollment and shortened application forms is inconsi stent
across eligibility groups. Thereis no significant difference between all enrollees and eligible
nonenrollees, suggesting that this feature does not have an impact on enrollment. However,
fewer SLMBs livein states with shortened application forms than either QMBs or eligible
nonenrollees- afinding which may be an artifact of the small number of SLMB-enrolleesin the
sample. While the proportion of enrollees is higher in states investing in training outreach
workers, the difference is not statistically significant. Neither liberalized asset requirements nor
self-declaration of assets had a significant impact on enrollees compared to nonenrollees overall,
but significantly fewer QMBs lived in states with liberalized assets compared to nonenrollees.
There are marginally significant differences between QMB and SLMB enrollees in terms of
liberalizing and self-declaring assets, although the differences move in opposite directions. A
higher proportion of SLMB enrollees live in states that have liberalized their assets, while a
higher proportion of QM B enrolleeslive in states that allow self-declaration. Thereisno
significant difference between the proportion of enrollees and nonenrollees residing in states that
automatically screen applicants to other Medicaid programs for these benefits. However, a
significantly smaller proportion of the QMB enrollees compared to the SLMB enrollees and
nonenrollees reside in states that screen automatically for QM B/SLMB benefits when
beneficiaries apply for other Medicaid benefits. These findings are counter to our expectations
as we hypothesized that these initiatives make the programs more appealing and easier to apply
for. Aswe did not have information about when the liberalization of assets occurred relative to
when individuals enrolled, it is possible that such changes were too recent to have had an impact
on enrollments.

25  Findingsfrom the National Surveys Comparing Enrolleesin QM B-Plus States and
Enrolleesin Standard Benefit States

QMBsin states that provide full Medicaid benefits for QM B-€ligibles with incomes up to
100% FPL (QMB-plus states) receive substantially broader coverage than in those states where
the benefit is limited to Medicare cost-sharing (e.g., paying the Part B premiums, and Medicare
copayments and deductibles). In this section we examine the impact of these programmatic
differences on enrollees by comparing QMB enrolleesin QMB-plus states with those in standard
benefit states. These analyses include only QMB enrollees because there is no difference across
these states in the benefit provided to SLMBs. We focus on measures likely to be affected by the
differing benefits provided in these states. However, a complete set of tables (corresponding to
Tables 1-9 in Section 2.4) can be found in Appendix F.

2.5.1 Usual Sourceof Careand Health Care Utilization

There are no significant differences between QM B-plus and standard QM B benefit states
in QMBS usual source of care or medical care utilization patterns, except for the average
number of prescriptions taken weekly (Table 11). Enrolleesin QM B-plus states took more
prescriptions, on average, compared to those in standard benefit states (3.9, 3.5, respectively).
We do not think that thisis afunction of health status as a similar percentage of enrolleesin
QMB-plus and standard benefit states had poor health (see Table E-2 in Appendix E). This may
instead be a function of the full Medicaid benefit that enrolleesin QM B-plus states receive, as
they may have access to or be able to afford more prescription medications.

61



Table11
Medical Care Utilization of QMB Beneficiaries by State Benefit

ENROLLEES
OQOMB-Plus Standard Benefit
(N=239) (N=227)
Have ausual source of care 89.6 87.6
Location of Usual Source of Care*
Private office/ group practice 60.9 61.6
Health center or clinic 16.5 185
Hospital emergency room 53 6.4
Veteran's Administration hospital/clinic 1.6 0.9
Outpatient department of hospital 9.8 8.5
Nursing Home 44 2.1
Other 15 2.0
Number of times seen adoctor in
the last three months *
None 9.3 8.1
1-2 38.5 37.3
34 314 318
4+ 209 229
Number of prescription medications
taken at least once per week *
None 5.6 14.2
1 10.1 12.0
2 10.7 6.8
3 13.0 13.7
4 15.6 12.6
5 11.1 9.2
6+ 34.0 316
Average # of prescriptions taken weekly ? 39 357
Number of overnight hospitd staysin
the last three months *
None 64.0 68.3
1-2 25.9 24.4
3-4 55 34
4+ 46 4.0

NOTES:
This analysis consists only of QMBs (SLMBs are excluded).
! Columns add to 100% within category.
2To calculate the mean for respondents who answered "6 or more prescriptions,” we assumed 6 prescri ptions week|
##% Sgnificantly different from QMB-plus at the 0.01 level.
## Significantly different from QMB-plus at the 0.05 level.
* Significantly different from QMB-plus at the 0.10 level.

SOURCE: RTI Analysis of QM B/SLMB/Nonenrollee Survey Data, 2002.

PROGRAM: SONHS$45
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2.5.2 Medical Costs

Table 12 compares the medical costs of enrolleesin QMB-plus and standard benefit
states. We would expect that enrolleesin QMB-plus states pay fewer medical bills than QMB
enrollees in standard benefit states, because enrollees in QM B-plus states receive full Medicaid
benefits. And in some instances, we do see significant differences confirming this hypothesis.

The resultsindicate that enrolleesin standard benefit states have significant difficulty
paying for prescription medications compared to enrolleesin QMB-plus states. Forty-three
percent of enrolleesin standard benefit states find it hard or very hard to pay for prescriptions
compared to 31% of enrolleesin QMB-plus states. In addition, a significantly higher percentage
enrollees in standard benefit states buy or take fewer medications because they cannot afford
them. One-third of enrollees in standard benefit states have had to buy or take fewer medications
compared to one-fifth of enrolleesin QMB-plus states.

2.5.3 Typesof Supplemental Insurance Coverage

We were interested in whether prescription drug and supplemental insurance coverage
varied by enrollees in QMB-plus and standard benefit states (Table 13). We found no significant
differences in prescription drug coverage among enrollees. The majority of enrollees had some
type of prescription coverage, whether it was from supplemental insurance, a state pharmacy
program or another type of insurance for prescription drug coverage. However, significantly
more enrollees in standard benefit states had lower cost supplemental coverage that did not
include prescription drug coverage (24% compared to 15%).

2.5.4 Learning About and Applying for the QM B Programs

A significantly higher percentage of QMBs in standard benefit states |earned about the
Medicare Savings Programs through a presentation or talk compared to QM Bsin QMB-Plus
states (Table E-6). Although there were no other significant differencesin how QMBs learned
about the programs, higher percentages of QMBs in standard benefit states learned about the
programs through personal communications (e.g., social worker, friends, visits to government
offices), while a higher percentage of QMBsin QMB-Plus states |earned about them through
printed materials or broadcast media. There were no significant differences in what led QMBsto
enroll in the programs or why they enrolled (Table E-7). With one exception there were no
significant differences in how enrollees apply for the programs (Table E-8). However, QMBsin
QMB-Plus states were significantly more likely not to remember how they submitted the
application compared to QMBs in standard benefit states.

2.6  Predictorsof Enrollment: Resultsfrom the L ogistic Regressions

To understand how the various factors interact to predict beneficiaries’” enrollment in the
QMB and SLMB programs, we conducted multivariate analyses, using the beneficiary survey
data and the additional variables from a survey of states regarding their Medicare Savings
Programs dligibility rules and outreach activities. We ran three models that included respondents
from al statesin the survey, and two models that separately estimate enrollment in the QMB
program for individuals residing in QM B-plus states versus standard QM B benefit states.
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Table 12
Medical Care Costs of QMB Beneficiaries by State Benefit

ENROLLEES
QMB-Plus Standard Benefit
(N=239) (N=227)
% %
Beneficiaries who pay or receive help
from friends and family with medical
bills 80.9 83.9
Cost of medical bills per month *
Zero 46.9 43.4
$50 or less 375 335
$51-100 8.8 125
$101-200 34 5.0
more than $200 35 5.6
Delay medical visits because of cost*
Never 65.0 65.1
Sometimes 275 25.2
Often 7.6 9.7
In last 12 months, difficulty paying
prescriptions® #
Very hard 7.2 14.2
Hard 235 28.9
Not hard at all 69.3 56.9
In last 12 months, difficulty paying for
OTC drugs®
Very hard 13.8 11.2
Hard 404 41.7
Not hard at all 45.9 47.1
Buy/take fewer prescriptions because
of cost* #
Never 78.6 66.1
Sometimes 17.0 28.1
Often 45 5.8



Table 12 (Continued)
Medical Care Costs of Beneficiaries by State Benefit

ENROLLEES
OMB-Plus Standard Benefit
(N=239) (N=227)
% %
Choose between paying for medicines
and paying other nonmedical bills®
Never 65.1 57.4
Sometimes 25.9 34.0
Often 9.0 8.6
Importance of benefits®
Very important 94.3 91.6
Somewhat important 4.0 4.7
Not at all important 1.7 3.8

NOTES:
This analysis consists only of QMBs (SLMBs are excluded).

! Columns add to 100% within category.
### Significantly different from QMB-plus at the 0.01 level.
*# Significantly different from QMB-plus at the 0.05 level.
*s gnificantly different from QMB-plus at the 0.10 level.

SOURCE: RTI Anaysis of QMB/SLMB/Nonenrollee Survey Data, 2002.

PROGRAM: SONH$45
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Table 13
Types of Supplemental Insurance Coverage of QMB Beneficiaries by State Benefit

Enrollees
QMB-Plus Standard Benefit
(N=239) (N=227)
% %

Have any prescription (:overagel 60.3 59.6
Have supplemental insurance
with prescription coverage 38.2 38.1
Arein a State pharmacy program 35.5 335
Have another insurance for
prescription coverage 19.8 12.9
Have supplemental insurance

without prescription coverage 154 237"

NOTES:
This analysis consists only of QMBs (SLMBs are excluded).

' This variable was created by counting whether the respondent had answered to currently having
supplemental insurance with prescription coverage, enrolling in a State pharmacy program, or
having another insurance for prescription coverage.

### Significantly different from QMB-plus at the 0.01 level.
** Significantly different from QMB-plus at the 0.05 level.
# Significantly different from QMB-plus at the 0.10 level.

PROGRAM: SONHS45
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Dependent Variables - The dependent variable for each of the modelsis beneficiary
enrollment. Models 1-3 (Table 14) predict enrollment in the full sample. Model 1 predicts
enrollment in either program (QMB or SLMB). Model 2 predicts enrollment in the QMB
program (excluding SLMB enrollees from the sample), while Model 3 predicts enrollment in the
SLMB program (excluding QMB enrollees from the sample). Models4 and 5 (Table 15) predict
enrollment in the QMB programs for QM B-plus and standard benefit states, respectively, and the
sampleisrestricted to QMBs and eligible nonenrollees. (The descriptivesin Appendix F are
restricted to QMBs.) Because these dependent variables are bivariate, we use logistic regression
to estimate the models.

Independent Variables - Weinclude several sociodemographic characteristics: gender
(females are the reference group omitted), race and ethnicity (White beneficiaries are the
reference group omitted) and age by categories (respondents age 65-69 are the reference group
omitted). Weinclude self-rated general health as a measure of health status, with respondents
who report themselves either in excellent or very good health as the reference group. In addition
we include receipt of any other community and government services (based on receipt of any of
the following: personal care, homemaking, Meals on Wheels, transportation, food stamps or a
rent subsidy). We include two measures of community ties separately: attendance at a
community or senior center, and attendance at a place of worship. We exclude health care
utilization and out-of-pocket expenditures, as these variables are not independent of enrollment.

We also include severa variables from the 2000 State Outreach Survey in the
regressions. These include whether the state utilizes a shortened application form for dual
eligibles; trains outreach workers to educate and enroll beneficiaries in the programs; has
liberalized its asset limits; allows beneficiaries to self-declare their assets on the applications; or
automatically screens beneficiaries for the QMB and SLMB programs when they apply for other
benefits. Each of these are hypothesized to have a positive effect on enrollment, all else equal,
although in the descriptive analyses there were few differences across groups in these state
variables. As many states employ multiple approaches, we evaluated the degree of correlation
between these variables to avoid any problems due to collinearity. Inthe main analyses (Table
14) we a so include whether the state offers full Medicaid benefits for beneficiaries with incomes
up to 100% FPL, i.e. isa QMB-plus state.

Results - We present the odds ratios from the logistic regressionsin Table 14 with a
detailed discussion of the results below, and include results from Table 15 where the findings are
noteworthy. In summary, a combination of personal and systems factors increased the likelihood
of enrollment in Table 14: poor health, receipt of other types of assistance, living in a state with
offering full Medicaid benefits for individuals with incomes up to 100% FPL, and living in a
state permitting self-declaration of assets. Receipt of other types of assistance had the greatest
impact on the likelihood of enrollment, increasing the likelihood 8-9 times. Due to the small
number of SLMB enrollees, the findingsin Model 3 should be interpreted cautiously.

Restricting our analyses to the more robust Models 1 and 2, we also find the likelihood of
enrollment increasing with female gender, identifying as Black or other race, and residing in a
state investing in training outreach workers, while the likelihood of enrollment decreased with
attending a place of worship or residing in a state automatically screening all Medicaid
applications for QMB/SLMB digibility.
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Table 14
Odds Ratios from Logistic Regressions for Predicting Enrollment in the QMB and SLMB Programs

Both the QMB and QVB SLMB
SLMB Programs Program Program
Model 1 Model 2 Modd 3
(N=952) (N=871) (N=486)
Male 0.45 *** 0.40 *** 0.72
Race/Ethnicity *
Black 2.03 ** 2.36 ** 0.87
Hispanic 0.71 0.88 0.13 **
Other 11.65 *** 1417 *** 0.62
Age 2
70-74 0.93 0.87 1.20
75-79 158 1.62 0.72
80-84 1.04 0.93 127
85+ 0.77 0.76 041
Residencein MSA 0.59 * 0.65 0.69
Health Status®
Good 1.04 0.91 2.55
Fair 1.76 1.50 497 **
Poor 3.18 *** 243 ** 11.58 ***
Assistance Received Completing Survey 121 1.30 0.92
Any Community or Government Assistance Received 7.76 *** 8.15 *** 8.83 ***
Attend...
Community/senior center 0.73 0.75 0.31*
Church/other place of worship 0.49 ** 0.48 *** 0.66
State Characteristics
QMB Plus 3.51 *** 3.29 *** 3.13 **
Short application form 0.80 * 0.91 0.38 *
Training outreach workers 1.99 ** 201 ** 1.87
Liberalized assets 091 0.99 0.90
Self-declaration of income and assets 1.87 ** 176 * 2.69 *
Automatic screening for QMB/SLMB 0.29 *** 0.27 *** 0.37

benefits when applying for other benefits

NOTES:
! Compared to White people.
2 Compared to respondents aged 65-69.

% Compared to respondents in excellent or very good health.
*** Significantly different from eligible nonenrollees at 0.01 level.
** Significantly different from eligible nonenrollees at 0.05 level.
* Significantly different from eligible nonenrollees at 0.10 level.

SOURCE: RTI Analysis of QMB/SLMB/Nonenrollee Survey Data, 2002 and the State Outreach Survey, 2000.
PROGRAM: SONHS47
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Table 15
Odds Ratios from Logistic Regressions for Predicting Enrollment in the QMB Program

QMB-Plus Standard QMB
Benefit Benefit
Model 4 Model 5
(N=438) (N=433)
Male 0.39 *** 0.38 ***
Race/Ethnicity *
Black 291 *** 1.56
Hispanic 193 0.66
Other 195 25.74 ***
Age?
70-74 1.95 0.56
75-79 291+ 140
80-84 2.08 0.63
85+ 131 0.70
Residencein MSA 1.02 0.64
Heslth Status®
Good 0.94 0.74
Fair 1.27 145
Poor 213 254
Assistance Received Completing Survey 0.95 151
Any Community or Government Assistance Received 7.34 **x 9.99 ***
Attend...
Community/senior center 0.44 1.00
Church/other place of worship 0.53 0.50 **
State Characteristics
Short application form 4.57 ** 0.54
Training outreach workers 0.81 2.87 **
Liberalized assets 242 101
Self-declaration of income and assets 0.94 2.51 **
Automatic screening for QVB/SLMB 1.63 0.18 ***

benefits when applying for other benefits

NOTES:
! Compared to white people.
2 Compared to respondents aged 65-69.

3 Compared to respondents in excellent or very good health.
**% Significantly different from eligible nonenrollees at 0.01 level.
** Significantly different from eligible nonenrollees at 0.05 level.
* Significantly different from eligible nonenrollees at 0.10 level.

SOURCE: RTI Analysis of QMB/SLMB/Nonenrollee Survey Data, 2002 and the State Outreach Surve)

PROGRAM: SONHSA7
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Personal Characteristics (Demographics and Health Status) - While age had no
significant effect on enrollment overall, other demographic variables did. Men were only 45% as
likely as women to be enrolled in either the Medicare Savings Programs overall (or 40% as likely
in the QM B program specifically). The likelihood of enrollment in the SLMB program was also
lower for men than women, but not statistically significant. Race and ethnicity were not
consistent predictors of enrollment. For example, Black beneficiaries and beneficiaries of other
races were significantly more likely to enroll in QMB compared to White beneficiaries, while
Hispanics were significantly lesslikely to enroll in the SLMB program compared to White
beneficiaries. Thislack of consistency may be due to the small sample size of nonwhite
respondents.

Self-rated general health was a significant factor in predicting enrollment in al three
models. Beneficiariesin poor health were 3 times more likely than beneficiariesin excellent or
very good health to enroll in either of these programs (Model 1), twice aslikely to enroll in
QMB and 12 times more likely to enroll in SLMB. Beneficiariesin fair health were aso five
times more likely to enroll in SLMB than beneficiaries in excellent or very good health. These
findings are consistent with hypotheses that poor health motivates individuals to seek assistance
with health care costs, or that individual negative health events may trigger enrollment through
increased contact with professionals who might refer or assist with enrollment.

Receipt of Social Servicesand Community Ties- Whether a person receives socia
services, such as personal care, homemaking, Meals on Wheels, food stamps, transportation
services or rent subsidies, was the strongest predictor of enrollment. Beneficiaries who received
any of these services were almost 8 times more likely to enroll in these programs compared to
beneficiaries who did not receive these services. They were also 8 times more likely to enroll in
QMB and 9 times more likely to enroll in SLMB. This could reflect increased help seeking
behavior, be related to poor health status, or an increased likelihood of being the target of
outreach activities or referrals.

Attendance at either acommunity or senior center or place of worship appeared to have a
negative effect on enrollment. Beneficiaries who attend centers were significantly lesslikely to
enroll in the SLMB program compared to those who do not attend, while beneficiaries who go to
church or other places of worship are half aslikely to enroll in the QMB program as those who
do not attend places of worship. Perhaps attendance at senior centers or places of worship isa
proxy for better health and hence less incentive to seek assistance with medical costs or for less
contact with providers who would encourage enrollment.

Characteristics of State Eligibility and Application Processes for Enrollees and
Nonenrollees - State characteristics were also significant predictors of enrollment. Beneficiaries
were more likely to enroll in the programs if residing in states offering full Medicaid benefits for
those with incomes up to 100% of the FPL compared to others. Beneficiaries are 3 times more
likely to enroll in QMB and in SLMB if full Medicaid benefits are offered to 100% of the FPL.
Beneficiaries may be responding to the added benefits associated with QM B enrollment in the
QMB-plus states. Asdiscussed in the descriptive analysis, the increased rate of SLMB
enrollment in these states may be a spillover effect related to the enhanced QM B-plus benefit.
Residing in a state permitting beneficiaries to report their income and assets without supporting
documentation (self-declaration of income and assets) increased the likelihood of enrollment in
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the programs almost two-fold. From the beneficiaries’ point of view, thereislessintrusion from
the government into their personal affairs and the programs are easier to apply for.

States that train outreach workers to educate beneficiaries about the Medicare Savings
Programs have positive effects on enrollment, and particularly on the QMB program.
Beneficiaries were twice as likely to enroll in the QMB and SLMB programs combined
compared to beneficiaries living in other states. Beneficiaries were also more than twice as
likely to enroll in the QMB program specifically. However, the impact of outreach worker
training isinsignificant for the SLMB program. In contrast, shortened application forms and
automatic screening for QM B and SLMB €ligibility when individuals apply for other Medicaid
programs were associated with alower likelihood of enrollment, all else equal, and liberalized
asset limits had no effect on enrollment.

When we examine the predictors of enrollment separately for QM B-plus states and
standard QM B benefit states (Table 15), we notice the marked difference in the importance of
state characteristics. Training outreach workers and allowing self-declaration of income and
assets significantly increased the likelihood of enrollment in standard benefit states but not in
QMB-plus states. State efforts to train their outreach workers increased the likelihood of QM B
enrollment in standard benefit states by two and a half. Also, beneficiaries in states that permit
applicants to self-declare their income and assets are more than twice as likely to enroll in QMB
compared to states that do not. These findings suggest that in states where the benefit consists
only of the premium and cost-sharing but not full Medicaid coverage, a concentrated effort must
be made to educate beneficiaries about the programs, convince them to enroll, and to make the
process simple for them.

Asin Models 1-3, receipt of community services or other supports had the greatest
impact on the likelihood of enrollment in these models. This was an especially strong predictor
of QMB enrollment in the standard benefit states.

2.7 Discussion

Our objectivesin conducting this research were to further CMS' understanding of the
characteristics of QMB and SLMB enrollees compared to eligible nonenrollees, pathways and
barriersto enrollment, and the extent to which enrollment hel ps low-income Medicare
beneficiaries with their health-related expenses. In addition, the results of these analyses can be
used to help CM S and states continue to improve and target outreach efforts to increase
enrollment in the Medicare Savings Programs.

Pathways and Barriersto Enrollment in the M edicar e Savings Programs - One of
the most striking findingsin this study isthat in 2001 the main reason eligible individual s had
not enrolled was that they remain unaware of these programs. Many of the enrollees |learned
about the programs from people — social workers, government workers, friends or relatives. We
see thisin enrollee descriptions of how they |earned about the programs, what led them to enroll,
and how they submitted their applications. They most often enrolled after a hospitalization
(where hospital social workers may assist in enrollment) or after moving into subsidized housing
(where service coordinators conduct outreach and assist with enrollment). Beneficiaries who
already receive other types of assistance from social, community or government services were
also far more likely to enroll than were those who do not.
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Not only are beneficiaries unaware of the programs, but our focus group findings indicate
that helping professional s with whom they come in contact and who could educate or encourage
individualsto enroll are not consistently knowledgeable about these programs. Given the survey
findings that enrollment is strongly associated with assistance from others, as a means of
learning about the programs and in the application process, the importance of disseminating
information about the programs to various health and social service providersisclear. Few
beneficiaries responding to the survey had learned about the programs from print, broadcast
media, or presentations. In addition, because there are high levels of illiteracy, physical and
cognitive impairment in the target population, printed materials are of limited value. Indeed,
about half of the survey respondents received help completing the survey.

The study findings also point out the limited potential of presentations at community or
senior centers as an approach to outreach. Only asmall proportion of beneficiaries utilize these
centers, equal proportions of the enrollee and nonenrollee samples, and only asmall percentage
of the enrollees indicated they had learned of the programsthisway. In contrast, the findings
indicate that half the respondents, enrollees and nonenrollees alike, attend a place of worship,
although this factor was associated with a decreased likelihood of enrollment. The high level of
attendance at places of worship suggests they might be atarget for outreach efforts. However,
outreach efforts targeting places of worship have been time consuming and have not resulted in
increased enrollment (Hoover et al., 2002).

Beyond the lack of beneficiary awareness that has led CM S and the states to invest in
outreach activities, personal values or other considerations are often cited as impediments to
enrollment. Fear of estate recovery and the welfare stigma were discussed in the focus groups,
and beneficiaries and professional s both indicated that these issues exist. The survey results
indicate close to 20% of eligible nonenrollees overall are concerned about estate recovery,
suggesting that policy makers may want to reconsider estate recovery for these beneficiaries, or
better inform beneficiaries about the limits of the state recovery process (i.e., that only the
amount of money paid to the beneficiary through the Medicare Savings Programsiis at risk, not
the full estate).

Welfare stigma or the fierce commitment to self-sufficiency of the generation that lived
through the Depression is one of the most often cited obstacles to enrollment, yet this survey
indicates that only 10% do not want the assistance, and many enrollees responded that they
deserve the benefits. If beneficiaries have heard of the programs, they do not enroll because they
do not know how to apply or they assume they will not qualify for them.

Difficulties with the enrollment process itself may aso serve as abarrier to enrollment.
Although the majority of enrollees received help with the application and only a small
percentage report it was very difficult, many still found it too long, too personal and too difficult.
Fifteen to 20% of eligible nonenrollees overall cite the application as a barrier to enrollment.
While our professional focus group participants highly praised shortened application forms, the
beneficiary survey did not support the shortened application as an important factor in beneficiary
enrollment. It may be that the key variable is assistance with the process and that shortened
application forms are desirable because they reduce the burden for SHIP workers and others who
assist beneficiaries but they do not promote enrollment in and of themselves. Alternatively, it
may take some time before the impact of shortened applications, which are arelatively recent
innovation in many states, is observed.
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The Relationship of Health Status and Other Beneficiary Characteristicsto
Enrollment - It is not possible to disentangle cause and effect in this study between health care
utilization variables and enrollment in the Medicare Savings Programs, yet it is clear that
enrollees are in worse health, have higher rates of health care services utilization, and have
higher rates of utilization of other services associated with decreased physical function, such as
personal care and home making services. These findings suggest that beneficiaries with health
problems may indeed be more highly motivated to seek sources of assistance with medical care
costs, as well as more likely to come in contact with health or social service professionals who
refer them to these programs. However, it is not possible from this analysis to ascertain whether
the increased utilization reported by enrollees reflects adverse selection into the programs or
whether enrollment removes financial barriersto care. We address adverse selection in
Chapter 6.

Program Benefits - The survey findings indicate that the Medicare Savings Programs
decrease, but do not eliminate, the financial burdens experienced by low-income Medicare
beneficiaries seeking medical care. Even though the enrollees report worse health, QM B
enrollees have fewer medical bills and have less difficulty paying their bills compared to eligible
nonenrollees. Because QMB enrollees have their premiums, deductibles and coinsurance paid
for by Medicaid, they do not have many, if any, costs for benefits they receive under Medicare
Parts A and B. QMB enrolleesliving in QMB-plus states receive additional medical services
and the survey findings indicate they report less financial hardship. Even so, a substantial
proportion of QM Bs reported problems paying for their medications and other medical bills. An
even larger percentage of SLMB enrollees report having to choose between which bills to pay.
SLMB enrollees remain liable for deductibles and coinsurance, which can become quite costly,
asthey report visiting the doctor and staying overnight in the hospital as often and they take
significantly more medications than eligible nonenrollees.

Concerns about crowd-out of private insurance were not validated in this analysis. While
afairly high percentage of respondents reported having some type of supplemental insurance
coverage, particularly prescription drug benefits, only avery small percentage of enrollees had
dropped supplemental coverage that they held previoudly.

Strategiesto increase enrollment - These programs are clearly vauable to low income
Medicare beneficiaries. We aso know from other studies that the Medicare Savings Programs
are under-utilized, and from this study, that lack of awareness, not motivation, isthe main reason
eligible beneficiaries have not enrolled. What can states do to increase enrollment in these
programs? Our results underscore the importance of personal attention when educating and
enrolling beneficiariesinto the QMB and SLMB programs. There are varied reasons why
individuals do not apply, necessitating personalized assistance to overcome them. Hence, our
main recommendation is to target outreach efforts to those in the community that can identify
potential eligibles and assist them with the process. Specific strategies could include:

1. Focusing education efforts on helping professionals.
Case managers in Area Agencies on Aging and other social service agencies, hospital
discharge planners, state pharmacy assistance program staff, home health staff, home
delivered meals and congregate meals staff, service coordinators in subsidized
housing, primary care doctors, pharmacists and community health centers all have
daily contact with Medicare beneficiaries who may be eligible for these programs.
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The devel opment and dissemination of outreach materials directed to these
individuals would support increased case finding.

2. Increasetheinvestment in SHIP and encourage SHIP workersto develop
relationshipswith other helping professionalsin their communities.
Whileit is appropriate to expect other service providersto assist in case finding, al of
these individuals are busy working in their own arenas. Thus, it isimportant for these
individualsto be aware that there are SHIP workers to whom they can refer their
clients for more direct assistance with the application process and answers to specific
guestions. If moreindividuals learn of these programs and seek assistance with the
process, the SHIP program will need added capacity.

3. Develop and implement training for welfare office workers, and encourage
States to have staff that specializein M edicar e Savings Programs digibility and
enrollment.

A third of the enrollees responding to this survey had received help from local
welfare office staff. Yet the focus group participants described limited availability of
office staff to respond to calls, and alack of knowledge about the programs on the
part of the staff responsible for taking applications from beneficiaries.

Strategies such as these would address lack of awareness as a barrier to enrollment.
Remaining barriers would include application and recertification processes that beneficiaries
experience as burdensome; fear of estate recovery; and asset requirements that have not been
updated since they were established in 1989.
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CHAPTER 3
IMPACT OF PRECIPITATING MEDICAL EVENTSON QMB AND SLMB
ENROLLMENT

Little is known about factors that lead Medicare beneficiaries to enroll in the Medicare
Savings Programs. Although there are likely multiple pathways into the program, one possibility
isthat beneficiaries may enroll following costly medical events, either to help defray their out-
of-pocket costs or because they come into contact with amedical provider or other helping
professional who refers them into the program. Indeed, our survey of enrolleesin the QMB and
SLMB programs found that half of the respondents learned about the programs through social
workers or health care professionals, and a hospitalization was the most common precipitating
event to enrollment, reported by 38% of enrollees overall. A better understanding of the context
for this decision making would be useful for targeting outreach and enrollment activities, as well
as for understanding and addressing beneficiary needs.

This analysis complements these survey findings, using Medicare claims and eligibility
data to examine whether enrollment in the QMB and SLMB programs s related to having a high
cost medical event. We focus on hospital admissions as readily identifiable events likely to be
associated with significant beneficiary out-of-pocket costs. The analysis compares newly
enrolled QMBs and SLMBs with a matched sample of non-dually eligible Medicare beneficiaries
to look for evidence that the timing of QMB/SLMB enrollment is related to having a hospital
admission. If hospital admissions precipitate enrollment in the QMB and SLMB programs, we
would expect admission rates close to the time of enrollment to be higher for QMBs and SLMBs
compared to the comparison groups of non-dually eligible beneficiaries. Our analyses exclude
SSI and medically needy dually eligible beneficiaries because their pathways to enrollment are
distinctly different from QMBs and SLMBs. In most states SSI beneficiaries are automatically
enrolled in the Medicare Savings Programs by virtue of receiving SSI. Thus, we expect their
enrollment isless likely to be associated with medical events. By definition enrollment of
medically needy beneficiariesis associated with having high medical expenditures.

3.1 Methodology

We used the August 2002 TPEarth file to identify all beneficiaries with a spell of
enrollment in the QMB and SLMB programs that began between January 1, 2000 and
December 31, 2000. The sample was limited to newly eligible QMBs and SLMBS, rather than
those who re-enrolled after a brief break in coverage or transferred into these programs from
another dual eligibility category. We defined as newly eligible those beneficiaries who had not
been enrolled in any dua eligible program in the prior six months.

We used the TPEarth and 2000 Denominator File to identify a comparison sample of
Medicare beneficiaries with no current or prior period of dual eligible coverage. Because dually
eligible beneficiaries are lower income than those who are not dually eligible, we expect that
service use will vary systematically between these groups. Asapartia control for unobservable
characteristics, like health status, expected to affect the likelihood of hospitalization, the non-
dually eligible sample was matched to our dual eligible population based on age, gender, race,
and ZIP code. We excluded the following beneficiaries from both groups.
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» beneficiaries under 65 years of age;
* beneficiarieson SSI;
» beneficiaries in managed care during 2000; and

» beneficiariesliving in Connecticut, Hawaii, Idaho, Illinois, Indiana, Maryland,
Missouri, Nevada, Oklahoma and Utah.30

For the newly eligible group, we extracted all Medicare Part A claimsfor atwo-year
period: one year prior to enrollment and the first year of enrollment. Part A clamswere
extracted for the control group for a comparable two-year period. For the control group, the date
of enrollment for their matched dually eligible counterpart was used as the index date for
defining the time period over which claims were extracted. The following measures of inpatient
hospital service use were constructed:

e any admissions;

* number of admissions;

* length of stay;

» any admission for asurgical DRG,;

* any admission for multiple trauma; and
» covered charges for admissions.

We used number of admissions, length of stay, and covered charges as proxies for higher
out-of-pocket costs. Similarly, we assumed that admissions for surgical DRGs would be
associated with higher out-of-pocket costs than medical DRGs. We expected that looking at
admissions for multiple traumawould provide a comparison between dual and nondual
beneficiaries that was less dependent on health differences between the two groups, since
multiple traumais typically the result of an accident.

These measures were constructed for eight time periods: 1, 3, 6, and 12 months before
and after the index enrollment date. We hypothesize that the differencesin hospitalization rates
between duals and their matched nondual counterparts will generally be greater immediately
before enrollment if these major health events were precipitating factors for enrollment.
However, because it may take several months for an application to be processed and for a
beneficiary to be enrolled, there may be alag between a precipitating event and the date of
enrollment. We constructed hospital utilization measures for varying time frames around the
enrollment date to test whether these hypothesized patterns hold. We assume precipitating
hospital events will mostly occur prior to enrollment. However, a beneficiary who anticipates a
non-urgent hospitalization might apply for the Medicare Savings Programs and delay the

% Beneficiaries from these states were excluded from the analysis because we could not reliably determine whether
beneficiaries were QMBs or SSI recipients. In these states, the proportion of dual eligibles that our analyses of
TPEarth dataidentified as SSI recipients was implausibly low compared to other states. None of these states
allow auto-accretion of SSI recipients. This might explain the low SSI share identified in these states because
auto-accrete status was one factor used in our classification algorithm to distinguish QMBs from SSI recipients.
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admission until after sheisenrolled. To allow for these two scenarios, we looked at
hospitalizations after the enrollment date, as well as before.

We examined the differences between newly enrolled dualy eligible beneficiaries and
their matched counterparts for each of the hospitalization measuresin each of the eight time
periods defined above. We then disaggregated to look at differences between the QMB and
SLMB groups separately, to alow patternsto differ by type of dual eligibility. Each difference
between duals and nonduals was tested for significance using the t-test for difference between
means. Although we attempted to control for differencesin health status between dually eligible
and nondually eligible beneficiaries by matching on age, gender, race and ZIP code, it is likely
that there are remaining unobserved differences between the groups that lead to differencesin
hospitalization rates. Therefore, for each measure we also calculated the ratio of the mean for
the dually eligible population to the mean for the non-dually eligible control group. Because
differences in health status should be time invariant, comparing ratios between the groups over
time factors out the effect of health status and helpsisolate any impact of precipitating health
events.

3.2 Results

The means and ratios of all dualsto all matched nonduals for each hospital-related event
are presented in Table 16. Dually eligible beneficiaries were more likely to have a
hospitalization, more likely to have a surgical admission major surgery, had longer lengths of
stay, had more admissions, and had higher covered charges than their matched nondually eligible
counterparts in each of the periods pre- and post-enrollment. For example, six months prior to
enrollment, duals have 1.8 times the rate of major surgeries compared to nonduals, an admission
rate that is 2.2 times higher than nonduals, and lengths of stay that are 4.5 times greater than
nonduals. In each case, the differences are statistically significant. This pattern also held true
when QMBs and SLMBs were compared separately to their matched controls. These
consistently higher utilization rates likely reflect the poorer health status of the dually eligible
population that was not controlled for by matching the comparison group based on age category,
gender, race, and zip code.

The ratio of the means of duals to nonduals overall for each hospital utilization measure
isgraphed in Figure 1. The graphic representation of the null hypothesis, that thereis no
precipitating event effect, would be aline parallel to the X axis, or a constant ratio of dual to
matched control group means over time. Instead, we see a consistent pattern of a peak in the
ratio either just preceding or concurrent with enrollment. For most measures the ratio of duas to
non-duals peaks at three months prior to enrollment. At thisinterval, duals have lengths of stay
that are amost five times that of nonduals. Duals also have more than three times the number of
admissions and nearly double the number of major surgeries compared to matched nonduals. A
year prior to enrollment, the ratio between dual and nondualsis lower across all three measures.
Duals have lengths of stay that are 3.61 times those of nonduals, 2.41 times the number of
admissions, and 1.45 times the number of major surgeries.

Although these differences could indicate substantial health differences between the dual
and nondual groups, the fact that the ratios a year after enrollment are all much lower, indicates
that the differences between duals and nonduals are attributable to a precipitating event in
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Table 16
Overal Means and Ratios for Hospital-Related Events

DUAL:
NONDUAL DUAL NONDUAL

Variable Mean Std Dev Mean Std Dev Ratio
At least amgjor surgery in the 12 months before enrollment date 0.055 0.228 0.080 0.271 1454
At least amajor surgery in the 6 months before enrollment date 0.030 0.172 0.053 0.225 1.757
At least amajor surgery in the 3 months before enrollment date 0.016 0.126 0.032 0.176 1.969
At least amgjor surgery in the 1 month before enrollment date 0.006 0.076 0.011 0.103 1.862
At least amgjor surgery in the 1 month after enrollment date 0.006 0.075 0.010 0.098 1.719
At least amajor surgery in the 3 months after enrollment date 0.017 0.128 0.026 0.158 1.533
At least amajor surgery in the 6 months after enrollment date 0.033 0.179 0.045 0.208 1.371
At least amgjor surgery in the 12 months after enrollment date 0.063 0.243 0.078 0.268 1.229
At least an admission in the 12 months before enrollment date 0.157 0.364 0.277 0.447 1.759
At least an admission in the 6 months before enrollment date 0.096 0.294 0.210 0.408 2.201
At least an admission in the 3 months before enrollment date 0.056 0.230 0.147 0.354 2.620
At least an admission in the 1 month before enrollment date 0.023 0.149 0.063 0.242 2.758
At least an admission in the 1 month after enrollment date 0.022 0.147 0.049 0.216 2212
At least an admission in the 3 months after enrollment date 0.058 0.235 0.107 0.309 1.836
At least an admission in the 6 months after enrollment date 0.106 0.307 0.170 0.376 1.613
At least an admission in the 12 months after enrollment date 0.184 0.388 0.263 0.440 1.428
Number of daysin hospital in 12 months before enrollment date 2.486 13.865 8.971 29.190 3.609
Number of daysin hospital in 6 months before enrollment date 1.328 9.366 5.990 22.347 4511
Number of daysin hospital in 3 months before enrollment date 0.691 6.110 3.398 15.715 4,916
Number of daysin hospital in 1 month before enrollment date 0.243 3.281 0.953 7.394 3.919
Number of daysin hospital in 1 month after enrollment date 0.230 3.026 0.774 6.791 3.372
Number of daysin hospital in 3 months after enrollment date 0.728 5.918 1.829 10.610 2512
Number of daysin hospital in 6 months after enrollment date 1544 9.253 3.154 14.534 2.043
Number of daysin hospital in 12 months after enrollment date 3.278 14.456 5.724 20.724 1.746
A traumain the 12 months before enrollment date 1.000E-04 0.009 3.000E-04 0.018 3.000
A traumain the 6 months before enrollment date 4.940E-05 0.007 2.000E-04 0.014 4.049
A traumain the 3 months before enrollment date 2.860E-05 0.005 1.000E-04 0.011 3.497
A traumain the 1 month before enrollment date 5.200E-06 0.002 4.160E-05 0.006 8.000
A traumain the 1 month after enrollment date 1.300E-05 0.004 2.600E-05 0.005 2.000
A traumain the 3 months after enrollment date 4160E-05 0.006 5.980E-05 0.008 1.438
A traumain the 6 months after enrollment date 1.000E-04 0.008 1.000E-04 0.010 1.000
A traumain the 12 months after enrollment date 1.000E-04 0.012 2.000E-04 0.015 2.000

NOTES: Each difference between dual and nondual beneficiariesis statistically significant at the 0.001 level.
There are 385,000 dual and the same number of nondual beneficiariesin our study sample

PROGRAM: PEA25X
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addition to health. The ratio declines rapidly from its peak. A year after enrollment, the ratio
between duals and non duals shows that duals have less than double the lengths of stay, number
of admissions, and number of major surgeries. One interpretation of the rapid declinein the
difference between duals and nonduals is that it reflects the build up around enrollment due to
precipitating health events where hospitalization could be delayed until after the person was
enrolled.

The result for admissions for multiple trauma adds to the evidence that a hospitalization
is an important precipitating even for enrollment in Medicare Savings Programs. Because
hospitalization for traumais generally unrelated to previous health status, we expected the
differences between dual and nonduals to reflect the precipitating event effect without any
residual health difference effect. For this comparison, the ratio of dualsto nonduals was more
than eight just preceding enrollment. The magnitude of the difference and its peak at time of
enrollment, suggest that high unexpected costs are an important factor leading to enrollment in
Medicare Savings Programs.

Figures 2 and 3 graph the ratios for the QMB and SLMB samples, respectively. There
are approximately 312,000 QM Bs and 73,000 SLMBs in the sample. Because the overall sample
consists predominantly of QMBs, QM Bs naturally follow the same pattern as al duals
combined, showing a peak in the ratio for most measures at three months prior to enrollment.
Theresultsfor SLMBS, in contrast to QM Bs, show the largest differences in admissions between
duals and their controls in the month prior to enrollment (Figure 3). These differing findings for
QMBsand SLMBslikely reflect the digibility rules for these groups. While SLMBs can receive
up to three months of retroactive coverage from the date their application is approved, thereis no
retroactive coverage for QMBs. Assuming that there may be alag of severa months from the
time an application is submitted until it is approved, we expect precipitating events for QMBs to
occur several months prior to enrollment. Because of retroactive coverage, we expect
precipitating events for SLMBs to occur closer to the enrollment date.

3.3 Discussion

These results are consistent with the hypothesis that major health events, such as
hospitalizations, precipitate enrollment in the Medicare Savings Programs. Our findings show
that differencesin hospital utilization between QMBs and SLMBs and a matched comparison
group of non-dually eligible beneficiaries are greatest in the months immediately preceding
enrollment in the Medicare Savings Programs. Although dually eligible beneficiaries used more
hospital services than non-dually eligible beneficiariesin all time periods, the differences
diminished as the time period analyzed moved further away from the enrollment date.
Consistently higher utilization by dually eligible beneficiariesin al time periods indicates that
identifying a comparison sample by matching on age, sex, race and ZIP code is not an adequate
control for differencesin the health status of these populations. We addressed this limitation by
using variation in the ratio between groups over time to isolate a precipitating event effect from
differencesin health status. Health status differences between groups would not be expected to
change markedly over the time intervals analyzed. Thus, in the absence of a precipitating event
effect, we would have expected relative utilization to remain constant over time. Nonetheless,
we cannot definitively rule out the possibility that changes in relative health status are part of
what we have identified as the precipitating effect.
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Our conclusion is further supported by the somewhat differing findings for QMBs and
SLMBs. Although both groups show a peak in relative hospital use prior to enrollment, the
timing of this peak differed. The greatest differences between QMBs and their matched
comparison group occurred three months prior to enrollment, while the greatest difference for
SLMBs was in the month immediately preceding enrollment. These patterns are consistent with
the differing eligibility rules for these groups. Since SLMBs can receive up to three months of
retroactive coverage once their application is approved, whereas QM Bs cannot, we would expect
alonger lag between a precipitating health event and enrollment for QMBs.

Our results indicate that hospitalizations for precipitating events mainly occur prior to
enrollment. However, the consistently declining ratio of hospital use between dually eligible and
non-dualy eligible beneficiaries in the months following enrollment also supports the hypothesis
that some beneficiaries may delay hospitalizations associated with precipitating health events
until after they are enrolled. Presumably these admissions would be scheduled as soon as
possible after enrollment, leading to relatively higher utilization in the months immediately
following enrollment.

There are two major limitations on our ability to identify the effect of precipitating health
events on enrollment in the Medicare Savings Programs through this study. First, itislikely that
spouses apply for the Medicare Savings Programs jointly and a major health event for either
spouse could have triggered the decision to enroll. Therefore, for married beneficiariesit would
have been preferable to capture hospitalizations for either the husband or wife in our utilization
measures. Thiswas not possible because spouses cannot be identified using Medicare's
administrative data sources. To the extent that only one member of a couple has a precipitating
health event, our findings will understate their impact on the decision to enroll in the Medicare
Savings Programs. The second limitation is that hospitalizations are only a partial indicator of
the types of costly medical events that might lead a beneficiary to apply for Medicare Savings
Programs. For example, beneficiaries might incur high out-of-pocket costs for other Medicare
services. In addition, beneficiaries might have substantial expenses for services not covered by
Medicare, such as prescription drugs. Because we do not capture the full range of health care
expenditures, our results are a conservative estimate of the impact of precipitating health events
on program enrollment. We do expect that hospitalization is a good proxy for other health care
expenditure that is not fully captured in this analysis, however. Since unexpected health care
expenditure appears to be especialy important in determining enrollment, hospitalization is the
best measure to use. Typically prescription drug costs and office visit costs can be more reliably
anticipated.

The remaining question, for policy purposes, iswhy a hospitalization precipitates
enrollment. The three options are: (1) that people enroll when they most need the dual coverage,
and that is when they are hospitalized; or (2) that beneficiaries would have needed and been
eligible for the coverage, but did not find out about the programs until they were hospitalized; or
(3) acombination of the above reasons. Regardless of the mechanism, since hospitalization
appears to precipitate enrollment, enrollment depends on hospital staff knowing about Medicare
Savings Programs and informing patients about them.
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CHAPTER 4
DURATION OF ENROLLMENT IN THE MEDICARE SAVINGS PROGRAMS

4.1 I ntroduction

Enrollment in means-tested programs that require periodic recertification of eigibility,
such as Medicaid, can be unstable. Beneficiaries may lose coverage at eligibility
redetermination, either because they no longer qualify, they do not understand that they need to
reapply, they do not complete the reapplication process on time, or they do not reapply at all
because they find the required paperwork too burdensome. Although these patterns of turnover
in coverage have been documented for Medicaid generally, little is known about the enrollment
patterns of people in the Medicare Savings Programs specifically. Dually eligible beneficiaries
might be expected to have more stable enrollment patterns than other Medicaid beneficiaries,
both because both their living arrangements are likely to be more stable and they are less likely
to have income fluctuations that could cause them to lose dligibility. In addition, a number of
states have introduced ssimplified procedures and shortened applications for eligibility
redetermination to address this problem. Nevertheless, anecdotal evidence from focus groups
and from site visits to states that received outreach and enrollment grants to increase enrollment
in the Medicare Savings Programs (Hoover et al., 2002) suggests that disenrollment at
redetermination may remain a problem.

In this chapter, we report our findings from analyses of enrollment patterns for
beneficiaries in the Medicare Savings Programs, using enrollment datafrom CMS' TPEarth file
(also known asthe Third Party Buy-in File). Our analyses contrast patterns of enrollment for
QMBs and SLMBs covered under the eligibility expansions of the late 1980s and early 1990s
with SSI dually eligible beneficiaries. We hypothesize that SSI beneficiaries will have relatively
stable enrollment. Therefore, we use them as a benchmark for evaluating the enrollment
experience of QMBs and SLMBs.

4.2  Methodology

The TPEarth file used in these analyses includes enrollment data through August 2002.
Using the TPEarth data, we selected arolling cohort of enrollees who began an enrollment
period in a Medicare Savings Programs on or after January 1997. Our study population is
limited to beneficiaries who were newly enrolled in the Medicare Savings Programs during the
study period. A new enrolleeis defined as a beneficiary who had not been enrolled in any dual
eligible program for at least 12 months prior to the beginning of their first enrollment spell in our
data. We include in our study sample beneficiaries who were newly enrolled in Medicare
Savings Programs on or after January 1997 but who died between that enrollment and 2002.
Using date of death information, we were able to treat the beneficiary death as a censoring event
in the analyses.

For each member of the study population we constructed a history of all spells of
enrollment in the Medicare Savings Programs through August 2002. An enrollment spell is
defined as a period of continuous coverage, with no gapsin eligibility of one month or more.
For each enrollment period, we cal culate the episode length, in months. We defined enrollment
spellsintwo ways. First, we defined a spell as a period of continuous coverage in a specific
program. Under this definition, a spell would end if a beneficiary had atransition in her type of
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dual eigibility (for example, from QMB to SSI) or if her coverage under the Medicare Savings
Programs ended entirely. Second, we defined a spell as a period of continuous coveragein any
Medicare Savings Programs. Using this definition, beneficiaries who transition between types of
eligibility would still be considered continuously enrolled and a spell only ends when thereisa
period of one month or more with no coverage of any type. The difference between these two
episodes is a measure of switching among Medicare Savings Programs. We also identify the
type of dual digibility (SSI, QMB, SLMB, etc.) at the beginning and end of the enrollment spell.

In addition, we calculate the length of any periods of disenrollment following the initial
enrollment spell. Analyses of disenrollment spells provide information on how likely
beneficiaries are to return to the Medicare Savings Programs after a break in coverage and
whether they are most likely to return after a brief break in coverage. For example, relatively
brief breaks in coverage might occur if beneficiaries have difficulties completing the
recertification process on time.

The number of unique beneficiaries who areincluded in this analysisis 3,706,304, of
whom 27% begin as QMBSs, 11.7% as SLMBs, and 36% begin as SSI beneficiaries. There are
also 14.8% who begin their enrollment as “other” or medically needy, and 10% for whom we do
not know in which program they initially enrolled, due to amissing BIEC code. Of all these
beneficiaries, only 18% had a second episode of enrollment. While this number seems low, there
are anumber of people who would not have been eligible to have a second episode of
enrollment, like those who died or remained enrolled in the program throughout the five year
period we studied.

We calculate two sets of descriptive statistics to characterize enrollment and
disenrollment spells: the Kaplan-Meier empirical hazard function and the corresponding non-
parametric survival function. The hazard function for enrollment spellsis the likelihood of
disenrolling in each month, given that the beneficiary remained enrolled at the end of the
preceding month. The hazard function is defined as:

H(t) = (Number disenrolling in month t)/(Number remaining enrolled at the end of month t-1),
wheret is the number of months since an enrollment spell began.”

The corresponding survival function measures the cumulative likelihood each month of
remaining enrolled in the program. The survival function is defined as:

t) = St-1)*(1-H(t-1)).

Because al spellsare at least one month long, 1) = 1, the hazard and survival functions
for spells of disenrollment were calculated comparably. For disenrollment spells, the hazard
function measures the likelihood of re-enrolling in each month, given that the beneficiary was
still disenrolled at the end of the preceding month. The survival function for disenrollment spells
isthe cumulative likelihood each month of remaining disenrolled.

3 The denominator for H(1) is the total number of enrolleesin month 1.
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Each of these estimates allows for two types of censoring. First, we consider a spell to be
censored if it isongoing at the end of our data (August 2002). Second, aspell is censored if it
ends because the beneficiary dies. In these cases, we do not know how long the spell would have
lasted if the censoring had not occurred (i.e., if the data had continued or if the person had not
died). Thus, the calculation of the hazard and survival functions for month t exclude censored
spells of length t. Statistically adjusting for censoring in the analyses is important so that our
estimates of the length of enrollment and disenrollment spells are not affected by differentia
death rates or other censored outcomes. We identified enrollment spells that are censored due to
death using avariable in the TPEarth file that identifies death as a reason for disenrollment. To
identify disenrollment spells that are censored due to death, we merged on date of death from the
Enrollment Data Base.

The TPEarth data, because they provide a complete history of enrollment in Medicaid
buy-in programs, is well-suited for our analyses of enrollment duration. Although the data
include abuy-in eligibility code (BIEC) that can be used to identify the basis of eligibility, there
are limitations on how accurately specific type of dual eligibility can beidentified. These
limitations derive primarily from the following sources:

» Although there are specific BIECs for SSI recipients, the BIEC for QMBs are
sometimes also used for SSI beneficiaries, who are considered QM B Plus enrol | ees.

» Changesintype of dual eligibility do not necessarily trigger the creation of a new
TPEarth record. Unless anew record is generated for other reasons, old BIECs are
overwritten with the most current BIEC, so that transitions between eligibility
categories cannot be identified.

Our duration of enrollment analyses focus on QMBs and SLMBs, with SSI beneficiaries
used as areference group. Asaresult it isimportant that we be able to reliably distinguish SSI
beneficiaries from QMBs and SLMBs. Thisis possible only in auto-accrete states where SS|
recipients are automatically bought into Medicaid based on their SSI status. The accretion code,
a TPEarth field, can be used to identify auto-accrete SSI digibles, which enables usto
distinguish them from SSI recipients who are reported using the QMB BIEC. In addition, a
change in auto-accretion status will trigger the creation of a new TPEarth record.” Asaresult,
transitions between SSI and other types of dual eligibility can be identified accurately over time
in only auto-accrete states. Because of these data limitations, our analyses exclude the 19 states
where SSI recipients are not automatically bought into Medicaid based on their SSI status.

We used the following groups to classify the type of eligibility at the beginning and end
of an enrollment spell: SSI, QMB, SLMB, and Other. The “Other” category mainly includes
medically needy beneficiaries who spend down to Medicaid eligibility and, to alesser extent, QI-
1 beneficiaries. Because of the limitationsin the TPEarth file described above, we are not able
to accurately distinguish movement between QMB, SLMB, and “Other” eligibility. Therefore, it
islikely that thereis some error in our identification of original type of éigibility. In addition,

% A new TPEarth record is also created if a beneficiary moves to a new state.

% The specific states excluded are: Alaska, Connecticut, Hawaii, Idaho, Illinais, Indiana, Kansas, Maryland,
Minnesota, Missouri, Nebraska, Nevada, New Hampshire, North Dakota, Ohio, Oklahoma, Oregon, Utah, and
Virginia.
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the BIEC is missing on approximately 9.6% of the observationsin our data. These spells are
classified as “ Unknown” program type.” Although periods of “Unknown” coverage are included
in our estimates of enrollment duration, we do not display them separately when reporting results
by program type. Asaresult of the difficulty identifying movement between QMB and SLMB
eligibility, we combined periods of QMB and SLMB coverage when we constructed enrollment
spells based on continuous coverage within a specific program (so that an enrollment spell does
not end if thereisatransition between QMB and SLMB dligibility). However, these combined
QMB/SLMB spells are categorized separately as QMB or SLMB based on the eligibility codes
reported at the beginning and end of the enrollment spell.

4.3 Results

Figure 4 graphs the probability of dually eligible beneficiaries remaining enrolled in the
Medicare Savings Programs by month since the beginning of an enrollment spell. These survival
function results are shown for theinitial enrollment spell. The solid line shows the probability of
remaining enrolled in any Medicare Savings Programs, regardless of changesin program
eigibility. The dashed line graphs the probability of remaining enrolled in a specific program
(so an enrollment spell endsif a beneficiary moves between SSI and QMB/SLMB dligibility, for
example).

For both definitions of an enrollment spell, the probability of remaining enrolled
decreasesfairly steadily over time, athough the decline is somewhat steeper during the early
months of enroliment. The probability of remaining enrolled isless when we look at duration of
enrollment in a specific program compared to enrollment in the Medicare Savings Programs
overall. The difference between these lines reflects beneficiaries who transition between
programs, but remain continuously covered. For example, at the end of thefirst year, the
probability of remaining enrolled is0.91 for the Medicare Savings Programs overall compared to
0.87 in aspecific program. The probability decreases further by 24 months, whereiit is 0.84 for
the Medicare Savings Programs overall and 0.78 for a specific program. Within 5 years, the
probability has further decreased to 0.73 for Medicare Savings Programs enrollment and 0.65 for
aspecific program. The gap between the two lines widens somewhat over time, indicating that
later program-specific disenrollments are more likely than earlier ones to be atransition to
another category of eligibility, rather than a disenrollment from the Medicare Savings Programs
entirely. Overal, the differences between results when we look at enrollment in the Medicare
Savings Programs overall and program-specific enrollment are fairly minor, reaching a
maximum of 8% at 5 years. Thus it appears that relatively few beneficiaries transition between
programs during a period of continuous coverage in the Medicare Savings Programs. However,
itislikely that we underestimate the amount of switching that occurs because of the data
limitations described previoudly.

% Missing BIECs are concentrated among a small number of states. Among the states included in our analyses,
those with high proportions of records missing the BIEC were Colorado and North Carolina.
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Given that there appears to be little switching among the different types of program
eligibility and limitations on our ability to accurately identify switches, in the remainder of this
chapter we focus on duration of enrollment in Medicare Savings Programs overall, regardless of
switches between eligibility categories. Figure 5 presents the probability of remaining enrolled
broken out by initial type of dua eligibility. Differences between groupsin survival are most
marked after the initial year of enrollment. As expected, SSI beneficiaries have the most stable
enrollment, with 78.3% remaining enrolled at the end of 5 years. QMBs remain enrolled in the
Medicare Savings Programs for somewhat shorter periods of time, with 69.2% still covered after
5years. Beneficiariesin the “ Other” category, which is dominated by medically needy
beneficiaries, have till shorter enrollment durations. Thisis expected because they must
continue to show that they meet the spend-down requirementsin order to remain enrolled.
SLMBs are the least likely to remain enrolled, only 59.2% at the end of 5 years. This may reflect
the fact that SLMBs receive alessrich benefit than other enrolleesin the Medicare Savings
Programs. Therefore, they may have less incentive to recertify their eligibility.

Figure 6 shows the probability of disenrolling in each month, again broken out by initial
type of program eligibility. Thishazard function results show that for all eligibility groups, the
probability of disenrolling in agiven month isvery small, generally 1% or less. All digibility
groups show an increase in disenrollment several months after initial enrollment. These may be
administrative disenrollments due to errorsin eligibility determination.

All groups except SSI show a peak in disenrollment approximately 12 months after
enrollment. Since states most commonly require annual recertification of eligibility, thislikely
represents loss of eligibility at redetermination. However, the level of disenrollment is relatively
low, lessthan 2%. Thereisaconsistent pattern of disenrollment at 12-month intervals, although
the magnitude generally diminishes over time.” We would expect the probability of
disenrollment at subsequent recertifications to be less for beneficiaries who have been through
previous redeterminations.

The pattern of disenrollment for SSI beneficiaries differs substantially from other
eligibility groups. Asseen from Figure 6, the probability of disenrolling is highest at 6 months
although it is quite small (.007). And, the probability of disenrolling continues to decrease over
time. Unlike the other groups, we do not observe a pattern of disenrollment at 12 month
intervals. Unlike other enrollees in the Medicare Savings Programs, SSI recipients are not
required to recertify their eligibility on aregular basis. Rather, they are expected to recertify if
their circumstances change. Because there is no set cycle for SSI eligibility redetermination, we
would not expect to see the types of cyclic patterns we observe for the other eligibility groups.

For those beneficiaries that disenroll from the Medicare Savings Programs, Figure 7
presents the probability of re-enrolling in each month. Results are broken out by type of

% The peaks for SLMBs extend over several months and slightly lag the 12 month cycle. This may reflect the fact
that SLMBs can receive up to three months of retroactive coverage from the date their application is approved.
If the timing of recertification istied to the date the application is approved, rather than the date of retroactive
coverage, we would expect disenrollmentsto occur several months after the 12-month intervals.
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eigibility at the end of the prior spell. Re-enrollment patterns are very similar across eligibility
groups. For SSI, QMB, and SLMB beneficiaries, the probability of re-enrolling is highest 3
months after disenrollment (7.5%, 7.2%, and 6.1%, respectively). The fact that virtually no
beneficiaries re-enroll before 3 months likely reflects the time required to process applications
after abeneficiary isdisenrolled. Following the peak at 3 months, in each case, the percentage of
dual beneficiaries re-enrolling declines sharply for the following months. Throughout the first 48
months, the likelihood of QMBs and SSI beneficiaries re-enrolling in the program once
disenrolled is consistently higher than the probability of SLMBs re-enrolling. The pattern for the
“Other” category is somewhat different, with the likelihood of re-enrolling peaking slightly later,
at 5 months.

Although the hazard function shows a small likelihood of re-enrollment in each month,
the cumulative likelihood of re-enrolling over alarger number of monthsis not small, as Figure 8
presents. By five years after disenrollment, only 45.8% of SSI beneficiaries who disenrolled
remain disenrolled. For QMBs, thereisadlightly higher likelihood of re-enrollment, with only
42.7% remaining disenrolled. The likelihood of remaining disenrolled is highest for SLMBS, of
whom 53.2% of those who disenrolled remain disenrolled after 5 years.

Figure 9 displays the hazard function for second enrollment spells for those beneficiaries
that re-enroll after a break in enrollment.” The graph shows the probability of disenrolling in
each month of a second enrollment spell, broken out by type of program eligibility at the
beginning of the spell. Patterns of enrollment for second spells are similar to first spells (see
Figure 6). For al programs the probability of disenrolling in a given month of a second spell is
small and ranges from less than 0.1% to 3.3%. Asin first enrollment spells, with the exception of
SSI beneficiaries, the probability of disenrolling clusters around 12-month intervals indicating
that disenrollment is highest around times of recertification. However, the probability of
disenrolling is somewhat higher in second spells than first. For example, 3.3% of QMBs
disenroll at their first annual recertification in a second enrollment spell compared to 1.8% of
QMBsdisenrolling at recertification in their first enrollment spell. The probability of
disenrolling in second spellsis aso somewhat higher for SLMBs and other Medicaid
beneficiaries. Thislikely reflects the fact that beneficiaries who disenroll once are at greater risk
of subsequent disenrollments.

Looking at the survival function results for the cumulative probability of disenrolling
from a second episode, in Figure 10, enables us to compare to the disenrollment probabilities
from thefirst episode. 1n a second episode, SSI beneficiaries are among the least likely to
remain enrolled, as are SLMBS, as compared to other Medicare Savings Programs beneficiaries.
For afirst episode, SSI beneficiaries were the most likely to remain enrolled. The reasons for
these differences are unclear, but perhaps the type of SSI beneficiaries who disenroll are more
likely to be the ones who cycle between being eligible and not being eligible. Results otherwise
are consistent with the disenrollment patterns from the first episode.

% Although our files contain data on al re-enrollments during our study period, only X% of beneficiaries have
more than two enrollment spells. Therefore, we only present results on the second enrollment spell.
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Figure 10
Dually-€eligible Beneficiaries Remaining Enrolled by Months Since Second Enrollment
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4.4 Discussion

The results from these analyses show fairly stable enrollment in the Medicare Savings
Programs relative to other categories of Medicaid eligibility. Asexpected, QMBsand SLMBs
remain enrolled for shorter periods than SSI beneficiaries. QMBs and SLMBs show aclear
pattern of disenrollment at eligibility redetermination, although the magnitude of the loss at
redetermination is small, 2% or less. In contrast, we do not observe this pattern for SSI
beneficiaries, for whom thereis no regular redetermination cycle. Approximately 7% of QMBs
and SLMBs re-enrall by the third month after disenrolling. These are undoubtedly beneficiaries
who did not intend to disenroll and would have remained eligible, but either did not compl ete the
paperwork on time or did not understand that they needed to reapply until after their coverage
was terminated. The findings that only 2% of beneficiaries drop off at redetermination, and of
these, a number re-enroll quickly, suggest that eligibility is quite stable. Given the stability of
eligibility, it may be reasonable to consider using passive re-determination for QMBs and
SLMBs or SSl-like procedures where eligibility is redetermined only if abeneficiary’s
circumstances change. Passive redetermination, however, might not address beneficiaries whose
eligibility category changes at redetermination, unless they recognize that their changein
circumstance could ater their eligibility. Because of limitations in correctly identifying
switching between programs, we cannot address the extent of switching at redetermination.

There are two major limitations to this study. Firgt, it excludes 19 states. The remaining
study states are all auto-accrete states where SSI recipients are automatically bought into
Medicaid based on their SSI status. Thus, findings for SSI beneficiaries are not nationally
representative. Itislikely that SSI beneficiaries in auto-accrete states have more stable Medicaid
enrollment than those in states that determine Medicaid eligibility separately for SSI recipients.
As aresult, our findings may overstate the differences in enrollment continuity between SSI
beneficiaries and QMBs and SLMBs. We are not able to assess whether enrollment patterns of
QMBsand SLMBsin the excluded states differ from those included in our analyses. Second, we
are not able to accurately distinguish movement between QMB, SLMB, and “Other” dligibility
because of the limitations in the TPEarth file. Therefore, itislikely that thereis some error in
our classification of beneficiaries by type of program eligibility. Since the results for these
eligibility categories follow the expected patterns, it islikely that the impact of any
misclassification is minor.
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CHAPTER 5
STATE VARIATION IN MEDICARE SAVINGS PROGRAMS ENROLLMENT

51 I ntroduction

One of CMS' initiatives under the Government Performance and Results Act (GPRA) is
to increase enrollment in the Medicare Savings Programs, through which Medicaid assists low
income Medicare beneficiaries in paying for their Medicare premiums and, in some cases, their
deductibles and coinsurance. The Medicare Savings Programs include the Qualified Medicare
Beneficiary (QMB), Specified Low-income Medicare Beneficiary (SLMB), Qualifying
Individuals (QI-1 and QI-2), and Qualified and Disabled Working Individuals programs.
Numerous studies have shown that large numbers of potentially eligible beneficiaries do not
participate in the Medicare Savings Programs. These studies, which focus on the QMB and
SLMB programs, typically show that somewhere around half of al eligible beneficiaries are not
enrolled (Barents Group, 1999; GAO, 1994 and 1999; Rosenbach and Lamphere, 1999; Families
USA, 1998; Moon, et a., 1996), although one study estimated a 64% participation rate (Moon, et
al., 1998). Studies have also shown substantial variation in participation rates across states
(Rosenbach and Lamphere, 1999; Families USA, 1998).

Because of data and other limitations, few past studies of QMB and SLMB enrollment
have been able to determine the underlying reasons for low enrollment rates. Itiswidely
believed that enrollment rates are low, in part, because states have not emphasized outreach
activities (Rosenbach and Lamphere, 1999; Nemore, 1997; Shaner, 1999; GAO, 1999). The
implicit premiseisthat qualified, but unenrolled, Medicare beneficiaries are not aware of the
Medicare Savings Programs and that outreach is an effective method by which to increase both
awareness and enrollment. Indeed, as found by Neumann, et a. (1994) and the beneficiary
survey conducted as part of this study, the vast majority of Medicare beneficiaries who are
eligible for the QMB and SLMB programs, but not enrolled, have never heard of them. Recent
focus group findings indicate that eligible Medicare beneficiaries want to enroll in the Medicare
Savings Programs once they know more about them (Perry, Kannel, and Dulio, 2002). An early
study using MCBS data (Neumann, et a., 1994), found that Medicare beneficiaries residing in
states that undertook more outreach activities, were more likely to have enrolled in the QMB
program. However, other studies (GAO, 1994; Shaner, 1999) found little evidence of an
association between outreach activities and participation rates.

The purpose of this study isto provide empirical evidence on the effect of state outreach
activities and other factors on enrollment in the QMB and SLMB programs, or the programs
“takeup rate.” Asdiscussed in further detail in Section 5.3.1, the takeup rate, which varies from
0to 1, isthe proportion of eligible beneficiaries who are enrolled in the QMB and SLMB
programs. Our analyses draw on state-level data on enrollment rates in the QMB and SLMB
programs for athree-year period (1999-2001), as well as survey data on state outreach efforts
and other policiesrelated to QMB and SLMB enrollment during this time period. In addition,
we include data on other Medicaid program characteristics and state socio-economic
characteristics expected to influence program enrollment. Unlike other parts of the research
conducted under our contract with CM S to evaluate the QMB and SLMB programs, these
analyses include beneficiaries who are eligible for full Medicaid benefits as Supplemental
Security Income (SSI) or medically needy (MN) recipients. We would have preferred to exclude
these traditional full benefit dually eligible beneficiaries from our analyses because we expect
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that outreach activities will have less of an impact on their enrollment than that of other QMBs
and SLMBs. However this was not possible because of data limitations discussed later in this
chapter. Therefore, in this chapter, we include SSI and MN beneficiaries when we refer to the
QMB and SLMB programs.

Our study addressed the following questions:

What are the factors that affect state variation in QM B/SLMB enrollment rates?

Do outreach activities affect QM B/SLMB enrollment rates? If so,

— Controlling for the effect of other factors, how much do the outreach activities
affect QMB/SLMB enrollment rates?

— Which types of outreach activities have the largest effect on QMB/SLMB
enrollment rates?

— Doindividual activities have an impact on QMB/SLMB enrollment rates or is the
aggregate scope of efforts more important?

We had hoped to measure the impact of the intensity of outreach activities on enrollment
rates, aswell as the impact of efforts specifically targeted to QM Bs and SLMBs not covered by
the traditional full benefit dual eligible categories (i.e., SSI and MN); however, this was not
possible because of data limitations.

The key findings from our analyses are summarized below.

State Outreach Efforts

State outreach efforts generally increased from 1999 to 2001.

The number of states using printed materials for outreach increased from 31 in 1999
to 43 in 2001.

The number of states using live presentations for outreach increased from 28 in 1999
to 42 in 2001.

Almost all states formed some type of partnership with other state agencies, federal
agencies, or local organizations to promote outreach.

States took some major steps towards simplifying the application, enrollment, and
eligibility process during this period. For instance, the number of states using a
shortened application form for QMB/SLMB benefits increased from 18 in 1999 to 38
in 2001.
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Takeup Rates

» Takeup ratesin 2001 ranged from 0.26 in New Hampshire and North Dakota to 0.88
in Cdifornia

» Thenational average takeup rate increased from 0.62 in 1999 to 0.64 in 2001.

» Takeup rates decreased in 15 states and increased in 36 states between 1999 and
2001.

Impact of Outreach Activities on Takeup Rates

* Inthe descriptive analyses, there were 71 types of outreach activities for which
comparisons were performed for each of 3 years, atotal of 212 comparisons. The
difference in mean takeup rates was statistically significant in 36 (17%) out of the 212
comparisons. Of these, the mean takeup rate was higher in states that performed
outreach in only 3 instances and lower in 33.

* Multivariate analyses also showed that differences in outreach activities did not
explain the variation in state take-up rates.

The findings may be due to:

* Reverse causality. It ispossiblethat thereisan additional causal relationship between
outreach and enrollment that moves in the opposite direction of the relationship tested
in these analyses, i.e., a state’ s takeup rate affects the likelihood that it will perform
outreach activities rather than vice versa. While we could not test for this
relationship, there are reasonsto believe it is plausible. First, performing outreach is
not costless. Only those states most likely to perceive a benefit from these activities
(i.e., those with low takeup) are likely to invest in them. Second, as part of its GPRA
initiative, CM S established a goal for each state of increasing enrollment of dual
eligiblesby 4%. For statesthat did not achieve 4% growth, CM 'S took into account
performance of outreach activities as reported in the state outreach survey in
determining whether a state had met its GPRA goal. States with low takeup rates
might have undertaken outreach activitiesin order to satisfy CMS' requirements.

» Large number of variablestested. Because of the large number of variables tested, a
certain number of significant results are expected by random chance alone. For
example, of the 212 variables tested in the descriptive analyses, approximately 11 will
be significant due to random chance at the p=.05 level of statistical significance.
Thus, it is possible that some of our significant results do not reflect a true association
between outreach activities and program enrollment.

There are anumber of limitations to our study that may explain the preponderance of
insignificant resultsin our analyses. These include:

» Limited time period for the study. There were only three years of data available for
our study. This period may not have allowed adequate time to observe the impact of
increasing outreach activities. In addition, because the state is the unit of observation,
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the sample size was small even in the panel data analyses that incorporated all three
years of data.

Limited variation in key variables. Variation in the takeup rate and in the explanatory
variablesin our models was limited in a number of states during the three-year study
period. In particular, for 20 states takeup rates changed | ess than two percentage
points between 1999 and 2001.

Lagged relationship between outreach and enrollment. The impact of new outreach
initiatives on enrollment might not be observed in the year in which the outreach
activities are implemented. Although the analyses presented in this chapter look at
the relationship between concurrent outreach efforts and enrollment, we also tested
the relationship between enrollment and prior year outreach. Findings from the
lagged anal yses were similar to those using concurrent outreach and enrollment
variables.

Intensity of outreach effort. Our analyses mainly used simple binary variables to
indicate whether a state had undertaken a particular outreach activity in a given year.
Although we had hoped to measure intensity of outreach efforts, this was not possible
based on the responses to the state outreach survey. Asaresult, our outreach
variables may not have been refined enough to accurately identify enrollment
impacts.

Errorsin measurement of takeup rates. It isquite difficult to reliably estimate the
number of Medicare beneficiaries that qualify for buy-in status, particularly for the
QMB, SLMB, and MN programs. Asaresult, our takeup rates may not be accurate.

Inclusion of SSI and MN in takeup rates. We expect that SSI and MN enrollment
will be less affected by outreach activities than will QMB and SLMB enrollment. As
aresult, inclusion of SSI and MN beneficiaries in the takeup rate dilutes the impact of
outreach activities on enrollment and biases our analyses toward insignificant
findings.

Quality of state outreach survey data. The quality of some of the responses to the
state outreach survey was poor. Errorsin measuring the outreach variables could bias
our analyses toward insignificant findings.

Section 5.2 presents the theoretical framework that underlies the analyses. Section 5.3
discusses the data used in the analyses. Section 5.4 discusses the methodological approaches
used to determine if there is an association between state outreach activities and the enrollment
or takeup rate. Section 5.5 presents the descriptive analyses, while Section 5.6 presents the
multivariate analyses. The final section summarizes and discusses the analytical results.

Theoretical Background

Our empirical analyses of state variation in QMB and SLMB program takeup rates
include three groups of explanatory variables:

State outreach activities;

State socio-economic characteristics; and
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» State Medicaid program characteristics.

The primary purpose of these analyses is to determine the impact of outreach activities on
program enrollment. Outreach activities are defined broadly to include policies related to the
QMB and SLMB programs expected to impact enrollment, such as application and
redetermination procedures. However, we assume that other factors may also affect QMB and
SLMB program enrollment. It isimportant to control for any such factorsin order to accurately
estimate the independent impact of outreach activities. Below we discuss the rationale for the
inclusion of variables other than those related to outreach activitiesin our analyses. The specific
variablesincluded are discussed in Section 5.3.

The median voter model provides the theoretical framework for identifying the socio-
economic factors that may contribute to state variation in QMB and SLMB takeup rates. The
median voter model was developed to explain differences in the behavior of democratically-
elected governments (Atkinson and Stiglitz, 1980). Inthe U.S., elections are often decided by a
simple majority. The hypothetical voter “responsible” for attaining the 50% majority is referred
to asthe “median voter.” The median voter model then assumes that the characteristics of the
hypothetical median voter affect the behavior of government.

The median voter model treats the hypothetical median voter as a consumer of private
and public goods. The preferences and attitudes of the median voter, as constrained by the
resources available to the voter (i.e., income and assets) and the relative prices of private and
public goods, determine the mix of private and public goods. Therefore, empirical work
explaining government behavior should include variables that reflect voter preferences,
resources, and prices.

Voter preferences are likely to be influenced by the demographic mix of the population
(e.g., the elderly share of the population) and its political attitudes (e.g., liberal versus
conservative). Resource constraints are reflected by variables such asincome, poverty, and the
local economy. If public services, including the provision of welfare benefits and in-kind
benefits, are normal goods, then the median voter model predicts that the states with higher per
capitaincome should have higher per capita takeup rates holding poverty levels constant.
Welfare and in-kind benefits, however, do not completely fit the description of classic public
goods such as transportation. For instance, in states with high per capitaincomes, there should
be fewer poor persons that need Medicaid coverage. To control for this possibility, a measure of
the income distribution (e.g., the poverty rate) should also be included.

The median voter model also predicts that the price of providing benefits to QMBs and
SLMBs may have an impact on program enrollment. The federal government shares in states
Medicaid spending through the Federal Medical Assistance Percentage (FMAP). For each dollar
a state spends on Medicaid, the federal government, through FMAP, gives a state between 0.50
dollarsand 0.76 dollars. For astate withaFMAP of 0.60, for example, the federal government
gives the state 60 cents for every dollar spent by the state on Medicaid-covered services. The
state, then, only needs to pay 40 centsfor every dollar of total expenditures, areduction of 60%
in the effective price of Medicaid-covered services. Thus, through FMAP, the price of
Medicaid-covered expenditures (including QMB and SLMB) is lowered to states. The federal
government sets the lowest FMAP rates for the richest states (e.g., Massachusetts and New
Y ork) and the highest rates for the poorest states (e.g., Mississippi and West Virginia). The
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median voter model predicts, ceteris paribus, that alower price of Medicaid-covered services
resultsin a higher demand for these services.

Our model a'so includes characteristics of Medicaid and other programs for low-income
populations that are expected to affect QMB and SLMB takeup either directly or indirectly. The
full set of Medicaid program characteristics included in our model is described in Section 5.3.

Program characteristics related to the breadth of benefits or eligibility standards might
directly affect enrollment in the QMB and SLMB programs. For example, extending full
Medicaid benefits to all QMBs should increase the value of the benefit and encourage enrollment
in the program. As another example, states with Medicaid digibility criteriathat are more
restrictive than SS| criteria (8209(b) states) are expected to have lower enrollment rates.

In addition to state Medicaid program characteristics that are expected to directly affect
takeup rates, other Medicaid program characteristics might indirectly affect takeup rates. Prior
research has shown there are subtle interactions between components of state Medicaid programs
(Cromwell, et al., 1994 and 1997). For example, if populations compete for limited Medicaid
budget dollars, states that have more generous programs for women and children may have lower
enrollment in the QMB and SLMB programs. Alternatively, generous coverage of women and
children may be associated with overall generosity to low income populations and higher QMB
and SLMB takeup.

53 Data

Four types of dataare reviewed in this section: (1) data used to construct the takeup rate;
(2) data on state outreach activities, enrollment processes, and eligibility criteria; (3) dataon
other Medicaid program characteristics; and (4) data on state socio-economic characteristics.

5.3.1 Takeup Rate

The takeup rate is defined as the proportion of al Medicare beneficiaries who are eligible
for the QMB and SLMB programs that are enrolled in the programs. The numerator of the
takeup rate is the number of qualifying Medicare beneficiaries that actually receive QMB and
SLMB benefits. The denominator of the takeup rate is the number of Medicare beneficiaries that
qualify for QMB and SLMB benefits. Thus, the takeup rate can range from 0 to 1.

As specified by CMS, the denominator for our takeup rate is an estimate of the number of
Medicare beneficiaries potentially eligible for full Medicaid (i.e., SSI and MN), QMB, or SLMB,
which was developed by Actuarial Research Corporation (ARC) under a separate contract from
CMS. It includes Medicare beneficiaries with incomes up to 120% of the federal poverty level
(FPL) after standard SSI income disregards. The estimate al so takes into account the asset
restrictions for the various programs. ARC used three years of Current Population Survey (CPS)
data (March 1996, 1997, and 1998 data covering calendar years 1995, 1996, and 1997) to
generate its estimates. These data were aged forward to produce estimates for later years,
including the estimates for 1999-2001 used in our analyses. ARC supplemented the CPS data
with Medicare Current Beneficiary Survey (MCBS) and Survey of Income and Program
Participation (SIPP) datato generate its estimates.
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The numerator for our analysesis calculated from CMS' Third Party Buy-in (TPEarth)
file. Thisisthe database CMS usesto bill state Medicaid programs for the Part B premiums they
have “bought into”, i.e., the Part B premiums they have agreed to pay on behalf of their dually
eligible beneficiaries. Consistent with ARC’s denominator, our numerator includes SSI, MN,
QMB, and SLMB beneficiaries reported in the TPEarth.

As noted earlier, we would have preferred to exclude SSI and MN beneficiaries from
these analyses because we expect that their enroliment islesslikely to be influenced by outreach
activities. Most states (known as §1634 or auto-accrete states) have an agreement with the
Social Security Administration (SSA) to automatically buy all SSI recipientsinto Medicaid. In
these states, Medicaid buy-in does not require any action by SSI beneficiaries and should be
virtually 100%. Enrollment of MN beneficiariesis likely to be triggered by health events leading
to institutionalization or other sources of high health care expenditures.

However, it was not possible to exclude these traditional full benefit dually eligible
beneficiaries from our analyses for several reasons. First, full benefit dual eligibles were
included in ARC’s denominator. Therefore, in order to maintain consistency, they had to be
included in the numerator. Second, our analysis of the TPEarth files showed that SSI and QM B
beneficiaries could not be reliably distinguished in ten states.  Finally, the data on state outreach
activities used in our analyses were typically reported for dually eligible beneficiaries generally,
not specifically for QMB or SLMB outreach.

5.3.2 State Outreach Activities, Enrollment Processes, and Eligibility Criteria

A survey of state Medicaid Offices on activities during each of Fiscal Y ears 1999 through
2001 was conducted, in part, to inform our analysis of whether differencesin outreach activities,
enrollment processes, and eligibility criteria explain variation in takeup rates across states. In
addition, CM S used the survey as part of its assessment of whether states met their Government
Performance Results Act (GPRA) goal for increasing enrollment of dual eligibles. Each of
CMS Regiona Offices (RO) either interviewed the state Medicaid Officesin its region by
telephone or mailed them the survey instrument for completion. The instruments were then
returned to the CM S Central Office. In some instances, follow-up was conducted by either the
RO, the CM S Central Office, or by the American Public Human Services Association (APHSA).

Survey Instrument - State outreach activities were classified into six categoriesin the
survey instrument:

» Dual Eligible Information Dissemination and Provision. The types of activities
covered in this section of the outreach survey included information dissemination and
provision activities such as letters, pamphlets, posters, newspaper notices, radio and
TV broadcasts, live presentations, internet pages or links, dedicated telephone
hotlines, training of outreach workers, and targeting of minority populations.

» Dual Eligible-Specific Partnership Efforts of State Medicaid Agencies. The types of
activities covered in this section of the outreach survey included outreach
partnerships that state M edicaid agencies formed with other state agencies, federal
agencies, local government, the provider community, advocacy organizations (e.g.,
AARP), and miscellaneous groups (e.g., senior volunteers).

105



Provider Access. Thetopicsin this section were included to test whether the
perceived benefits of enrolling in the Medicare Savings Programs affected beneficiary
proclivity to enroll. State Medicaid policies for covering Medicare cost-sharing
payments might affect potential dual eligibles’ perceptions of the value of the benefits
from enrolling in the Medicare Savings Programs, particularly for the traditional full
benefit eligibility categories and QM Bs that receive assistance covering Medicare
copayments and deductibles. States have flexibility in what they pay toward
Medicare cost-sharing for dually eligible beneficiaries. A growing number of states
have opted to not reimburse providers for the full cost-sharing amount, especially if
the Medicare payment is at least as great as what Medicaid would have paid for the
service. Inthese states, dua eligibles may have difficulties in gaining access to
health care due to the lower paymentsto providers. Potential dual eligibles, thus,
might be less likely to apply for benefitsif they believe that physicians are reluctant
to provide services to beneficiaries who receive Medicaid benefits. In addition,
providers may be less likely to encourage their Medicare patients to apply for
Medicaid if they are dissatisfied with cost-sharing reimbursement. Program
enrollment may also be lower if fewer physicians participate in Medicaid or if delays
in processing claims discourage providers from accepting Medicaid patients.

Leads Data. This section was concerned with the coordination between the federal
government and state governments in the enrollment of SSI beneficiariesin Medicaid,
and particularly the use of datato identify potential SSI-eligible buy-in enrollees.
Specific data sources include Leads Data, which can be provided by the SSA to states
to identify new Social Security recipients that have incomes less than 100% of the
federa poverty level; the State Data Exchange (SDX), which is provided by the SSA
and includes SSI data; and having a 81634 Agreement with SSA, which alows
automatic enrollment of SSI recipientsinto Medicaid.

Dual Eligible-Specific Application, Enrollment, and Eligibility Process. Four broad
topic areas are covered in this section: application length, application availability,
application submission procedures, and eligibility determination standards. Thefirst
three areas address the extent to which states have adopted policies that simplify the
Medicare Savings Programs application process, while the last arealooks at policies
that relax eligibility standards and requirements for eligibility determination.

Redetermination. The topicsin this section deal with the ease by which dual
beneficiaries can re-enroll in Medicaid. States were asked whether they allow
automatic redetermination at re-enrollment, whether they require an in-person
interview, and whether they use shortened versus full application forms.

For each type of outreach activity, responses were requested for three specific target

audiences:. (1) genera (all dua €eligibles), (2) QMB-only sub-group, and (3) SLMB-only sub-
group. In addition, provision was made for “other” sub-groups of dual eligibles that states might
target for outreach. Three types of responses were requested from states regarding their outreach
activities: (1) expenditures (EX), (2) number of items distributed or occasions an outreach
activity was performed (#), and (3) whether or not they perform the activity (yes/no). The full
survey instrument isincluded in Appendix H.
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The preferred responses (indicated in a column on the instrument) varied by item.
Expenditure data was requested only for Section 1 (Dual Eligible Information Dissemination and
Provision). When expenditures (EX) were the preferred response, but the data were not
available, the number of items distributed or occasions an activity was performed (#) could be
substituted. If the number of occasions was also not available, then a‘yes/no’ response was
allowed. Similarly, when the number of items distributed or occasions was the preferred
response, but the data were not available, then a‘yes/no’ response was alowed. Aside from
Section 1, ‘yes/no’ responses were generally requested.

Quality of Survey Responses - Forty-five states and the District of Columbia (DC)
responded to the 1999 survey. Datawas not available for Minnesota, Oklahoma, Oregon, South
Carolina, and Texas. All states and DC responded to the 2000 survey. All states and DC, except
for Oklahoma, responded to the 2001 survey.

Few states responded to the questions specifically for the QMB-only, SLMB-only or
“Other” subgroups. In addition, few states reported data on expenditures or the number of
occasions an outreach activity was undertaken. Therefore, for each activity we simply coded
whether a particular activity was performed (y/n) for dual eligibles generally. Among those
states that responded to the survey in a given year, we assumed that those that did not respond to
a specific question did not conduct the activity, opposed to the data being missing. We had
hoped to incorporate data on expenditures and the number of times an activity was performed or
the number of items distributed to measure the intensity of outreach efforts. However, thiswas
not possible based on the low response rate to these questions.

5.3.3 Medicaid Program Characteristics

The following state Medicaid programmatic variables, were used as explanatory variables
in the analyses to control for factors other than outreach that could affect the measured takeup
rate:

» TheFedera Matching Assistance Percentage (FMAP). Therationae for the
inclusion of FMAP was discussed previously in Section 5.2. FMAP reduces the
effective price of Medicaid services. Therefore, the median voter model predicts that,
ceteris paribus, states with higher FMAPs will have higher takeup rates.

* OQMB-plus states. States that extend full Medicaid benefitsto all Medicare
beneficiaries with incomes at or below 100% of FPL, regardless of whether they
qualify astraditional SSI or MN dual eligibles are referred to as being a QMB-plus
state. We expect that the takeup rate will be higher in QMB plus states because the
richer benefit package (e.g., coverage of prescription drugs) creates a greater
incentive to enroll in the QMB program. We counted a state as being a QM B-plus
stateif its policy wasin effect as of June 30 in agiven year. Asof June 2001, there
were 16 QM B-plus states.

»  8209(b) exemptions. SSI recipientsin most states are automatically enrolled in
Medicaid. The 8209(b) statute, however, alows some states to have Medicaid
eligibility criteriathat are more restrictive than SS| criteria. There are currently
eleven states that have §209(b) status. Past research (Cromwell, et al., 1995)
indicates that 8209(b) states have lower Medicaid enrollment rates.
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Medically needy program. Medically needy programs cover individuals that meet the
nonfinancial standards for coverage by Medicaid, but whose income or resources are
higher than federal or state criteria. The individuals can spend down to Medicaid
eligibility by incurring substantial medical expenses. States with medically needy
programs extend full Medicaid benefits to such individuals. We expect that states
with medically needy programs will have higher takeup rates.

Pharmacy benefits program. Some states offer programs that assist low-income
Medicare beneficiaries in paying for prescription drugs. These pharmacy benefits
programs may provide a channel for low-income Medicare beneficiariesto learn
about the QMB and SLMB programs if people that apply for pharmacy coverage are
simultaneously screened by states for QM B/SLMB €ligibility or at least informed
about the programs. Given the popularity of pharmacy assistance programs, we
assume that offering such a program will increase enrollment in the QMB and SLMB
programs. The effect might not be large if the elderly have to apply separately for
QMB/SLMB benefits and pharmacy assistance programs offer the most important
benefit sought by the near-poor elderly (i.e., prescription drug benefits). The impact
will aso belessto the extent that the eligibility criteria differ from those for QM B
and SLMB.

Temporary Assistance for Needy Families Program (TANF) payment standards. Itis
possible that states that are generous to their TANF population cut benefits for the
dual eligible population because these programs compete for scarce state resources.
On the other hand, state generosity in TANF and other competing programs could
indicate generosity in extending benefits to low-income populations generaly,
including Medicare beneficiaries eligible for QMB/SLMB benefits.

State Children’s Health Insurance Program (SCHIP) income eligibility standard. We
include the income dligibility limit for the SCHIP program as an additional measure
of the generosity of coverage extended to non-dually eligible beneficiaries.

The sources for these variables are listed in Table B.

5.3.4 Underlying Socio-Economic Characteristics

The following state socio-economic variables were used as explanatory variablesin the

analyses.

State population. The median voter model predicts that states with larger populations
arelikely to have larger Medicaid programs (and, by extension, higher QM B/SLMB
takeup rates) because, with larger populations, the tax load to support state activities
can be spread over more persons. Thislowers the effective per unit price of
government services, including Medicaid. Lower prices, as previously noted, can
increase the demand for government services.

State per capita personal income. Asdiscussed in Section 5.2, the median voter
model predicts that states with higher per capitaincome demand more government
services generally. All else being equal, they are therefore expected to have higher
enrollment rates.
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» Share of state population with incomes |ess than federal poverty guidelines. A larger
low income population is expected to increase demand for and enrollment in means-
tested programs, including QMB and SLMB. To control for the countervailing
effects of state wealth generally and the size of the low income population, our model
includes the percent of the population with incomes below 100% FPL, as well as per
capitaincome in the state.

» Unemployment rate. When states' economies weaken, they often have to reduce
services in response to tighter budget constraints. The state unemployment rateis
used to measure the strength of state economies. Medicaid enrollment by the low-
income non-elderly increases with higher unemployment rates. In such cases we
expect states will be less generous to the elderly as financial pressures on state
budgets increase and, thus, takeup rates are expected to be lower.

» Share of state population aged 65 years old and older. We expect that the elderly will
have a higher demand for QMB/SLMB services than the nonelderly. Thus, we
predict that states with higher population shares of the elderly will have higher takeup
rates.

» Share of state population residing in urban areas. States with more urbanized
populations do not tend to stigmatize welfare as much as more rural states.
Consequently, it is believed that persons living in more urbanized states are more
likely to accept welfare-type benefits than in more rural states (Cromwell, et a.,
1984). Thus, we predict that the higher the share of the state population living in
urban areas, the greater the takeup rate.

» Political orientation. States that tend to be more liberal are usually considered more
likely to extend welfare-type benefits to low-income populations. Furthermore,
qualifying individuals in these states are more likely to accept such benefits. Thus,
we expect takeup rates to be higher in more liberal states than in more conservative
states. We use the Americans for Democratic Action’s (ADA) liberalism index as a
measure of astate' s political orientation (Cromwell, et a., 1984).

The sources for these variables are listed in Table B. The urbanization and political
orientation measures are only available for one year. Therefore, we only use these variablesin
the descriptive analysis and in cross-sectional regressions.
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TableB
Data Sources for Medicaid Programmatic and Socio-Economic Variables

Variable Source

Medicaid Programmatic Variables

Federal Matching Assistance Percentage Centersfor Medicare & Medicaid Services (CMYS)

§ 209(b) Green Book

Medically needy program CMS and the Kaiser Foundation

TANF payment standard (adjusted for inflation)1 Green Book, CRS, and SPDP (1999)

State Pharmacy Assistance Program Gilman, Gage, and Mitchell, 2002

State Children’s Health Insurance Program (SCHIP) upper income €ligibility standard CM S

QMB plus program CMS, Rosenbach and Lamphere, 1999
Socio-Economic Variables

State popul ation Census Bureau®

State unemployment rate Bureau of Labor Statistics”

State per capita persona income (adjusted for inflzattion)1 Bureau of Economic Analysis2

Proportion of state population aged 65 years old and older Statistical Abstract of the United States®

Proportion of state population with personal income below poverty guidelines Statistical Abstract of the United States’

Share of state population residing in urban areas, 2000 Statistical Abstract of the United States’

Liberalism Index Americans for Democratic Action (ADA Voting Records)

NOTES:

! The Consumer Price Index (CPI) - all urban was used to adjust for inflation (base year = 1999).
% Values obtained from sources websites,



54 Statistical Methods

Both descriptive and multivariate analyses were performed. Descriptive analyses
compared state mean takeup rates in the QMB and SLMB programs by outreach activity and
other QMB/SLMB program policies; other Medicaid program characteristics,; and state socio-
economic characteristics. The descriptive analyses were conducted for each of the three years
included in our study (1999 through 2001). The explanatory variables used in the descriptive
analyses were defined as binary variables. Most of the outreach variables, as did severa of the
Medicaid programmatic variables, used a“yes/no” classification. For the rest of the variables
(usually continuously measured), states were usually classified as “above average” or “below
average” where the median was used as a measure of the average.

Multivariate analyses were performed to isolate the individual effects of outreach
activitiesand QMB and SLMB program policies, controlling for other Medicaid program and
socio-economic characteristics. We conducted panel data analyses to take advantage of the fact
that three years of data were available, which substantially increased the sample size compared
to asimple cross-sectional model. In addition, because they use multiple years of data, the panel
data analyses can reflect the possibility that the relationship between outreach and takeup varied
over time as the states engaged in specific outreach activities changed.

Two types of panel models can be estimated: fixed effects and random effects models.
These models differ in their assumptions about how unmeasured differences between states (i.e.,
differences that are not captured in our set of independent variables) might affect the takeup rate.
Fixed effects models assume that the effect of any unmeasured differences across states do not
change over time. Random effects models allow the effect of these differences to vary over time.
These differing assumptions are reflected in the error terms for the two models. We preferred
the random effects model to the fixed effects because it makes | ess restrictive assumptions about
the error term. An additional disadvantage of the fixed effects model is that they must include 51
state dummy variables. This uses a substantial number of degrees of freedom, which is a serious
concern given the small sample size. However, we estimated both types of models to test the
sensitivity of our results to these assumptions.

We aso estimated individual cross-section equations, one for each year, in order to
investigate the impact of certain factors that were invariant over time (e.g., having amedically
needy program and political orientation). Typically panel models cannot be estimated including
variables whose values do not change over time. However, these cross-sectional models were
limited by the small number of observations (a maximum of 51 in each year, corresponding to
the number of states).

Variables from the state survey representing provider access were not included in any of
the multivariate model s because the response rates to these specific questions were very low.
Inclusion of these variables would have resulted in even fewer observations available for the
regressions, with a consequent loss of degrees of freedom. We were also concerned that the
states that did respond to these questions might not have been representative of the states that did
not respond.

Even with the exclusion of the provider access variables, there were 81 outreach variables
that could be tested in the multivariate equations. After including Medicaid program and state
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socio-economic characteristics, it would have been impossible to estimate a model including all
of these variables or even alimited subset without a drastic loss of degrees of freedom given the
small number of observations available for our analyses (even in the panel models).
Additionally, thereislikely to be considerable collinearity between the outreach variables.
Consequently, separate regressions were estimated for each outreach activity, entering asingle
outreach variable along with the variables for Medicaid program and socio-economic
characteristics.

In addition, we estimated regressions using aggregate measures of outreach activities to
examine the possibility that it is the scope of outreach activities that affects takeup rates, rather
than individual outreach activities. While we would have liked to measure the intensity of
outreach activities more directly, as described previoudly, this was not possible based on the
responses provided in the state outreach survey. We developed several alternate specifications
for our measure of aggregate outreach activities. The count of basic information activities
variable is based on three information dissemination activities: (1) any use of printed materials,
(2) any use of broadcast media, and (3) any live presentations. The variable rangesin value from
zero to three. The count of liberalized eligibility determination variable is a count of how many
of the five types of liberalized eligibility determination procedures included in the survey were
adopted by each state and rangesin value from 0 to 5. The count of application form
liberalization is based on the following activities: (1) has a shorter application form for dual
eigibles; (2) the application form is available by mail, through providers, through community
organizations, or on line viathe Internet; and (3) applications are accepted by mail, through
provider/community organizations, by phone, by FAX, or on line viathe Internet. The variable
ranges in value from zero to three. The count of liberalized eligibility determination and
application form liberalization variable is a combination of the two preceding count variables
and ranges in value from zero to eight. The last count variable, count of basic information and
eligibility/application liberalization activities, isthe sum of the previous count variables plus
whether the state uses automatic redetermination and ranges from 0 to 11. Finally, we analyzed
abinary variable, any liberalized eligibility determination, which measures whether any of the
five types of liberalized eligibility determination procedures was adopted by a state.

55  Descriptive Results

Three types of results are presented in this section: (1) state takeup rates; (2) state
outreach activities based on responses to the state outreach survey; and (3) comparisons of
takeup rates by whether a state performs a specific outreach activity, Medicaid program
characteristics, and state socio-economic characteristics. All descriptive analyses are presented
by year for 1999-2001.

55.1 State Takeup Rates

State takeup rates by year are shown in Table 17. 1n 1999, North Dakota and New
Hampshire had the lowest rate at 0.23 (23%) and California had the highest rate at 0.88. In 2000,
New Hampshire had the lowest takeup rate at 0.23 and California had the highest rate at 0.87. In
2001, New Hampshire and North Dakota again had the lowest takeup rate at 0.26 and California
again had the highest rate at 0.88.
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The unweighted mean state takeup rate was 0.58 in 1999 and 2000. Thisincreased to
0.59in 2001. The weighted mean state takeup rates (where the number of potential eligibles
serves as the weights) increased from 1999 through 2001 and were, respectively, 0.62, 0.62, and
0.64. Between 1999 and 2000, takeup rates declined for 25 states and increased for 26 states.
Between 2000 and 2001, takeup rates declined for 11 states and increased for 40 states.
Cumulatively, for 1999 to 2001, takeup rates declined for 15 states and increased for 36 states.
The unweighted mean decline in takeup rates was 4% for the 15 states with cumulative declines.
The unweighted mean increase in takeup rates was 3% for the 36 states with cumulative
increases.

Alaska and Utah each have takeup rates that are 0.13 lower in 2001 than in 1999, a
substantially greater decline than in other states. This declineis due to the large growth in the
estimated number of qualifying (enrollees plus eligible nonenrollees) beneficiaries in these
states, rather than reductionsin the number of enrolled beneficiaries. We believe that thislarge
growth may be due to unreliable estimates of the number of qualifying beneficiaries. ARC's
estimates of the number of qualifying beneficiaries in each year were based on the same 1996-
1998 data, which were then aged forward to produce estimates for 1999 through 2001. The data
aging methodology is more likely to produce unreliable forecasts for low-population states such
as Alaska and Utah than for high-popul ation states.

5.5.2 State Outreach Activities

Responses to the state outreach survey are reported in Appendix Tables I-1 through I-6. Even
after accounting for the states that did not respond to the 1999 and 2001 surveys, it appears that
states have generally increased the level of outreach activities since 1999. For many outreach
activities, it also appears that the highest levels were in 2000 and that there was a slight decrease
in 2001. For instance, the number of states reporting that they sent letters to potential eligibles
increased from 17 in 1999, to 27 in 2000 and, then, down to 25 in 2001 (Appendix Table I-1).
Most of the decreases are small, on the order of two or three states. There are aso a number of
instances in which there were continuing increases in activities. For instance, the number of live
presentations to small groups increased from 20 in 1999, to 28 in 2000, and to 36 in 2001
(Appendix TableI-1). Increases between 1999 and 2000, and to a lesser extent decreases from
2000 to 2001, are due, in part, to changes in the number of states responding to the survey. The
remainder of this section describes significant changes between 1999 and 2001 for each category
of outreach activity.

Dual Eligible Information Dissemination and Provision - The number of states using
any type of printed material to inform beneficiaries about Medicare Savings Programs benefits
increased from 31 in 1999 to 43 in 2001, an increase of nearly 40% (Appendix Tablel-1). The
number of states using any type of letter to inform beneficiaries about Medicare Savings
Programs benefits increased from 22 in 1999 to 32 in 2001, an increase of about 45%. The
number of states mailing letters to potential eligiblesincreased from 17 in 1999 to 25 in 2001.
For all three activities, the number of states performing such activities fell dightly between 2000
and 2001.
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Table 17

Dual-Eligible Takeup Rates by State and Y ear

Takeup Rate Change
State 1999 2000 2001 1999 - 2001
Alabama 0.66 0.67 0.70 0.04
Alaska 0.86 0.83 0.73 -0.13
Arizona 0.43 0.41 0.47 0.04
Arkansas 0.61 0.61 0.64 0.03
Cdifornia 0.88 0.87 0.88 0.01
Colorado 0.60 0.59 0.59 -0.01
Connecticut 0.67 0.64 0.64 -0.03
Delaware 0.45 0.44 0.51 0.06
District of Columbia 0.69 0.72 0.73 0.04
Florida 0.57 0.58 0.63 0.06
Georgia 0.70 0.67 0.73 0.04
Hawaii 0.59 0.59 0.61 0.02
Idaho 0.52 0.54 0.59 0.07
Illinois 0.44 0.45 0.46 0.02
Indiana 0.54 0.53 0.53 -0.02
lowa 0.70 0.72 0.71 0.02
Kansas 0.51 0.53 0.54 0.04
Kentucky 0.76 0.74 0.71 -0.04
Louisiana 0.66 0.60 0.60 -0.06
Maine 0.69 0.68 0.71 0.02
Maryland 0.55 0.55 0.57 0.02
M assachusetts 0.72 0.78 0.83 0.10
Michigan 0.57 0.58 0.61 0.04
Minnesota’ 0.46 0.50 0.51 0.05
Mississippi 0.85 0.81 0.84 -0.02
Missouri 0.51 0.51 0.49 -0.01
Montana 0.47 0.44 0.47 0.00
Nebraska 0.35 0.38 0.38 0.03
Nevada 0.42 0.37 0.38 -0.04
New Hampshire 0.23 0.23 0.26 0.03
New Jersey 0.60 0.60 0.61 0.01
New Mexico 0.56 0.54 0.56 0.00
New York 0.58 0.59 0.58 0.00
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Table 17 (continued)

Dual-Eligible Takeup Rates by State and Y ear

Takeup Rate Change
State 1999 2000 2001 1999 - 2001
North Carolina 0.82 0.77 0.75 -0.07
North Dakota 0.23 0.24 0.26 0.03
Ohio 0.51 0.49 0.50 -0.01
Oklahoma® 0.57 0.56 0.60 0.03
Oregon’ 0.63 0.64 0.68 0.05
Pennsylvania 0.48 0.52 0.57 0.10
Rhode Island 0.42 0.46 0.47 0.06
South Carolina* 0.69 0.64 0.73 0.04
South Dakota 0.48 0.50 0.52 0.03
Tennessee 0.76 0.75 0.77 0.01
Texast 0.60 0.59 0.62 0.02
Utah 0.71 0.63 0.58 -0.13
Vermont 0.64 0.65 0.67 0.02
Virginia 0.54 0.52 0.54 0.00
Washington 0.61 0.64 0.63 0.01
West Virginia 0.55 0.56 0.57 0.02
Wisconsin 0.53 0.54 0.56 0.03
Wyoming 0.44 0.42 0.44 0.00
National Mean (weighted) 0.62 0.62 0.64 0.02

* Did not respond to the 1999 survey.
* Did not respond to the 2000 survey.

SOURCE: Numerators calculated by RTI from TPEARTH file. Denominators obtained

from projections performed by the Actuarial Resource Corporation.
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On the other hand, the number of states printing pamphlets and using newspaper notices
increased each year. For pamphlets, the number increased from 23 in 1999 to 29 in 2000, and to
35in 2001. Although the levels are low in each year, the number of states using newspaper
notices to inform beneficiaries about Medicare Savings Programs benefitsincreased from 3 in
1999 to 13 in 2001.

Use of any type of broadcast mediato inform beneficiaries increased from 8 in 1999 to
22 in 2001 with the greatest increase in use of public service announcements (PSAS) and
participation in talk shows. Even so, fewer than half the states used the broadcast mediaas a
way of disseminating information about the Medicare Savings Programs. The story issimilar for
use of websites and dedicated telephone hot lines.

Large increases in the number of live presentations continued beyond 2000. States
reporting any type of live presentation increased from 28 in 1999 to 36 in 2000, and to 42 in
2001. Similar increases occurred for presentations at health fairs and to small groups. There was
also an increase in the number of one-on-one presentations from 12 in 1999 to 24 in 2001.

Dual Eligible-Specific Partnership Efforts of State Medicaid Agencies - In 1999
(Appendix Table I-2), the majority of states had some type of partnership with other state
agencies (41) and federal agencies (36). There were increasesin amost every type of
partnership over the three years. The largest increases in partnerships were with providers and
state or local groups. The number of states reporting any type of partnership with providers
increased from 23 in 1999 to 34 in 2001, with the greatest increase in partnerships with
community health centers. The number states reporting partnerships with state or local groups
increased by seven between 1999 and 2001 with the largest increase in partnerships with senior
volunteers. The number of partnerships with advocacy organizations increased by 9 between
1999 and 2001, about a 35% increase.

Provider Access- The number of states reporting that their Medicaid rates were less than
or equal to 80% of Medicare rates increased from 25 in 1999 to 36 in 2001 (Appendix Table I-3).
At the same time, the number of states reporting that they pay the Medicare co-insurance even
when Medicaid rates are less than or equal to 80% of Medicare rates increased from 19 in 1999
to 26 in 2001. Overall, the number of states reporting that their Medicaid rates are | ess than 80%
but they pay the Medicare co-insurance regardless increased from 11 in 1999 to 21 in 2001.
These last two statistics show atrend away from states taking advantage of their right to limit
Medicare cost-sharing payments to Medicaid payment amounts. However, it should be noted
that this contradicts evidence that state limitations on cost-sharing payments increased following
the passage of the Balanced Budget Act (BBA) in 1997, which confirmed states' discretion to
limit these payments (Nemore, 1999; Mitchell and Haber, 2003).

There was little reported change in the rates of physician participation in Medicaid; the
mean and median rates were about 75% each year. Both the mean and median number of days
required to process claimsincreased between 1999 and 2001.

There were a number of states that did not respond to any component of this section. For
instance, fewer than half of the states responded to the physician participation question in each
year. In contrast to the physician participation question, the number of states responding to the
guestion about number of days required to process claims increased from 25in 1999to0 36 in
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2001. Therefore, it is not clear whether some of the changes described above were real or an
artifact of item non-response.

L eads Data - Although 23 states received Leads Datafrom CMSin 2001, only 21 report
using them (Appendix Table I-4). Thirty-one states report having a 81634 Agreement with SSA
to make Medicaid eligibility determinations, and 40 states use the SDX.

The notable change over timein this section was in the number of states reporting that
they used SDX information from SSA, which increased from 33 in 1999 to 40 in 2001. For
states that responded to the outreach survey all three years, the number of states reporting that
they used SDX information increased from 33 in 1999 to 37 in 2001.

Dual Eligible-Specific Application, Enrollment, and Eligibility Process - States took
some major steps towards simplifying the application, enrollment, and eligibility processes for
Medicare beneficiaries during this period. The number of states using a shortened application
for Medicare Savings Programs benefits increased from 18 in 1999 to 38 in 2001 (Appendix
Table1-5). Although the majority of states had already made application forms available outside
of welfare departments by 1999, the number continued to increase so that, in 2001, over 80% of
the states made applications available by mail, through providers, or other community
organizations. An increasing number of states allowed applications to be submitted by mail,
through provider/community organizations, or by FAX.

The number of states that liberalized their income and assets tests increased during the
study period; in 2001, 16 states had liberalized their income tests and 13 had liberalized their
assetstests. The number of states that no longer required in-person interviews increased from 27
in 1999 to 42 in 2001. Also, the number of states that automatically screened for Medicare
Savings Programs when people apply for other programsincreased from 27 in 1999 to 37 in
2001.

Redeter mination - The number of states reporting that they use automatic
redetermination increased from 18 in 1999 to 28 in 2001 (Appendix Table I-6). The number of
states that used a shorter form for redeterminations than for the original application increased
from 14 in 1999 to 33 in 2001. It appearsthat, in general, that states are making the
redetermination process easier for dually eligible beneficiaries.

5.5.3 Relationship between Takeup and Outreach Activities

The goal of state outreach activities isto increase takeup rates. To test this, takeup rates
for states that performed a given type of outreach were compared to those for states that had not
performed outreach. For each outreach activity tested, the comparisons were performed for each
of the three years, 1999 through 2001. In the following discussion, comparisons are organized
by the topical sections of the state outreach survey.

There were 71 types of outreach activities for which comparisons were performed for
each of three years, atotal of 212 comparisons. The differences in mean takeup rates were
statistically significant in 36 (17%) out of the 212 comparisons. Of these, the mean takeup rate
was higher in states that performed outreach in only 3 instances and lower in 33. One reason
why the differences in mean takeup rates were usually statistically insignificant is because of the
small number of observations (i.e., amaximum of 51 statesin any year). In addition, in many
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cases the differences in mean takeup rates by outreach activity were small. Below, we describe
the findings by section of the survey.

We report the results of analyses of the contemporaneous rel ationship between outreach
activities performed in agiven year and takeup rates for the same year. However, it is possible
that there is alagged relationship between outreach activities and the takeup rate. That is, takeup
ratesin agiven year might be affected by the outreach activitiesin the previous year, particularly
if an outreach initiative occurs late in the year or if it takes some time before applications are
submitted and processed. Tests of lagged relationships were also performed, looking at the
relationship between 1999 and 2000 outreach activities and enrolIment in 2000 and 2001,
respectively. Findings from these lagged analyses did not differ from those using
contemporaneous outreach and enrollment variables. Therefore, we report the contemporaneous
resultsonly.

I nfor mation Dissemination and Provision Activity - The types of activities covered in
this section of the outreach survey included information dissemination and provision activities
such as letters, pamphlets, posters, newspaper notices, radio and TV broadcasts, live
presentations, internet pages or links, dedicated telephone hotlines, training of outreach workers,
and targeting of minority populations. To reduce table length, the letter, broadcast, and live
presentation categories were collapsed. For instance, the letter category included separate
responses for mailings to potential beneficiaries, community health centers, other providers,
family members, and flyersin other mailings (e.g., utility bills). If a state performed outreach in
any of these five sub-categories, then it was considered that the state perform “letter outreach”.

Table 18 displays the mean takeup rate by whether the outreach activity had been
performed. The number of states reporting that they did or did not perform an outreach activity
is shown in parentheses under the takeup rate. We also report whether the difference in mean
takeup rate for these groups of statesis statistically significant. For instance, the mean takeup
rate for states that used any type of printed material for outreach was 0.59 in 1999. There were
31 states that used printed materialsin 1999. The mean takeup rate for the 15 states that did not
use any type of printed material was 0.56. The difference between the two rates groups was not
statistically significant.

Of the 33 comparisonsin Table 18, there were only six in which the differencesin mean
takeup rates were statistically significant: pamphlet distribution during 2001, newspaper notices
during 2001, dedicated telephone hotlines during 2001, live presentations during 1999, training
of state outreach workers during 2000, and targeting of minority populations during 2001. For
all six, contrary to expectations, the mean takeup rate for states that performed the outreach
activity was lower.
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Table 18
Dual-Eligible Takeup Rates by Information Dissemination and Provision Activity and Y ear

Information Dissemination Takeup Rate
and Provision Activity 1999 2000 2001

Printed Materials

Yes 0.59 0.59 0.58
(31) (45) (43)
No 0.56 0.51 0.66
(19) (6) (7)
Letters
Yes 0.59 0.59 0.59
(22) (35) (32)
No 0.57 0.56 0.60
(24) (16) (18)
Pamphlets
Yes 0.59 057 057 %
(23 (29) (35)
No 0.57 0.59 0.66
(23) (22) (15)
Posters
Yes 0.52 0.54 0.55
(8) (17) (14)
No 0.59 0.59 0.61
(39) (34) (36)
Newspaper notices
Yes 0.47 0.55 0.54 ¢
3 (11) (13)
No 0.59 0.58 0.61
(43) (40) (37)
Broadcast
Yes 0.56 0.54 0.58
(8) (19 (22)
No 0.58 0.60 0.60
(38) (32) (28)
Miscellaneous
Dedicated telephone hotlines
Yes 0.58 0.55 054 ¢
(7) (14) (14)
No 0.58 0.59 0.61
(39) (37) (36)
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Table 18 (continued)
Dual-Eligible Takeup Rates by Information Dissemination and Provision Activity and Year

Information Dissemination Takeup Rate

and Provision Activity 1999 2000 2001

Internet pages or links

Yes 0.56 0.57 0.59
9) (20) (21)
No 0.58 0.58 0.59
(37) (31) (29)
Live Presentations
Yes 0.55 ¢ 0.57 0.58
(28) (36) (42)
No 0.63 0.60 0.65
(18) (15) (8)
Training outreach workers
Yes 0.55 0.55 ¢ 0.57
(27) (33) (33)
No 0.62 0.63 0.63
(19) (18) (17)
Targeted minority
Yes 0.54 0.56 053 %
(16) (23) (23)
No 0.60 0.59 0.65
(30) (29) (27)
NOTES:

The numbersin parentheses are the number of states in each response category.
“¢ Significant at the .01 level.

“ Significant at the .05 level.

¢ Significant at the .10 level.

SOURCE: State Outreach Survey for survey responses. See notesto Table 17.
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Partnership Effort of State Medicaid Agencies - The types of activities covered in this
section of the outreach survey included outreach partnerships that state Medicaid agencies
formed with other state agencies, federal agencies, local government, the provider community,
advocacy organizations (e.g., AARP), and miscellaneous groups (e.g., senior volunteers). In
addition to the comparisons for each individual type of entity with which the Medicaid agency
partnered (e.g., CMS, SSA, HRSA, etc.), comparisons were performed for overall categories of
partnering entities (e.g., any federal agency). For instance, if the state Medicaid program had an
outreach partnership with any of the seven federal agencieslisted in Table 19, then the state was
considered to have a partnership with any federal agency.

Of the 87 comparisonsin Table 19, there were only 15 in which the differences in mean
takeup rates were statistically significant. Although we expected partnership activities to be
associated with higher enrollment, for all 15 the mean takeup rate for states that performed the
outreach activity was lower. The 15 statistically significant partnerships were with state Health
Insurance Programs (2001), state Income Maintenance Divisions (1999 and 2000), statewide
Task Forces (2000 and 2001), CMS (1999), SSA (2001), Medicare Fl/Carrier (1999 and 2000),
any provider group (2001), community health centers (2000 and 2001), hospitals (2001), other
state/local efforts (2001), and senior volunteers (2001).

Nearly all state Medicaid programs had a partnership with some other agency or group
(Any Partnership rowsin Table 19). The differencesin the mean takeup rate by whether a state
had any type of partnership were not statistically significant in any year. Similarly, most states
have a partnership with at least one other state agency or organization (Any other State
Agencies). Again, we find no significant difference in takeup rates associated with having a
partnership with some other state agency. By 2000, about 86% of state Medicaid agencies had
an outreach partnership with afederal agency, in particular with CMS and SSA. Aswith other
partnership efforts, there was no statistically significant increase in takeup rates that could be
attributed to having some type of federal partnership.

Provider Access - The topicsin this section were included to test whether access to
providers might have affected beneficiary proclivity to enroll in the Medicare Savings Programs.
The first three items measure the extent to which reimbursement of Medicare cost-sharing
payments is constrained by a state’s Medicaid payment rates. The next item measures provider
participation in the Medicaid program. The final item looks at claims processing time, based on
the assumption that providers will find Medicaid patients |less attractive in states with long claims
processing lags.

We did not find any evidence that these indicators of provider access are associated with
variation in QMB/SLMB enrollment. In only one of the 15 comparisons, was the differencein
mean takeup rates statistically significant (Table 20) and the relationship was opposite to the one
expected — the mean takeup rate was lower in states that had above average physician
participation rates in Medicaid during the year 2000. Note, however, that many states did not
respond to the questions in this section. Further, as noted previously, responses to the question
about payment of the Medicare co-insurance when the Medicaid rates are less than 80% of the
Medicare rate may not be accurate.
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Table 19
Dual-Eligible Takeup Rates by Partnership Effort of State Medicaid Agenciesand Y ear

Takeup Rate
Partnership Effort of State Medicaid Agencies 1999 2000 2001
Any Partnership
Yes 0.57 0.58 0.59
(42) (49) (48)
No 0.63 0.51 0.72
(4) 2 2
Other State Agencies
Yes 0.57 0.58 0.59
(41) (49) (47)
No 0.66 0.51 0.67
(5 @) ©)
Unitson Aging or Area Agencieson Aging (AAA)
Yes 0.57 0.59 0.60
(35) (43) (43)
No 0.61 0.51 0.54
(11) (8 (7)
State Health Insurance Assistance Programs (SHIPS)
Yes 0.56 0.56 0.57
(32 (39) (39)
No 0.62 0.63 0.66
(14) (12) (12)
Income Maintentance Divisions
Yes 0.55 054 © 0.57
(26) (26) (28)
No 0.62 0.61 0.62
(20) (25) (22)
State Insurance Departments (Commissions)
Yes 0.59 0.59 0.60
(12) (13) (18)
No 0.58 0.57 0.59
(34) (38) (32)
CHIP
Yes 0.59 0.56 0.58
(17) (19 (23)
No 0.57 0.59 0.61
(29 (32 (27)
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Table 19 (continued)
Dual-Eligible Takeup Rates by Partnership Effort of State Medicaid Agenciesand Y ear

Takeup Rate
Partnership Effort of State Medicaid Agencies 1999 2000 2001
Statewide Task Forces
Yes 0.53 052 ¢ 049 ¢
(12) (16) (6)
No 0.60 0.60 0.61
(34) (35) (44)
Federal Government
Yes 0.56 0.58 0.59
(36) (44) (44)
No 0.64 0.59 0.64
(10) (7 (6)
CMS
Yes 055 0.57 0.58
(28) (35) (35)
No 0.63 0.60 0.63
(18) (16) (15)
SSA
Yes 0.59 0.57 0.57
(28) (36) (37)
No 0.57 0.59 0.67
(18) (15) (13)
HRSA
Yes 0.59 0.54 0.57
(7 8 ©))
No 0.58 0.58 0.60
(39) (43) (42
Medicare Fl/Carrier
Yes 0.49 * 052 ¢ 0.57
(112) (13) (19)
No 0.61 0.60 0.61
(35) (38) (3)
Federal VA
Yes 0.59 0.55 0.57
8 ©) (C))
No 0.58 0.58 0.60
(38) (42) (42)
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Table 19 (continued)
Dual-Eligible Takeup Rates by Partnership Effort of State Medicaid Agenciesand Y ear

Takeup Rate
Partnership Effort of State Medicaid Agencies 1999 2000 2001
HUD Housing Projects
Yes 0.52 0.52 0.55
(6) ©) (12)
No 0.59 0.59 0.61
(40) (42) (39)
Indian Health Service
Yes 0.61 0.55 0.57
(10) (12 (13)
No 0.57 0.58 0.60
(36) (39 (37
County/City Government
Yes 0.61 0.55 0.55
(12) (16) (14)
No 0.57 0.59 0.61
(34) (35) (36)
Provider Community
Yes 0.56 0.55 055 “¢
(23) (29) (34)
No 0.60 0.61 0.68
(23) (22 (16)
Medicaid MCOs
Yes 0.63 0.62 0.62
©) 8 ©
No 0.57 0.57 0.59
(41 (43) (41
Medicare MCOs
Yes 0.60 0.59 0.61
(7 ©) (10)
No 0.58 0.57 0.59
(39) (42) (40)
Community Health Centers
Yes 0.56 054 ¢ 0.53 *¢
(21) (23) (29
No 0.59 0.61 0.68
(25) (28) (21)
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Table 19 (continued)
Dual-Eligible Takeup Rates by Partnership Effort of State Medicaid Agenciesand Y ear

Takeup Rate
Partnership Effort of State Medicaid Agencies 1999 2000 2001
Hospitals
Yes 0.55 0.55 055
(19 a7 (23)
No 0.60 0.59 0.63
(27 (34) (27
Drug Benefit Managers
Yes 0.50 0.54 0.52
(4) ©) (6)
No 0.59 0.58 0.60
(42) (43) (44)
Vision Specialists &/or Eye Glass Suppliers
Yes 0.56 0.55 0.59
@) @) ©)
No 0.58 0.58 0.59
(44) (49) (47)
Advocacy Organizations
Yes 0.57 0.56 0.59
(26) (35) (35)
No 0.59 0.61 0.61
(20) (16) (15
Other state/local efforts
Yes 0.55 0.56 057 °©
(24) (32 (3D
No 0.61 0.61 0.63
(22) (29) (29)
Legal Assistance
Yes 0.58 0.58 0.59
(12) (15) (13)
No 0.58 0.57 0.59
(34) (36) (37)
Religious Affiliations
Yes 0.58 0.58 0.59
(8 (13) (13)
No 0.58 0.58 0.59
(38) (38) (37
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Table 19 (continued)

Dual-Eligible Takeup Rates by Partnership Effort of State Medicaid Agenciesand Y ear

Takeup Rate
Partnership Effort of State Medicaid Agencies 1999 2000 2001
Senior Volunteers
Yes 0.55 0.55 055
an (25) (28)
No 0.60 0.61 0.64
(29) (26) (22)
NOTES:

The numbers in parentheses are the number of states in each response category.

““ gignificant at the .01 level.

“ Significant at the .05 level.
¢ Significant at the .10 level.

SOURCE: State Outreach Survey for survey responses. See notesto Table 17.
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L eads Data - This section was concerned with the coordination between the federal
government and state governments in the enrollment of Medicare beneficiaries for Medicaid
benefits. Two questions revolved around the receipt and use of Leads Datafrom CM S to
identify potential buy-in eligibles. Another asked whether states had a 81634 Agreement with
SSA. Thelast question asked states whether they used the SDX.

In al 12 comparisons, the mean takeup rate for states that responded “yes” to the
questions were higher than for those states that responded “no” (Table 21), although the only
significant differences were associated with having a 81634 Agreement. The takeup ratein
states with a 81634 Agreement was 0.08 and 0.10 higher than in states without an agreement in
2000 and 2001, respectively. However, the 81634 Agreement program only affects the
enrollment of SSI recipientsinto Medicaid, but not into the QMB program or any of the other
Medicare Savings Programs.

Application, Enrollment, and Eligibility Process - Four broad topic areas are covered
in this section: application length, application availability, application submission, and eligibility
determination standards. The first three areas address the extent to which states have adopted
procedures that ssimplify the Medicare Savings Programs application process, while the last area
looks at policies that relax eligibility standards and requirements for eligibility determination.

Of the 57 comparisonsin Table 22, there were 8 in which the differences in mean takeup
rates were statistically significant and, for all 8, the mean takeup rate for states that performed
the outreach activity was lower. Five of the 8 statistically significant differences were for two
guestions that addressed requirements for eligibility determination: the requirement of anin-
person interview and automatic screening for QMB/SLMB dligibility when beneficiaries apply
for other benefits. The takeup rate in states that did not require an in-person interview was 0.08-
0.10 lower than in states that required an in-person interview. The takeup rate in states that
automatically screened for QMB/SLMB €ligibility was 0.10 and 0.08 lower than in states that
did not automatically screen in 2000 and 2001, respectively. In severa other cases where there
are significant differences, the results are not reliable because of the small number of statesin a
given response category. For example, in 2001 the takeup rate in states that do not accept
applications through providers or community organizations was 0.14 higher than theratein
states that do; however, only 3 states reported that they did not accept applications through these
Sites.

Redetermination - The topicsin this section deal with the ease by which dual
beneficiaries can re-enroll in Medicaid. States were asked whether they allow automatic
redetermination at re-enrollment, whether they require an in-person interview, and whether they
use shortened versus full application forms.

Of the 11 comparisonsin Table 23, there were 5 in which the differences in mean takeup
rates were statistically significant and, for four of them, the mean takeup rate for states that
performed the outreach activity was lower. Three of these were for the automatic
redetermination standard. The takeup rate in states that had automatic redetermination was 0.08-
0.10 lower than in states that did not have automatic redetermination. The only instance in
which the mean takeup rate was higher and statistically significant was in 2001 for those states
that allowed use of a shortened form for re-application.
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Table 20

Dual-Eligible Takeup Rates by Provider Accessand Y ear

Takeup Rate
Provider Access 1999 2000 2001
Medicaid rates < 80% of Medicare rates
Yes 0.62 0.60 0.58
(25) (32 (36)
No 0.47 0.51 0.61
) (6) )
Pays Medicare co-insurance even when Medicaid rates
less < 80% of Medicare rates
Yes 0.59 0.60 0.60
(29 (23) (26)
No 0.57 0.56 0.59
(27) (28) (24)
Medicaid Payment < 80% of Medicare and
Does Not Pay Co-insurance when Medicaid Rate < 80% Medicare
Yes 0.62 0.55 0.56
14 (a5) (15)
No 0.55 0.61 0.60
(18) (23) (30)
Physician Participation Rate in Medicaid
Above average 0.53 0.50 0.61
(20 14) 14)
Below average 0.62 0.58 0.61
(7 ) 8
Claims processing, days
Above average 0.56 0.56 0.58
(13) (15) (18)
Below average 0.56 0.58 0.60
(12 (16) (18)
NOTES:

The numbers in parentheses are the number of states in each response category.

Significant at the .01 level.
“ Significant at the .05 level.
¢ Significant at the .10 level.

SOURCE: State Outreach Survey for survey responses. See hotesto Table 17.
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Table21

Dual-Eligible Takeup Rates by Leads Dataand Y ear

Takeup Rate
Leads Data 1999 2000 2001
Isthe datafor Leads from CMS received?
Yes 0.61 0.60 0.61
(21) (22 (23)
No 0.55 0.56 0.58
(25) (29) (27)
Isthe datafor Leads from CM S used?
Yes 0.60 0.59 0.60
a7 (18) (21)
No 0.57 0.57 0.59
(29) (33) (29)
Has 81634 Agreement?
Yes 0.60 061 0.63 ¢
(29) (29) (31)
No 0.54 0.53 0.53
an (22 (29
Use SDX from SSA
Yes 0.59 0.58 0.60
(33) (42) (40)
No 0.55 0.55 0.58
(13) ) (10)
NOTES:

The numbersin parentheses are the number of states in each response category.

““ Significant at the .01 level.

“ Significant at the .05 level.
¢ Significant at the .10 level.

SOURCE: State Outreach Survey for survey responses. See notesto Table 17.
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Table 22
Dual-Eligible Takeup Rates by Application, Enrollment and Eligibility Process and Y ear

Application, Enrollment Takeup Rate

and Eligibility Process 1999 2000 2001

Application Form
Short form available for dual eligibles

Yes 0.55 0.59 0.60
(18) (33) (38)
No 0.60 0.56 0.56
(28) (18) (12)
Application form available:
Any of below
Yes 0.57 0.58 0.59
(38) (50) (48)
No 0.61 0.54 0.70
() 1) @)
By mail
Yes 0.57 0.57 0.59
(38) 47 (47)
No 0.60 0.65 0.65
) (4) ©)
Through providers
Yes 0.55 0.56 057 €€
(24) (35) (43)
No 0.61 0.61 0.70
(22) (16) (7)
Through community organizations
Yes 0.56 0.58 0.58
(28) (44) (44)
No 0.60 0.55 0.66
(18) (7) (6)
On line viathe Internet
Yes 0.62 0.58 0.61
©) (14) (18)
No 0.57 0.57 0.58
(41) (37 (32)
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Table 22 (continued)

Dual-Eligible Takeup Rates by Application, Enroliment and Eligibility Process and Y ear

Application, Enrollment Takeup Rate
and Eligibility Process 1999 2000 2001
Form must be picked up at state or county welfare office
Yes 0.62 0.74 0.71
@) 1) (1)
No 0.58 0.57 0.59
(44) (50) (49)
Application Process
Applications accepted:
Any of below
Yes 0.58 0.57 0.59
(41) (50) (48)
No 0.60 0.77 0.70
(5 1) @)
By mail
Yes 0.57 0.57 0.59
(38) (48) (48)
No 0.60 0.68 0.70
(8 ©) @)
Through providers/community organizations
Yes 0.57 0.57 0.59
(32) (43) (47)
No 0.60 0.61 0.71
(14) ) ©)
On line viathe Internet
Yes 0.64 0.50 0.55
1) ) ©)
No 0.58 0.59 0.60
(45) (46) (47)
By phone
Yes 0.55 0.53 053
(10) (11) (13
No 0.59 0.59 0.62
(36) (40) (37

131



Table 22 (continued)
Dual-Eligible Takeup Rates by Application, Enroliment and Eligibility Process and Y ear

Application, Enrollment Takeup Rate
and Eligibility Process 1999 2000 2001
By FAX
Yes 0.59 0.59 0.60
(24) (30) (36)
No 0.57 0.55 0.57
(22) (21) (14)

Applications must be delivered in-person at state or
county welfare office

Yes 0.55 076 °© 0.71
(1) ) (1)

No 0.58 0.57 0.59
(45) (49) (49)

Eligibility Determination
Incometest liberalized

Yes 0.56 0.58 0.59
(6) (11) (16)
No 0.58 0.58 0.60
(40) (40) (34)
Asset test liberalized
Yes 0.57 0.58 0.57
(6) (11) (13)
No 0.58 0.58 0.60
(40) (40) (37)
Self-declaration of income and assets allowed
Yes 0.56 0.63 0.61
(7) (13) (12)
No 0.58 0.56 0.59
(39 (38) (38)
In-person interviews not required
Yes 054 055 058 ¢
(27) (41) (42)
No 0.64 0.67 0.67
(19) (10) (8)
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Table 22 (continued)
Dual-Eligible Takeup Rates by Application, Enroliment and Eligibility Process and Y ear

Application, Enrollment Takeup Rate

and Eligibility Process 1999 2000 2001

Eligibility for QMB/SLMB automatically screened when
beneficiaries apply for other benefits

Yes 0.55 055 057 ¢
(27) (38) (37)
No 0.62 0.65 0.65
(19) (13) (13)
NOTES:

The numbers in parentheses are the number of statesin each response category.
““ Significant at the .01 level.

“ Significant at the .05 level.

¢ Significant at the .10 level.

SOURCE: State Outreach Survey for survey responses. See notesto Table 17.
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5.5.4 Relationship between Takeup and Medicaid Program Characteristics

The seven Medicaid program characteristics for which comparisons of mean takeup rates
were performed were: the FMAP; having a QM B-plus program; having a medically needy
program; having a 8209(b) program; the TANF payment standard; having a pharmacy assistance
program; and the income dligibility limit for the SCHIP program (Table 24). The FMAP, TANF,
and SCHIP standards were classified into “above” or “below” average; in these cases, the
median was used for the average. The other three Medicaid program characteristics were
classified as“yes’ or “no” depending on whether a state had the program. Only those states that
responded to the state outreach survey in each year are included in thistable.

Consistent with the hypothesized rel ationship, states with a §209(b) exemption have
lower takeup rates than states without the exemption and the differences were statistically
significant at the 5% level or better for all three years. Having a 8209(b) exemption is associated
with a0.12-0.14 reduction in the takeup rate. The takeup rate in states with a QMB-plus
program was 0.08-0.10 higher than those without such a program in 2000 and 2001. The
differences in mean takeup rates were not statistically significant for any of the other Medicaid
program characteristics.

5.5.5 Relationship between Takeup and Underlying Socio-Economic
Characteristics

Severa state socio-economic characteristics were examined as factors that could
potentially affect takeup rates. These include: the unemployment rate; personal per capita
income; share of the state population aged 65 years and older; share of the state population with
income less than the federal poverty guidelines; liberalism index; and share of state population
living in urban areas during 2000 (Table 25). Except for the liberalism index, states were
classified into “above” or “below” average using the median asthe average. Thistable only
includes the states that responded to the state outreach survey in agiven year.

States with above average unemployment rates had higher takeup rates each year than
those with bel ow average unemployment rates; however, the results were only statistically
significant for 2001. States with above average shares of the elderly had lower takeup rates than
those states with below average shares; however, only the difference in 1999 was statistically
significant (and only at the 10% level). Both of these results are contrary to what was expected.
As hypothesized, states with an above average share of the population with income less than
federal poverty guidelines had a higher takeup rate than those that are below average. The
differences were statistically significant for both 2000 and 2001. Takeup rates classified by the
liberalism index and by the share of the state population living in an urban were never
statistically significant. Only asingle year of data was available for the urbanization and
political orientation measures. Therefore, the classification of states by these variables did not
change over time (except for the exclusion of some states in 1999 and 2001 because they did not
respond to the state outreach survey).
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Table 23
Dual-Eligible Takeup Rates by Redetermination Standard and Y ear

Takeup Rate
Redetermination Standard 1999 2000 2001
Automatic redetermination
Yes 0.52 ¢ 0.53 0.56
(18) (23) (28)
No 0.62 0.61 0.64
(28) (28) (22)
Must apply in person’
Yes 0.78 0.63
) (©)
No 0.57 0.57
(44) (48)
If must reapply, shortened form
Yes 0.59 0.58 0.62 ¢
(14 (34 (33)
No 0.57 0.56 0.55
(32 (a7 a7
If must reapply, full application
Yes 0.59 0.60 0.57
(10) (11) 8)
No 0.57 0.57 0.60
(36) (40) (42

NOTES:

The numbers in parentheses are the number of states in each response category.

! All 50 states that responded to the 2001 survey indicated that they did not require in-
““ Significant at the .01 level.

“ Significant at the .05 level.

¢ Significant at the .10 level.

SOURCE: State Outreach Survey for survey responses. See notesto Table 17.
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Table 24
Dual-Eligible Takeup Rates by Medicaid Program Characteristic and Y ear

Takeup Rate
Medicaid Program Characteristic 1999 2000 2001
FMAP
Above average 0.60 0.59 0.60
(23) (26) (25)
Below average 0.56 0.57 0.58
(23) (25) (25)
QMB plus program
Yes 0.63 0.64 ¢ 0.66
(12) (13) (15)
No 0.56 0.56 0.56
(34 (38) (35)
Medically Needy Program
Yes 0.59 0.59 0.60
(32 (36) (35)
No 0.56 0.55 0.57
(14) (15) (15)
8 209b
Yes 0.47 0.48 *¢ 0.48 *¢
9 (11) (10)
No 0.60 0.60 0.62
(37) (40) (40)
TANF Payment Standard
Above average 0.58 0.58 0.59
(23) (26) (25)
Below average 0.58 0.57 0.60
(23) (25) (25)
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Table 24 (continued)
Dual-Eligible Takeup Rates by Medicaid Program Characteristic and Y ear

Takeup Rate
Medicaid Program Characteristic 1999 2000 2001
Pharmacy Assistance Program
Yes 0.56 0.57 0.58
(13) (18) (21)
No 0.59 0.58 0.60
(33) (33) (29)
SCHIP Upper Income Eligibility Standard
Above average 0.60 0.60 0.61
(24) (33) (37)
Below average 0.56 0.54 0.55
(22) (18) (13)

NOTES:

The numbers in parentheses are the number of states in each response category.
States not responding to the outreach survey were not included in the statistical
analysis by year of nonresponse.

“¢ Significant at the .01 level.

“ Significant at the .05 level.

¢ Significant at the .10 level.

SOURCES: FMAP (Centers for Medicare and Medicaid Servicesf CMS]); §209(b)
(Green Book); Medically Needy program (CM S and the Kaiser Foundation);
TANF payment standard (Green Book, CRS, and SPDP [1999]) Pharmacy
Assistance Program (Gilman, Gage and Mitchell, 2002); SCHIP (CMYS).

See notesto Table 17.
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Table 25
Dual-Eligible Takeup Rates by Socio-Economic Characteristic and Y ear

Takeup Rate
Socio-Economic Characteristic 1999 2000 2001
Unemployment Rate
Above average 0.60 0.60 0.64
(22) (28) (24)
Below average 0.57 0.57 0.56
(24) (23) (26)
Personal per Capita Income
Above average 0.56 0.58 0.57
(23) (26) (25)
Below average 0.61 0.59 0.63
(23) (25) (25)
State population aged 65+
Above average 054 ¢ 0.56 0.58
(22) (26) (25)
Below average 0.62 0.61 0.62
(24) (25) (25)
State population with income less than Federal Poverty Guidelines
Above average 0.61 0.62 % 0.64
(23) (27) (25)
Below average 0.55 0.54 0.56
(23) (24) (25)
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Table 25 (continued)
Dual-Eligible Takeup Rates by Socio-Economic Characteristic and Y ear

Takeup Rate
Socio-Economic Characteristic 1999 2000 2001
Liberalism Index, 1999/2000 average
Liberal 0.56 0.57 0.58
(13) (15 (15
Moderate 0.60 0.60 0.62
(21) (23) (23)
Conservative 0.59 0.58 0.59
(12) (13) (12)
State population living in urban area, 2000
Above average 0.58 0.58 0.60
(23) (25) (25)
Below average 0.59 0.59 0.60
(23) (26) (25)

NOTES:
The numbersin parentheses are the number of states in each response category.

““ Significant at the .01 level.
“ Significant at the .05 level.
¢ Significant at the .10 level.

SOURCES: Unemployment rate (Bureau of Labor Statistics website); Persona per capita
income (Bureau of Economic Analysis website); state population aged 65+ (Statistical
Abstract of the United States website); state population with income less than FPL (Statistical
Abstract of the United State website); ADA liberalism index (created by RTI International
using ADA voting records); state population living in urban area, 2000 (Statistical Abstract of
the United States website).

See notesto Table 17.
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5.6  Multivariate Results
5.6.1 Cross Sectional Regressions

For the cross-sectional analyses, we first estimated models that contained all socio-
economic measures plus all standard Medicaid program measures. The basic regression results,
for the year 2000, are shown in two sets of columnsin Table 26.

In the regression that contained only socio-economic variables, only one variable was
statistically significant (population in millions), and that only marginally so with a p value of
0.087. When standard Medicaid programmatic variables were added (second set of columns) the
elderly population share became marginally statistically significant (p value = 0.079), but
unexpectedly had a negative sign. This negative relationship was also found in the descriptive
analyses. FMAP had the expected positive sign, but was not statistically significant. The effects
of both the medically needy program and 8209(b) status on takeup rates were as expected with
positive and negative signs respectively, athough neither was statistically significant.

One of the reasons that so few variables were statistically significant is the small number
of observations (51 for the year 2000), particularly relative to the number of explanatory
variables. There was also considerable collinearity between the explanatory variables. We,
therefore, created a parsimonious list of variables by selectively dropping variables. Thiswas
done by reviewing the correlation matrix and several regressions. The following variables were
dropped because they were highly correlated with other variables. the unemployment rate, the
TANF payment standard, and having a pharmacy benefits program. We also dropped variables
whose values did not change over time during the study period 1999 through 2001 because they
could not be used in subsequent panel analyses. These included: the urban share of population,
the ADA measure of liberalism, having a medically needy program, 8209(b) status, and being a
QMB-plus state.

The basic parsimonious regressions are shown in Table 27. The parsimonious regression
containing socio-economic variables only had two statistically significant variables (poverty and
elderly shares); the elderly share, as before, had the unexpected sign. An even more
parsimonious model could have been specified in order to further reduce the impact of
collinearity, but that would have resulted in amodel with only one or two explanatory variables
and, hence, little face validity. The second regression in Table 27 includes two Medicaid
program variables (FMAP and the SCHIP upper income standard). FMAP had the expected
positive sign and was statistically significant at the 5% level. With the inclusion of the two
Medicaid variables, the poverty share variable became statistically insignificant, while the
population variable became statistically significant and had the expected positive sign.

Individual outreach activities were then added to the parsimonious model one at atime.
The complete regression results including one such activity (training of state outreach workers)
isshown in Table 28. The takeup rate in states that train state outreach workers was about 7%
lower than in states that do not train state outreach workers; the difference is statistically
significant at the 10% level. The effects of adding training of state outreach workersto the
parsimonious model were as follows:
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Table 26
Cross-Sectional Regression Results Including Socio-Economic and Standard Medicaid Programmatic Variables, 2000

Socio-Economic (SOE)

Variables Only SOE plus Medicaid
Standard Standard

Variable Cosfficient Error Coefficient Error
Constant 0.5341 0.2999" -0.3296 0.6268
Population (millions) 0.0067 0.003¢° 0.0066 0.0037
Real per capita personal income ($000) 0.0045 0.0074 0.0157 0.0112
Unemployment rate 1.8066 2.3856 1.6319 2.5480
Poverty share of population 0.7479 0.9266 0.2579 1.1138
Elderly share of population -1.4812 1.0253 -1.8500 1.0605°
Urban share of population -0.1227 0.1321 -0.0548 0.1506
ADA measure of liberalism -0.0001 0.0002 0.0002 0.0002
Federal Matching Assistance Percentage - - 0.9095 0.5757
Medically Needy program - - 0.0260 0.0443
has §209(b) exemption - - -0.0756 0.0469
real TANF payment standard ($00) - - 0.0034 0.0160
has pharmacy benefits program - - 0.0019 0.0438
SCHIP upper income standard - - 0.0171 0.0459
has QMB plus program - - 0.0737 0.0460
R-squared 0.23 0.43
adj usted R-squared 0.10 020 ¢
NOTES:

Significant at the .01 level.
“ Significant at the .05 level.
“ Significant at the .10 level.

run: \Cross Sectional\xsec 2000 no qils\xse2000 rev2.lis



Table 27
Cross-Sectional Regression Results Including Parsimonious List of Socio-Economic
and Standard Medicaid Programmatic V ariables, 2000

Socio-Economic (SOE)

Variables Only SOE plus Medicaid
Standard Standard

Variable Coefficient Error Coefficient Error
Constant 0.5520 0.2283 -0.1296  0.3948
Population (millions) 0.0044 0.0031 0.0076  0.0035
Real per capita personal income ($000) 0.0032 0.0050 0.0113 0.0067
Poverty share of population 1.2519 0.7221°¢ 03158  0.9169
Elderly share of population -1.7789 0.9519 ¢ -1.8171  0.9285°¢
Federal Matching Assistance Percentage - - 0.8608  0.4230
SCHIP upper income standard - - 0.0128 0.0443
R-squared 0.19 0.27
adjusted R-squared 012 017

NOTES:

““ Significant at the .01 level.
“ Significant at the .05 level.
¢ Significant at the .10 level.

run: \xsec 2000 - no gils\ixsec 2000 rev 2.lis
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» thestatistical significance of one of the basic parsimonious model variables was
dightly affected: FMAP s regression coefficient declined slightly and it was
statistically significant at the 10% level rather than at the 5% level it had been in
Table 27; and

» theadjusted R-squared of the model was 0.204, at least two percentage points higher
than the model s without outreach activities included as regressors.

The above results were not always found in each of the other cross-sectional regressions,
but are highlighted as an example of how sensitive the results are to the specification of the
regressions.

Table 29 shows the regression results for those outreach activities that were significant in
the cross-sectional regressions, as well as the coefficients for our aggregate outreach measures.
For brevity, we do not display the results for Medicaid program and socio-economic variables
included in the models.

Only 10 of theindividua state outreach activities had a statistically significant impact on
takeup rates (upper panel of Table 29). Of these, only two had regression coefficientsin the
expected direction: having a 81634 Agreement and using CMS' SDX data. Among the state
outreach variables that had regression coefficients in the opposite direction expected were two
live presentation activities (small groups and one-on-one), training of state outreach workers,
state Medicaid partnerships (with state income maintenance divisions, statewide task forces, and
CMS), requiring delivery of applications in-person at welfare offices, and not requiring in-person
interviews for eligibility determination. A comprehensive list of all of the regression coefficients
for outreach activities in the year 2000 cross-sectional regressions can be found in the tablesin
Appendix J.

The bottom panel of Table 29 shows the regression coefficients for the aggregate or
global state outreach variables. None of these aggregate or global measures of state outreach
activity were statistically significant. We aso estimated a cross-section model including the first
four count variables and automatic redetermination, as well as the Medicaid program and socio-
economic variables. None of the outreach variables were significant in this specification either
(results not shown).

5.6.2 Panel Regressions

We estimated two basic panel models. We present the results for the random effects
model because, as discussed in Section 5.4, it makes less restrictive assumptions about the error
term in the model. The signs and statistical significance of the state outreach activity measures
were similar in the fixed effects and random effects models. The socio-economic and Medicaid
program variables, however, were more likely to be statistically significant in the random effects
models than in the fixed effects models.
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Table 28

Cross-Sectional Regression Results From Parsimonious Model Plus
Training of State Outreach Workers, 2000

Standard
Variable Coefficient Error
Constant -0.0376 0.3906
Population (millions) 0.0085 0.0035
Real per capita personal income (thousands of dollars) 0.0097 0.0067
Poverty share of population 0.0249 0.9148
Elderly share of population -1.5757 0.9209 ¢
Federal Matching Assistance Percentage 0.8064 0.4157 ¢
SCHIP upper income standard 0.0256 0.0440
Trains state outreach workers -0.0666 0.0395 ¢
R-squared 0.31
adjusted R-squared 020
NOTES:

Significant at the .01 level.
“ Significant at the .05 level.
¢ Significant at the .10 level.

runs: \xsec 2000 - no gils\xsec 2000 rev 2.lis
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Table 29

Cross-Sectional Regression Results for Selected Individual

and Aggregate Outreach Activities, 2000

Standard
Variable Coefficient Error
Selected Individual State Outreach Activities *

Live presentations by state personnel

Small groups -0.0789 0.0349

One-on-one -0.1164 0.0333 “¢
Trains state outreach workers -0.0666 0.0395
Partnerships with:

State Income Maintenance Divisions -0.0639 0.0351 ¢

Statewide Task Forces focusing on dua eligible participation -0.0716 0.0393 ¢

CMS (HCFA) -0.0664 0.0393 ¢
§1634 agreement 0.0948 0.0358 *
Use SDX from SSA 0.0922 0.0481
Applications must be delivered in-person at state or county welfare 0.1565 0.0883 ¢
office
In-person interviews not required for eligibility determination -0.1371 0.0406 ¢
If they must reapply, full application 0.0739 0.0438 ¢

Aggregate Sate Outreach Activities

Count of basic information activities -0.0238 0.0199
Count of liberalized digibility determination -0.0153 0.0157
Count of application form liberalization -0.0178 0.0357
Count of liberaized digibility determination and application form
liberalization -0.0139 0.0135
Count of basic information and eligibility/application liberalization -0.0128 0.0087
activities
Any liberalized dligibility determination 0.0010 0.0392

NOTE:

! Statistical ly significant results only (See Appendix J for the complete listing of regression results).

““ Significant at the .01 level.

“ Significant at the .05 level.
¢ Significant at the .10 level.

runs: C:\takeup\xsec 2000 - no gils\xsec 2000 w outreach.lis
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Table 30 presents the complete random effects regression results for the model including
training of state outreach workers as an example of arandom effects regression. The random
effects model employed is atwo-way model, which controls for both state effects and time
effects. Population and real per capitaincome both have the expected positive signs and are
statistically significant. The share of the population that is aged is also statistically significant at
the 1% level but, again, has a negative sign. FMAP has the expected positive sign and is
statistically significant at the 1% level. Training state outreach workers has a significant,
positive effect on takeup. States adopting such training increased their takeup rates by 1.7
percentage points. Thisresult differs from the descriptive and cross-sectional regression results,
which showed that takeup rates were lower in states that trained state outreach workers.

Takeup rates for only six of the individual state outreach activities were statistically
significant in the panel data analyses (upper panel of Table 31). Only training of state outreach
workers had significant and positive impact on takeup. The state outreach variables that had
negative regression coefficients were three live presentation activities (small groups, one-on-one,
and any type of presentation) and two types of partnerships (with community health centers and
advocacy organizations). A comprehensive list of the regression coefficients for all of the
outreach activities from the panel regressions can be found in the tablesin Appendix K.

The bottom panel of Table 31 shows the regression coefficients for the aggregate or
global state outreach variables. None of these aggregate or global measures of state outreach
activity were statistically significant. Asin the cross-sectional analyses, we estimated a model
including the first four count variables and automatic redetermination. Again, none of the
outreach variables were significant (results not shown).

5.7 Discussion

States generally increased their outreach activities between 1999 and 2001 period.
Takeup of the QMB and SLMB programs also increased during this time period, by 2 percentage
points nationally. Key findings include:

State Outreach Efforts

» State outreach efforts generally increased from 1999 to 2001.

* The number of states using printed materials for outreach increased from 31 in 1999
to 43in 2001.

» Thenumber of states using live presentations for outreach increased from 28 in 1999
to 42 in 2001.

* Almost al states formed some type of partnership with other state agencies, federal
agencies, or local organizations to promote outreach.
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Table 30
Random Effects Regression Results, 1999-2001

Standard
Variable Coefficient Error
Constant -0.0566 0.2877
Population (millions) 0.0085 0.0030 ¢
Real per capita personal income ($000) 0.0102 0.0048 *
Poverty share of population -0.0905 0.1938
Elderly share of population -1.8833 0.7244 ¢
Federal Matching Assistance Percentage 0.9084 0.2693 ¢
SCHIP upper income standard 0.0018 0.0080
Trains state outreach workers 0.0172 0.0076

R-squared 0.30

NOTES: Oklahoma only responded to the 2000 survey and, therefore, was
excluded from the regressions.

““ Significant at the .01 level.
“ Significant at the .05 level.
¢ Significant at the .10 level.

run: \gp6\section agg - 6.lis
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Table 31
Random Effects Regression Results for Selected Individual
and Aggregate Outreach Activities

Standard
Variable Coefficient Error
Selected Individual State Outreach Activitied

Live presentations by State personnel

at health fairs -0.0142 0.0065

for small groups -0.0145 0.0070 *

any -0.0181 0.0079
Trains state outreach workers 0.0172 0.0076
Partnership with community health centers -0.0116 0.0069 ¢
State Medicaid Program has a partnership with advocacy organizations -0.0170 0.0070 *

Aggregate Sate Outreach Activities

Count of basic information activities -0.0050 0.0037
Count of liberalized digibility determination 0.0003 0.0032
Count of application form liberalization -0.0032 0.0043
Count of liberalized digibility determination and application form liberalizati or0.0007 0.0022
Count of basic information and eligibility/application liberalization -0.0013 0.0016
Any liberalized eligibility determination 0.0037 0.0084
NOTE:

! Statistically significant results only (See Appendix K for the complete listing of regression results.)

““ Significant at the .01 level.
“ Significant at the .05 level.
¢ Significant at the .10 level.

run: \gp6\section agg - 6.lis
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States took some major steps towards simplifying the application, enroliment, and eligibility
process during this period. For instance, the number of states using a shortened application form
for QMB/SLMB benefits increased from 18 in 1999 to 38 in 2001.

Takeup Rates

» Takeup ratesin 2001 ranged from 0.26 in New Hampshire and North Dakota to 0.88
in Cdifornia

» Thenational average takeup rate increased from 0.62 in 1999 to 0.64 in 2001.

» Takeup rates decreased in 15 states and increased in 36 states between 1999 and
2001.

However, we found that differences in outreach activities did not explain the variation in
state take-up rates. In most instances, we found no significant relationship between performing
an outreach activity and enrollment in the QMB and SLMB programs. The descriptive analyses
showed three instances in which performing an outreach activity was associated with
significantly higher takeup rates (use of a shortened application form in 2001 and having a 81634
Agreement in 2000 and 2001). In the cross-sectional multivariate regressions for 2000, two
outreach activities were associated with higher takeup rates — having a 81634 Agreement that
allows automatic enrollment of SSI beneficiariesin Medicaid and using SSA’s SDX data. In the
panel data analyses, training state outreach workers was associated with significantly higher
takeup rates. While the descriptive and the cross-sectional analyses did not show a positive
impact of the training of outreach workers on take-up rates, the panel analysis results are similar
to those found in our analysis of enrollment pathways (Chapter 2). If thisresult isnot arandom
finding, it suggests that eligible but unenrolled Medicare beneficiaries might enroll if they had
more assistance from state outreach workers in completing and submitting applications as well as
going through the other stepsinvolved in enrolling. To the extent that there were significant
relationships, both the descriptive and multivariate analyses more often found a negative
relationship between performance of outreach activities and program takeup.

There are severa possible explanations for our findings.

» Reverse Causdlity. Itispossiblethat thereisan additional causal relationship
between outreach and enrollment that moves in the opposite direction of the
relationship tested in these analyses, i.e., a state' s takeup rate affects the likelihood
that it will perform outreach activities rather than vice versa. Under this scenario, we
might hypothesize that a state with alow takeup rate would be more likely to invest in
outreach activities in order to increase enrollment than one with a high takeup rate.
Indeed, this relationship was found in previous research (Shaner, 1999). While we
could not test for this relationship directly using the data available to us, there are
reasons to believeit is plausible. First, performing outreach is not costless. Thus,
only those states most likely to perceive a benefit from these activities (i.e., those
with low takeup) are likely to invest in them. Second, as part of its GPRA initiative,
CMS established agoal for each state of increasing enrollment of dual eligibles by
4%. CMS aso used the outreach survey as part of its assessment of whether states
had met their GPRA goal. For states that did not achieve 4% growth, CM S took into
account performance of outreach activities as reported in the state outreach survey in
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determining whether a state had met its GPRA goal. In light of this policy, states
with low takeup rates may have undertaken outreach activities in order to satisfy
CMS' requirements.

Large number of variablestested. Because of the large number of variables tested, a
certain number of significant results are expected by random chance alone. For
example, of the 212 variables tested in the descriptive analyses, approximately 11 will
be significant due to random chance at the p=.05 level of statistical significance.
Thus, it is possible that some of our significant results do not reflect a true association
between outreach activities and program enrollment.

There are anumber of limitations to our study that may explain the preponderance of
insignificant results in our analyses. These are discussed in turn below:

Limited time period for the study. There were only three years of data available for
our study. This period may not have allowed adequate time to observe the impact of
increasing outreach activities. In addition, because the state is the unit of observation
in our analyses, the sample size was small even in the panel data analyses that
incorporated all three years of data.

Limited variation in key variables. Variation in the takeup rate and in the explanatory
variablesin our models was limited in a number of states during the three-year study
period. In particular, takeup rates for 20 states changed |ess than two percentage
points between 1999 and 2001. Extending the study period would have allowed for
more variation.

Lagged relationship between outreach and enrollment. The analyses presented
examine the relationship between outreach activities and enrollment in the same year.
However, it is possible that the impact of new outreach initiatives on enrollment
might not be observed until the following year, particularly if theinitiativeis
implemented late in the year or if there are delays in processing applications. We
tested this using 1999 and 2000 outreach activities as predictors of enrollment in 2000
and 2001, respectively, and did not find evidence to support the hypothesis that
outreach has alagged effect on enrollment. Findings from these lagged analyses were
similar to those using concurrent outreach and enrollment variables.

Intensity of outreach effort. Our analyses mainly used simple binary variables to
indicate whether a state had undertaken a particular outreach activity in a given year.
Although we had hoped to measure intensity of outreach efforts, this was not possible
based on the responses to the state outreach survey. Asaresult, our outreach
variables may not have been refined enough to accurately identify enrollment
impacts. For example, the impact of mailing 10,000 letters to potential beneficiaries
in alarge state like California might be considerably different than the impact of
mailing 300,000 letters. However, our analyses could not distinguish cases such as
these. We attempted to address this partialy by creating aggregate outreach variables
that reflected the scope of outreach activities undertaken by a state. These aggregate
variables were never significant in our analyses.

Errorsin measurement of takeup rates. Asspecified by CMS, the denominator for
our takeup rateis ARC’ s estimate of the number of Medicare beneficiaries who are

150




potentially eligible for Medicaid as SSI, MN, QMB, or SLMB. Consistent with this,
our numerator includes these four groups. It is quite difficult to reliably estimate the
number of Medicare beneficiaries that qualify for buy-in status, particularly for the
QMB, SLMB, and MN programs. As aresult, our takeup rates may not be accurate.
ARC’s memo on its methodology for estimating potential eligibles notes a number of
challengesin estimating eligibility for means tested programs, including the lack of
data on assets in the survey datasets typically used, difficulty matching the income
reporting period used in survey data with that used to determine program dligibility
(annual vs. monthly income), and the poor quality of income and asset data from
surveys. Another related issueisthat digibility can be determined on an individual
or on a couple basis, however, the income information in the datasets used to estimate
eigiblesisusually family income. In addition, ARC did not have income and asset
datafor the yearsincluded in our study (1999-2001). Instead, they had to age
forward data for 1996-1998, which undoubtedly introduced measurement error.
Estimating the population potentially eligible for MN programs poses particularly
thorny problems because their eligibility is based on income net of medical expenses,
but only grossincomeis available from survey data. ARC’s estimate of the
population potentially eligible for SSI, MN, QMB, and SLMB included Medicare
beneficiaries with incomes up to 120% of FPL. However, MN beneficiaries can have
incomes that exceed this level if they incur sufficiently large medical expenses.
Indeed, ARC’s memo on its estimation methodology noted that approximately one-
guarter of the people that reported themselves as being eligible for Medicaid in the
surveys used for their estimates had incomes above 120% of FPL. Thus, while the
numerator includes all MN enrollees regardless of income, the denominator does not
include people with incomes above 120% of FPL who are eligible as MN.

Inclusion of SSI and MN in takeup rates. We expect that SSI and MN enrollment
will be less affected by outreach activities than will QMB and SLMB enrollment. In
states with a 81634 agreement with the SSA to automatically buy all SSI recipients
into Medicaid, Medicaid buy-in does not require any action by SSI beneficiaries and
should be virtually 100%. Enrollment of MN beneficiariesislikely to be triggered by
health events leading to institutionalization or other sources of high health care
expenditures. Asaresult, inclusion of SSI and MN beneficiaries in the takeup rate
dilutes the impact of outreach activities on enrollment and biases our analyses toward
insignificant findings. We attempted to address this problem by excluding SSI
beneficiaries from the denominator using data on the number of SSI recipientsin each
state obtained from the SSA. However, counts of SSI beneficiaries in the TPEarth
were often not consistent with the counts reported by the SSA. Asaresult, this
exclusion yielded implausible takeup rates in a number of states (e.g., considerably
greater than 100%). Exclusion of MN beneficiaries is even more challenging because
an unknown number have incomes greater than 120% of FPL. Thus, it is not accurate
to simply exclude them from the numerator and the denominator when cal culating the
takeup rate. Our beneficiary survey (discussed in Chapter 2), which was limited to
QMBsand SLMBs, alows us to test the sensitivity of the findings in this chapter to
inclusion of SSI and MN beneficiaries. Those analyses showed that allowing self-
declaration of assets and training outreach workers increased enrollment. However,
shortened application forms and automatic screening for QMB and SLMB dligibility
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when individuals apply for other Medicaid programs were associated with a lower
likelihood of enrollment, all else equal, and liberalized asset limits had no effect on
enrollment. Thus, it appears that excluding SSI and MN beneficiaries would not
substantially change the findings in this chapter.

» Quality of state outreach survey data. The quality of some of the responses to the
state outreach survey is of concern. Errorsin measuring the outreach variables bias
our analyses toward insignificant findings. For instance, several states reported
receiving Leads Data, although CM S had not sent them the data. Data on provider
access issues were poorly reported. Finaly, in most cases we assumed that states did
not perform an outreach activity if they did not complete an item on the survey, rather
than assuming that the data were simply missing.

The large number of insignificant resultsin our analyses may also indicate that outreach
alone is not adequate to increase program enrollment. The difficulties that beneficiaries have
with the application process suggest the importance of complementing outreach efforts with
assistance in completing the application. If, as our findings suggest, outreach activities do not
explain the state enrollment variation in QMB and SLMB programs, the question remains how
beneficiaries cometo enroll in the programs. First, there are other means by which Medicare
beneficiaries could have learned about the QMB and SLMB programs besides the outreach
activities measured in the state outreach survey. For example, our survey analyses reported in
Section 5.2 showed that enrollment was often precipitated by a hospitalization or amove into
subsidized housing when a social worker or other service coordinator may have provided
information about the program. Enrollment was al so associated with receiving other types of
assistance from social, community or government services. Some of these entities may not have
had formal partnerships with the state Medicaid agency. Thus beneficiaries may have received
“outreach” from sources not captured in the state outreach survey. Second, the spread of
information about government programs does not always require formal information channels.
That is, “word-of-mouth” and other such informal methods might be important information
channels.

Although our analysis provides little empirical evidence that outreach has a positive
impact on enrollment, our findings are not conclusive given the limitations of our study. While
we attempted to assess the impact of these limitations on our finding to the extent possible, there
remain problems that we could not address. Further work on this issue should seek to
disentangle the direction of the causal relationship between outreach and enrollment in order to
understand the negative relationships identified in our analyses. Future research would be
enhanced by having alonger study period and improved data on outreach activities, particularly
on the intensity of outreach efforts. In addition to improved information on the intensity of
outreach efforts, improved information on QM B-specific and SLMB-specific outreach activities
would be important, especialy if take-up rates exclusive of SSI and MN can be devel oped.
However, our lack of successin collecting this information suggests that it may be difficult to
obtain data at this level of specificity, either because states do not record it or it is not readily
obtainable from state record systems.
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CHAPTER 6
IMPACT OF THE MEDICARE SAVINGS PROGRAMS
ON MEDICARE SERVICE USE AND OUT-OF-POCKET COSTS

6.1 I ntroduction

The Medicare Savings Programs were designed to provide low-income Medicare
beneficiaries with assistance in paying their out-of-pocket expenses for medical care services.
Depending on the particular program a beneficiary qualifies for, this may include the Part B
premium,37 Part A and B deductibles, and Part A and B coinsurance amounts. In addition, some
beneficiaries receive full Medicaid benefits including services, such as prescription drugs, that
are not covered by Medicare. In general, Medicare Savings Programs enrollment is expected to
improve access to care and reduce beneficiary out-of-pocket expenditures. However, the extent
of the impact is likely to vary with the benefit for which a beneficiary qualifies.

This chapter examines the impact of the Medicare Savings Programs on Medicare service
use and beneficiary out-of-pocket costs. Although there has been no previous research on the
effect of Medicare Savings Programs enrollment on out-of-pocket costs, several previous studies
have documented higher Medicare service use and cost among Medicare Savings Programs
enrollees as compared to eligible nonenrollees. Parente and Evans (1998) found that QM B
enrollees were significantly more likely than nonenrollees to have some use of both Part A and
Part B services and, for those with service use, significantly higher Part B expenses. A more
detailed analysis by type of service showed that enrollees had greater use of inpatient care,
outpatient hospital care, physician office visits, prescription medicine, and home health care
(Pezzin and Kasper, 2002). Neumann et al. (1995) also found that eligible beneficiaries with
greater numbers of hospital, physician, and emergency room visits were more likely to enroll in
the QMB program. In contrast, the Barents Group (1999) found no significant difference
between QMB enrollees and nonenrolleesin the likelihood of having at |east one hospital stay,
SNF admission, or home health visit, athough enrollees were significantly more likely to have
an outpatient hospital visit. On the other hand, SLMB enrollees were more likely than
nonenrollees to use inpatient hospital, outpatient hospital, and home health services.

One limitation of these studiesis that they do not differentiate among QM B beneficiaries
on their basis of eligibility or on the benefit package for which they qualify. Thus, the QMB
group includes beneficiaries who are otherwise eligible for Medicaid as SSI recipients. In
addition, SSI beneficiaries and QMBs who live in states that have el ected to provide full
Medicaid benefits to dually eligible beneficiaries up to 100% of the federal poverty level (FPL)
receive amuch richer benefit package than other QM Bs, who only receive coverage of Medicare
cost-sharing payments.

This chapter examines the following two main study questions:

* What isthe impact of enrollment in the Medicare Savings Programs on Medicare
costs and service use?

3" Medicaid will also cover the Part A premium for the small number of beneficiaries that are required to pay it.
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* What isthe impact of enrollment in the Medicare Savings Programs on beneficiary
out-of-pocket costs?

For both questions, we conducted two types of analyses:

» comparisons between Medicare Savings Programs enrollees based on the specific
program benefits they qualify for, and

» comparisons between enrollees and eligible nonenrollees.

Each analysislooks at four subpopulations of Medicare Savings Programs enrollees
separately: SSI, QMB in states offering full Medicaid benefits (called QMB-plus), QMB in
standard benefit states (called standard benefit QMB), and SLMB. For the comparison of service
use and costs, we a so analyze the extent to which adverse selection due to the enrollment of
higher service usersin the Medicare Savings Programs explains differences in service use
between enrollees and eligible nonenrollees.

The beneficiary survey (Chapter 2) also addressed some of the questions covered in this
chapter. The analysesin this chapter extend our findings from the beneficiary survey in severa

way’s.

» Dataareavailablefor alarger sample of beneficiaries than are included in the
beneficiary survey.

» Dataareavailable for SSI beneficiaries, who are excluded from our beneficiary
survey.

» Nonenrollees are identified based on the specific program benefits they qualify for.

» Dataon Medicare service use are more reliable because they are derived from claims
data, rather than self-report.

* More detailed data are avail able on service use and costs, as well as out-of-pocket
costs.

* More detailed information on beneficiary characteristicsis available for our MCBS
analyses.

However, the findings reported in this chapter largely confirm the findings reported in Chapter 2.

The remainder of this chapter is organized as follows. The next section describes the
expected effect of Medicare Savings Programs enrollment on service use, differentiating among
types of enrollees and types of service. Thisisfollowed by a description of our data sources and
analytic methods. Next, we describe findings on Medicare Savings Programs impacts on
Medicare service use and costs, first comparing types of Medicare Savings Programs enrollees
and then comparing enrollees and nonenrollees. The section also describes findings from our
adverse selection analyses. The following section describes findings on out-of -pocket costs, first
based on comparisons by type of enrollee and then based on comparisons of enrollees and
nonenrollees. The chapter concludes with a discussion of the findings.
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6.2  Hypothesized Effects of M edicare Savings Programs Enrollment

Depending on the type of coverage a beneficiary is eligible for, enrolling in the Medicare
Savings Programs can affect Medicare service use and beneficiary out-of-pocket costs through
three mechanisms.38 We discuss the effect of each of thesein turn.

Coverage of Medicare premiums. Medicaid pays the Medicare premiums for al four
types of enrollees. Thisleaves enrollees with greater disposable income that can be used to
purchase medical care services, aswell as other types of goods and services. For alow-income
population, the Medicare Part B premium can represent a sizeable proportion of total income —
8% for a single person and 12% for a couple in 2003.3% Thisis expected to increase demand for
services and reduce total out-of-pocket costs for medical care including health insurance
premiums. However, out-of-pocket costs for medical services alone could increase if this
additional income is used to purchase services for which the beneficiary has some financial
liability.40

Coverage of Medicare cost-sharing: Medicaid pays the Medicare deductibles and
copayments for SSI, QM B-plus, and standard benefit QMB beneficiaries. This reducesthe
effective price of Medicare services to zero for these beneficiaries, which is expected to increase
demand for these services*! and reduce out-of-pocket costs for Medicare-covered services.42

% Coverage of the Part B premium might also encourage beneficiaries who were not enrolled in Medicare Part B to

sign up for this coverage. For these beneficiaries, the impact of enrolling would be substantial. However, we
assume that most enrollees would have had Part B coverage in the absence of the Medicare Savings Program.

¥ The Medicare Part B premium was $58.70 per month in 2003. The 2003 FPL was $8,980 for a single person and
$12,120 for a couple.

Thisis most likely to be the case for SLMBs, who are liable for cost-sharing on Medicare-covered services and
the full cost of non-Medicare services, and for QM Bs in standard benefit states, who are liable for the full cost of
non-Medicare services. SSI and QMB-plus beneficiaries are only liable for the cost of servicesthat are not
covered by either Medicare or Medicaid.

40

*I The impact on service use would be reduced to the extent that Medicare cost-sharing payments were borne by

providers as bad debt. Under this scenario, covering Medicare cost-sharing payments would mainly redistribute
income to providers.

2" |n addition, these savings on out-of-pocket costs provide additional disposable income that can be used to

purchase non-covered services for which the beneficiary is financially liable. Thus, use of non-Medicare-
covered services could also increase and the beneficiary’ s out-of-pocket costs for these services could increase.
For the SSI and QM B-plus groups, this effect would only be observed for services not covered by Medicare or
Medicaid.
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Coverage of full Medicaid benefits: SSI beneficiaries and QMBs in QM B-plus states
receive coverage of all Medicaid services, including prescription drugs and nursing home care.
Thisis expected to increase demand for these services and reduce out-of-pocket costs.43

Overall, we expect enrollment to increase service use and reduce out-of-pocket costs for
all four groups. Relative to eligible nonenrollees, enrollees are hypothesized to have higher
service use and lower out-of-pocket costs.44 The overall effect of Medicare Savings Programs
enrollment on service use and out-of-pocket costs will be largest for the SSI and QM B-plus
populations, which receive the most comprehensive benefits. However, the effect on use of
Medicare covered services and out-of-pocket costs for these services should be similar for the
SSI, QMB-plus, and standard benefit QMB populations. On the other hand, the impact on use of
Medicaid services will be greater for the SSI and QM B-plus populations. Overall impacts are
expected to be smallest for the SLMB population.

It ismore difficult to predict a priori patterns of relative service use and out-of-pocket
costs by type of enrollee. Holding all else constant, we would expect SSI and QM B-plus
beneficiaries to have the highest levels of service use and the lowest out-of-pocket costs based on
the generosity of the benefit package to which they are entitled, followed by standard benefit
QMBsand then SLMBs. However, many factors other than cost-sharing requirements contribute
to differencesin service use, including beneficiary income and other beneficiary characteritics.
While we control for some of these factorsin our multivariate analyses, it islikely that there
remain unmeasured characteristics that also influence relative service use by SSI, QMB-plus,
standard benefit QMB, and SLMB enrollees.

6.3  Methodology

Our analyses of service use and costs draw on two complementary data sources — the
Medicare National Claims History (NCH) 5% file and the Medicare Current Beneficiary Survey
(MCBS). The NCH file, which includes data on afar larger sample of Medicare beneficiaries
than the MCBS, can support more detailed analyses of service use and cost by type of service. In
addition, it isavailable for more current time periods than the MCBS. However, the NCH file
contains limited information on beneficiary characteristics, whereas the MCBS provides rich
data on awide range of topics, including sociodemographic characteristics, health status, living
arrangements, and supplemental insurance coverage. The MCBS also includes information on
beneficiary income and assets that can be used to identify beneficiaries who are eligible for, but
not enrolled in, the Medicare Savings Programs. Furthermore, the MCBS collects data on
beneficiary out-of-pocket spending on health care services.

3 The savings from the elimination of out-of-pocket costs for Medicaid services can be used to purchase services

not covered by Medicare or Medicaid, thus increasing the use of these services and beneficiary out-of-pocket
costs for them. In addition, coverage of Medicaid services could impact the demand for Medicare services. For
example, prescription drug coverage might reduce the need for hospital care and other types of services. On the
other hand, it might increase the demand for office visits to monitor medications or renew prescriptions.

The impact on service use will be mitigated to the extent that eligible nonenrollees have private supplemental
insurance that covers Medicare cost-sharing or non-Medicare services.

156



Our uses of the NCH and MCBS data in our analyses of service use and cost reflect the
differing strengths of these data sources. The NCH data are used to compare Medicare service
use and cost by type of Medicare Savings Programs enrollee (SSI, standard benefit QMB, QM B-
plus, and SLMB beneficiaries). The MCBS data are used to compare Medicare service use and
costs for enrollees and eligible nonenrollees. We also use the MCBS to analyze out-of -pocket
costs, comparing enrollees and eligible nonenrollees, as well as comparing types of enrollees.

6.3.1 Medicare National ClaimsHistory Analyses

Study Sample and Dependent Variables - Our NCH analyses use the 5% file for 2001,
the most current year available. We identified beneficiaries in the 5% file with any period of
enrollment in the Medicare Savings Programs. For these beneficiaries, our analyses include only
those months in which the beneficiary was enrolled. In addition, we excluded any monthsin
which the beneficiary did not have both Medicare Part A and Part B coverage or the beneficiary
was enrolled in managed care. Asin other parts of this study, we excluded beneficiaries residing
in the ten states where we could not reliably distinguish QM B from SSI beneficiaries using the
TPEarth file.45 Members of the study sample were matched to the TPEarth file in order to
identify the Medicare Savings Programs to which they were entitled (SSI, QMB, or SLMB) for
each month of coverage.46 We distinguished standard benefit QM Bs from QMB-plus
beneficiaries based on state of residence.4’ Thefinal sample sizes are:

SSI: 130,945

Standard benefit QMB: 41,771
QMB-plus: 34,399

SLMB: 20,616

We pulled all Medicare claims during each month of enrollment in the Medicare Savings
Programs for members of our study sample. We summarized services by the following
categories.

* inpatient hospital;

* SNF;

* home hedlth;

* outpatient hospital;

* services provided by medical doctors and osteopaths (MD/DO services);

» other Part B provider services and,

* These states are: Connecticut, Hawaii, Idaho, Illinois, Indiana, Maryland, Missouri, Nevada, Oklahoma, and
Utah.

6 \We were able to identify a TPEarth record for 98% of the dually eligible beneficiaries identified in the 5% file.
Beneficiaries for whom we could not find a matching TPEarth record were excluded from the analyses.

" The following statesin our study sample provided full Medicaid benefitsto QM B beneficiaries during all of
2001: Cadifornia, District of Columbia, Florida, Maine, Massachusetts, Michigan, Mississippi, Nebraska, New
Jersey, North Carolina, Pennsylvania, Rhode Island, and South Carolina. Minnesotaand Virginia began
providing full Medicaid benefits on July 1, 2001.
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» DMFE/supplier services.48

Statistical Methods - We conducted descriptive analyses, comparing service use and
cost by type of Medicare Savings Programs enrollee. Descriptive analyses used chi-square tests
to determine the statistical significance for categorical variables (probability of using any
services) and t-tests for continuous variables (expenditures and number of services). All
analyses weight observations for the number of months during the year a beneficiary was eligible
for the Medicare Savings Programs.

In anumber of cases, states that have adopted the QM B-plus benefit (e.g., California,
Florida, and Massachusetts) tend to have higher medical costs than those with the standard QM B
benefit. Asaresult, some of the difference in service costs between QM B-plus and other types
of enrollees may reflect the higher medical costsin these states, rather than differences due to the
more generous Medicaid benefit package they receive. In order to control for the potential
confounding effect of these underlying differences in medical costs on our ability to identify the
impact of benefit differences, we conducted three sets of descriptive analyses:

» All states: compares SSI and SLMB beneficiaries, aswell as QMB and QM B-plus
beneficiaries combined.

» Standard QMB benefit states: compares beneficiaries receiving the standard QM B
benefit to SSI and SLMB beneficiariesin states offering the standard QM B benefit.

* QMB-plus states. compares QMB beneficiaries receiving full Medicaid benefits to
SSI and SLMB beneficiaries in states that offer QM B-plus benefits.

We also conducted multivariate analyses of the probability of using a given service and
of expenditures for those with service use. Logistic regression was used to estimate the
probability of service use. We used lognormal regression to estimate expenditures for those with
service use in order to reduce skewness in the dependent variable. The following were included
as independent variables in our models:

» typeof Medicare Savings Programs eligibility: dummy variables for standard benefit
QMB, QMB-plus, and SLMB (with SSI the omitted reference group);

* agecategory: dummy variables for less than 65, 75 to 84, and 85 and over (with 65 to
74 the omitted reference group);

* gender: dummy variable for female;

* race: dummy variablesfor Black, Hispanic, and all other races (with white the
omitted reference group);

» died: dummy variable for beneficiaries that died during the year;

* end-stagerenal disease (ESRD): dummy variable for beneficiaries entitled due to
ESRD;

8 We also analyzed hospice and long-term stay hospital services. These results are not presented here because
only asmall percentage of beneficiaries use these services.
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» disability: dummy variable for beneficiaries age 65 and over who were originally
entitled to Medicare due to disability; and

* metropolitan statistical area (MSA): dummy variable for beneficiariesresiding in an
MSA.

In addition, we included a set of dummy variables for state of residence to control for
medical costs differences between states offering QM B-plus benefits and those offering standard
QMB benefits.

6.3.2 MCBSAnalyses

Study Sample - The MCBS analyses draw on pooled data for three years — 1995, 1997,
and 199849 —in order to obtain adequate sample sizes to support analyses by type of Medicare
Savings Programs enrollee. The sample excluded beneficiaries who were not eligible for both
Part A and Part B of Medicare, who were institutionalized,>0 who were enrolled in managed
care, or who had ESRD. In addition, we excluded beneficiaries residing in the 10 states where
we could not reliably distinguish QMB from SS| beneficiaries using the TPEarth file, plus Ohio.
Ohio was excluded because the eligibility code was missing on alarge percentage of its TPEarth
records.

MCBS data were used for two types of comparisons: (1) comparisons among Medicare
Savings Programs enrollees by type of coverage and (2) comparisons between beneficiaries
enrolled in the Medicare Savings Programs and eligible nonenrollees. Table 32 shows the
sample sizes for each of the groups used in our MCBS analyses.

|dentification of Enrollees. MCBS respondents with some period of enrollment in the
Medicare Savings Programs were identified using a data element in the MCBS that indicates
whether the beneficiary was enrolled in Medicaid during any part of the year. We then linked to
the TPEarth file to obtain monthly information on type of coverage (SSI, standard benefit QM B,
QMB-plus, and SLMB) for these beneficiaries.

While the MCBS reports service use and out-of-pocket costs for the entire year,
beneficiaries with some period of enrollment might not have had this coverage for the full year.
In order to ensure that service utilization and costs for our enrollee sample primarily reflected
their experience as enrollees in the Medicare Savings Programs, our enrollee sample was limited
to beneficiaries who were enrolled in Medicaid for at least half of the months during the year that
they were entitled to Medicare. Overall, 93% of our enrollee sample was covered by Medicaid
for al 12 monthsin the year. Thus, the impact of our inability to link service use and out-of-
pocket costs to specific dates of enrollment in the Medicare Savings Programs is minor.

“ Datafor 1996 were not used because the income and asset file required to identify the eligible nonenrollee
sample was not available from CMS.

* These beneficiaries were excluded because the income and asset information required to identify eligible
nonenrolleesis not collected for the institutionalized population.
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Table 32
MCBS Sample Sizes

Eligible
Enrollees  Nonenrollees
SS| 2,430 778
Standard Benefit QMB 523 597
QMB-Plus 294 197
SLMB 158 725

SOURCE: RTI analysisof MCBS Cost and Use Files
(1995, 1997, and 1998) and corresponding Income and
Asset supplements.

Beneficiaries that were considered to be enrolled based on this rule were then classified
into one of the four Medicare Savings Programs. Beneficiaries with coverage in more than one
category during the course of the year were assigned to the program in which they were covered
for the greatest number of months. In the event of atie, the beneficiary was assigned to the
program with the most extensive benefits.

|dentification of Eligible Nonenrollees. Beneficiaries who were not classified asa
Medicare Savings Programs enrollee based on the criteria described above were eligible for
inclusion in the eligible nonenrollee sample.>1 We applied asimple set of rules to family asset
and income data reported in the Income and Asset supplement to the MCBS to ascertain if they
were eligible for coverage under one of the Medicare Savings Programs. The rules were based
on the income and asset standards for the SSI, QMB, and SLMB programs, which vary by
marital status. Single Medicare beneficiaries with reported incomes no higher than 70% of the
FPL and no more than $2,000 in reported assets were classified as eligible for SSI. Married
beneficiaries with reported income no higher than 80% of the FPL and no more than $3,000 in
assets were classified as SSI ligible. In addition, beneficiaries who reported receiving SSI
income were classified as SSI eligible. Beneficiariesthat did not meet the SSI dligibility criteria,
but who had incomes no higher than 100% of FPL and assets no more than twice the SS|
standard, were classified as eligible for the QMB program. QMB beneficiaries were categorized
aseligible for standard QM B benefits or QM B-plus based on state of residence. Beneficiaries
whose reported income was between 100 and 120% of the FPL and whose assets were no more
than twice the SSI standard were classified as SLMB dligible. The FPL appropriate to each year
of the MCBS was used to define the income limits. The asset standards did not change over this
time period.

> Although beneficiaries who were covered by Medicaid for less than half of their monthsin Medicare were
eligible for the nonenrollee sample, less than 3% of the eligible nonenrollee sample had any months of Medicaid
eigibility during a year.
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The income disregard of $20 per month was applied to reported family incomein
determining eligibility based on the algorithm described above. Actual determination of
eligibility for the Medicare Savings Programs involves a complex set of adjustments to income
and assets based on allowable disregards. Because we did not take most of these disregards into
account when determining eligibility, some beneficiaries were classified either as eligible for a
less generous program than the one for which they actually would qualify or asineligible
entirely. ® On the other had, it is known that income is under-reported in the MCBS. Therefore,
it is possible that few beneficiaries were misclassified. Nonetheless, because of these rules, our
eligible, nonenrollee sample has alower reported income distribution than the corresponding
enrollee population.

Dependent Variables - The MCBS was used to analyze Medicare service use and costs,
aswell as beneficiary out-of-pocket costs. We analyzed data on service use and costs for four
categories of service summarized inthe MCBS Cost and Use RIC A2 file:

* inpatient hospital;

e outpatient hospital;

» total Part B; and

» officevigts.

Because the sample sizes in some of our eligibility groups are relatively small, we focus
on major categories of Medicare services and do not present statistics for services that are used
by relatively small proportions of beneficiaries (SNF, hospice, and home health). We used the

medical consumer price index (CPI) to adjust expenditures from the 1995 and 1997 MCBSto
1998 levels to account for medical price inflation.

The MCBS Cost and Use RIC SS file includes expenditures covered by type of payer
including Medicare, Medicaid, private insurance, HMO coverage, and beneficiary out-of-pocket
expenditures. Expenditures are reported by payer for nine major categories of service: dental,

2 \We attempted to develop an algorithm that adjusted reported income and assets for possible disregards. The
Income and Asset supplements for our study years only include information on whether beneficiaries have
certain types of income and assets, but not the amount. Thus, they do not include the data required to adjust
gross income and assets to simulate eligibility rules. We attempted to use Income and Asset data from the 1991
MCBS, which collected detailed amounts for various categories of income and assets, to develop a model that
predicted eigibility after accounting for disregards based on having various types of income and assets. The
parameters from this model would have been applied to the data for 1995, 1997, and 1998. However, this model
did not accurately classify beneficiaries. Therefore, other than the $20 per month income disregard, adjustments
to income and assets were not included in our eligibility algorithm. A similar approach was used previously by
Pezzin and Kasper (2002) and GAO (1999), which both used reported income datain the MCBS to identify
eligible nonenrollees. However, they did not take into account assets, SSI payments, or the $20 per month
disregard. In addition, they did not distinguish between types of Medicare Savings Program enrollees.

We also considered adopting the adjustments for income and asset disregards used in a previous study (Barents
Group, 1999). To obtain beneficiary countable income and assets that are used in actual benefit determinations,
reported income and assets were adjusted using the values of income and asset disregards reported in the 1991
Income and Asset supplement. While this methodology is satisfactory for trending income and asset data
forward for afew years, it is less satisfactory over the time period required for our study (up to seven years, from
1991 to 1998).
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facility, home health, hospice, inpatient, institutional utilization, medical provider, outpatient
hospital, and prescribed medicine. Taking advantage of this detailed data, out-of-pocket
expenditures for the nine major categories of services, aswell asfor total out-of-pocket
expenditures, were obtained from the MCBS RIC SSfiles. We adjusted out-of-pocket
expenditures for medical care priceinflation to 1998 levels.

Premiums paid by the beneficiary for private third-party insurance were obtained from
the MCBS RIC 4 file. Beneficiary payments for Medicare Part B coverage were calcul ated by
subtracting the number of Medicaid-covered months from the months of fee-for-service
eligibility. Both private and Medicare Part B premiums were then added to total beneficiary out-
of-pocket expenditures.

We analyzed five categories of out-of-pocket expenditures:

* medical provider services,
* outpatient hospital services,
» prescribed medicine;

» all medical services; and

« al medica servicesplusall premiums.>®

Statistical Methods - We conducted both descriptive and multivariate analyses. Because
we were able to use the NCH data to compare utilization by type of enrollee, the MCBS service
use and cost analyses focused on comparisons of enrollees and eligible nonenrollees. Both types
of comparisons were undertaken for the out-of-pocket cost analyses.

Descriptive analyses use chi-square tests of statistical significance for categorical
variables and t-tests for continuous variables. Given the relatively small MCBS sample, we did
not make separate comparisons for enrollees living in standard QMB benefit and those in QM B-
plus states as we did in the NCH analyses. However, as described below, the multivariate
analyses did include a control for state of residence.

Multivariate analyses used probit to estimate the probability of service use or the
probability of having out-of-pocket costs. We used lognormal regression to estimate
expenditures for those with service use and out-of-pocket costs for those with some out-of -
pocket costs. We included the following independent variables in our models:

* gender: dummy variable for female;
e race: dummy variable for White;

* agecategory: dummy variables for less than 65, 75 to 84, and 85 and over (with 65 to
74 the omitted reference group);

% The other six service categories reported in the MCBS were not analyzed either because they are used by only a
small proportion of Medicare beneficiaries so that the number of MCBS respondents reporting these types of
service use was too small to support the analyses or because there was little variation in utilization or out-of-
pocket expenditure patterns by eligibility or enrollment class.
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* education: dummy variable for being less than a high school graduate;
* income: dummy variable for having an income greater than 100% FPL;
 MSA: dummy variable for beneficiariesresiding in an MSA,;

e censusregion: dummy variables for midwest, south, and west (with east the omitted
category);
» children: dummy variable for having living children.

» marital status. dummy variables for being divorced or separated, widowed, and never
married (with married the omitted category);

» living arrangement: dummy variables for living with a spouse, living with a child,
and other living arrangements (with living alone the omitted category);

» sdf-reported health status: dummy variables for excellent/very good and fair/poor
(with good the omitted category);

e ADLsand IADLs: dummy variablesfor having IADLsonly, having 1-2 ADLs, and
having 3 or more ADLs (with no IADLs or ADLs the omitted category);

» count of chronic conditions: ranged from 0-16;54

o disability: dummy variable for beneficiaries age 65 and over who were originaly
entitled to Medicare due to disability;

» died: dummy variable for beneficiaries that died during the year;

» private insurance coverage: dummy variable for having private insurance (excluded
from models for out-of-pocket costs including premiums);

» other public coverage: dummy variable for having public coverage other than
Medicare or Medicaid, including a state prescription drug program; and

» prescription drug coverage: dummy variable for having insurance that covers
prescription drugs (included only in models for out-of-pocket costs for prescription
drugs).

Models comparing enrollees and eligible nonenrollees also included a dummy variable
for being enrolled in the Medicare Savings Programs. Models comparing types of enrollees
included additional variables for type of coverage (standard benefit QM B, QM B-plus, and
SLMB, with SSI the omitted reference group). In addition, these models included a variable for
residing in a QM B-plus state to control for the higher medical costsin these states.

All analyses were conducted in STATA to take into account the complex sample design
used inthe MCBS. Analysesfor the full population adjust for both stratum and primary

> The count of chronic conditions was based on a series of questionsin the MCBS that asked beneficiaries whether
adoctor had ever told them they had various conditions. The conditionsincluded in our count variable were:
hardening of the arteries, hypertension, myocardial infarction, angina pectoris, other heart conditions, stroke,
skin cancer, other cancer, diabetes, rheumatoid arthritis, arthritis, Alzheimer’s disease, mental disorder,
osteoporosis, Parkinson’ s disease, and emphysema.
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sampling unit (PSU). Analysesthat are restricted to beneficiaries that used specific types of
service adjust only for PSU. Because these analyses were limited to small subpopulations of the
overall MCBS sample, there were often only a handful of PSUs per strata. In this case,
accounting for stratification has only aminimal impact on the calculation of standard errors.

The MCBS uses arotating sample. Because we pooled multiple years of MCBS data,
some sample members have more than one observation in our data set. Standard errors should,
therefore, be adjusted to take into account correlation in an individual’s utilization over time.
STATA adjusts standard errors to account for the correlation within a PSU. To the extent that
individuals remain in the same PSU over time, STATA’ s adjustment for correlation within a
PSU also accounts for the correlation across observations for an individual.

6.4  Service Useand Cost Findings

We analyzed the NCH 5% file to compare use of Medicare covered services among
Medicare Savings Programs enrollees based on the type of benefit to which they are entitled.
MCBS data were used to compare service use between enrollees and eligible nonenrollees. As
discussed in greater detail in Section 6.2, we expect enrollees to use more services than
nonenrollees. Because they receive more restricted benefits, we expect the impact of enrollment
on use of Medicare services will be smaller for SLMBs than for SSI, QMB, and QM B-plus
beneficiaries.

6.4.1 Comparison by Typeof Enrollee

This section reports our findings on the use and cost of Medicare services, comparing
SSl, standard benefit QM B, QMB-plus, and SLMB beneficiaries. We analyzed the use of seven
types of service: inpatient hospital, SNF, home health, outpatient hospital, MD/DO services,
other Part B provider services, and DME/supply services. We first describe the results of our
descriptive analyses, followed by our multivariate findings.

The descriptive analyses first compare average expenditures per beneficiary for each type
of service. Expenditure differences are then decomposed into differencesin the likelihood of
using services and differences in expenditures for those with some service use. Where
meaningful, we also identify differencesin intensity of service use based on the number of
services for service users and expenditures per service. The multivariate analyses use a two-part
model to identify the effect of enrollment in the different Medicare Savings Programs on
Medicare expenditures. Thefirst part isalogistic regression for the probability of service use.
The second part is an ordinary least squares regression on expenditures for those with some
service use, where the dependent variable is the natural logarithm of expenditures.

Descriptive Analyses - As described in Section 3.1, we conducted three sets of analyses:
(1) comparisons of SSI, QMB, and SLMB enrolleesin al states combined, (2) comparisons of
QMBsreceiving the standard benefit with SSI and SLMB beneficiaries residing in states offering
the standard QMB benefit, and (3) comparisons of QM Bs receiving full Medicaid benefits with
SSI and SLMB beneficiaries residing in QMB-plus states. We conducted the second and third
set of comparisonsin order to identify impacts on service use attributable to differencesin the
QMB benefit package controlling for differencesin medical costs between standard QM B
benefit and QM B-plus states. Therefore, our comparisons of service use and costs in QMB-plus
and standard benefit QM B states focus on differences between QMBs and SSI and SLMB
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enrollees, and not on differences between SSI and SLMB beneficiaries, which are addressed in
our analyses of all states combined.

All States. Relative spending by QMBs and SSI beneficiaries varies by type of service
(Table 33). QMB beneficiaries have significantly lower expenditures for home health, outpatient
hospital, and MD/DO services, but significantly higher expenditures for SNF, other Part B
provider, and DME/supplier services. There was no significant difference in inpatient hospital
expenditures. Despite this variation in relative expenditures, with the exception of home health,
QMBs are significantly more likely than SSI beneficiariesto use al types of service. However,
the magnitude of the difference is generally small — 3% or less. Thelargest differences are for
outpatient hospital services and visitsto other Part B providers, where QMBs are 5% and 7%
more likely to use services than SSI beneficiaries. 1n general, QMBS use services less
intensively than SSI beneficiaries. Among those with some service use, QMBs have
significantly lower expenditures than SSI beneficiaries for all services other than SNF and DME
/supplier. For those services where we analyzed intensity based on the quantity of services and
cost per service, there was generally no difference in the number of services among service
users, but QM Bs tended to use aless costly mix of services.

There were fewer significant differences between SLMB and SSI beneficiariesin service
expenditures. SLMB beneficiaries had significantly lower expenditures for MD/DO and other
Part B provider services, while their expenditures for SNF services were significantly higher.
Despite having expenditures that were generally lower than or not significantly different from
SSl recipients, SLMB beneficiaries are more likely than SSI beneficiaries to use all types of
services other than home health and MD/DO services, for which there is no significant
difference. Aswasthe casefor QMBSs, differencesin the probability of service use are generally
small. SLMB beneficiaries use services less intensely than SSI beneficiaries. Expenditures for
those with service use are significantly lower compared to SSI recipients for all types of service
other than DM E/supplier. Aswas the case for QMBS, thisreflects aless costly mix of services
rather than smaller quantities of service for service users.

There is no consistent pattern in relative service use for SLMB and QMB beneficiaries.
While SLMBs have significantly higher expenditures for inpatient hospital, home health, and
MD/DO services, their expenditures are significantly lower for SNF, other Part B provider, and
DME/supplier services. SLMBs arelesslikely than QM Bs to use most types of services,
although they are more likely to use home health services and marginally more likely to have an
inpatient stay. Relative expenditures for those with service use are generally similar to findings
on overall expenditures. There are few differences between QMBs and SLMBsin the intensity
of service use, both in terms of the number of services for those with service use or the cost per
service.
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Table 33

Medicare Service Use and Expenditures by Type of Service

and Type of Enrollee, All States, 2001

Type of Enrollee

Standard Benefit

Type of Service SS| QMB/QMB-plus SLMB
(n=130,945) (n=76,170) (n=20,616)

| npatient

Mean $ 3,598 3,511 3,728 ¥¥¥

% with use 24.1 26.5 £££ 27.0 EEE¥

$/user 14,957 13,268 £££ 13,785 EEE¥

Admissions/user 1.92 1.84 £££ 1.01 ¥¥¥

$/admission 7,643 7.073 £E£ 7.070 £££

SNF

Mean $ 451 gg3 £EE 776 B¥¥¥

% with use 3.9 7.1 £EE 69%

$/user 11,574 12,368 £££ 11,277 B¥¥¥

Admissions/user 1.45 1.46 £££ 1.48

$/admission 8,313 0,034 £E£ 7,008 B ¥¥¥

Home Hedlth

Mean $ 361 206 £EE 340 ¥¥¥

% with use 9.0 7.7 £ 9.2 ¥¥¥

$/user 4,009 3,840 £ 3,703 £££

Visits/user 34.81 34.42 34.47

$/visit 167 160 £££ 157 £££

Outpatient Hospital

Mean $ 1,342 1,278 EEE 1,322

% with use 70.1 75.4 EEE 73.6 EEE¥¥¥

$luser 1,915 1,696 £££ 1,797 EE¥¥
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Table 33 (continued)

Medicare Service Use and Expenditures by Type of Service

and Type of Enrollee, All States, 2001

Type of Enrollee

Standard Benefit
Type of Service SS QMB/QMB-Plus SLMB
MD/DO Visits
Mean $ 1,810 1,682 £ 1,739 EEE ¥¥
% with use 89.2 90.9 &£ 89.4 *¥¥
$luser 2,030 1,850 £ 1,044 EEE¥¥¥
Visits/user 16.84 16.91 16.95
$/visit 61 58 £ 58 £
Other Part B Providers
Mean $ 159 180 &£ 146 B ¥¥¥
% with use 41.6 49 .4 5 45,9 EEE¥¥¥
$luser 383 365 - 317 HEE¥¥¥
Visits/user 19.33 18.35 17.76
$/visit 50 47 £ 49 EEE¥¥¥
DME/Supplier
Mean $ 743 786 FE£ 748 ¥¥
% with use 63.8 65.8 £ 64.8 FEE¥¥¥
$/user 1,165 1,194 1,153
NOTES:
£££

Significantly different from SS| at the 0.01 level.
£ Significantly different from SS| at the 0.05 level.
£ Significantly different from SSl at the 0.10 level.
¥¥¥ gignificantly different from QMB at the 0.01 level.
¥¥ Significantly different from QMB at the 0.05 level.
¥ Significantly different from QMB at the 0.10 level.
##* Significantly different from QMB-plus at the 0.01 level.
## Significantly different from QMB-plus at the 0.05 level.
* Significantly different from QMB-plus at the 0.10 level.

SOURCE: RTI analysis of NCH 5% file, 2001.
PROGRAM: statdesl, statdes2, newsdesl, ewsdesl, s2
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Standard QM B Benefit States. As shown in Table 34, patterns of service use for QMBs
compared to SSI and SLMB beneficiaries in states offering standard QM B benefits are generally
similar to those based on all states combined. When the results differ, usually differences that
were significant for al states combined are no longer significant when the analyses are limited to
standard QM B benefit states. This may be due to the smaller sample size in the analyses
restricted to standard QMB benefit states. However, there are afew instances where differences
that were insignificant for all states combined become significant in analyses restricted to states
offering standard QM B benefits. For example, QMBs are more likely than SLMBs to use SNF
services, but QM Bs with service use have fewer SNF admissions than SLMBs. Among those
with service use, QM Bs receive a more costly mix of home health services compared to SLMBs
and amore expensive mix of DME/supplier services compared to SSI beneficiaries.

QMB-plus States. Findings on relative service use in QMB-plus states are also
comparable to those for all states combined (Table 35). Findings generally differ because
significant findings for al states combined are not significant in QMB-plus states alone. Aswe
found for standard QM B benefit states, there are some significant differences in QMB-plus states
that were not observed in all states combined. Among those using home health services, QMBs
in QM B-plus states have higher expenditures than SLMBs. On the other hand, QM Bs use a
significantly less costly mix of MD/DO services, athough the actual magnitude of the difference
in expenditures per visit issmall ($1). QMBs also have significantly lower expenditures for
DME/supplier services compared to SSI beneficiaries (albeit only at p<.10 significance),
whereas QM Bs had significantly higher expenditures for these servicesin analyses of all states
combined.

The most striking difference identified in these analysesis the higher medical costsin
QMB-plus states compared to standard QM B benefit states. Asan example, SSI and SLMB
beneficiaries in standard QM B benefit states have average expenditures of approximately $1,600
for MD/DO services. In contrast, average expenditures for these servicesin QMB-plus statesis
approximately $2,000 per SSI beneficiary and $1,900 per SLMB beneficiary. This pattern of
higher expendituresin QM B-plus states holds for nearly every service analyzed. Unlike QMBS,
the Medicaid benefit provided to SSI and SLMB beneficiaries does not vary between QMB-plus
and standard QMB benefit states. Therefore, it islikely that these differences largely reflect
underlying differences in medical costs between QM B-plus and standard QMB benefit states.
As aresult, comparisons that involve standard benefit QM B and QM B-plus beneficiaries must
control for these underlying cost differences across states. Our multivariate analyses, discussed
in the following section, control for these differences.

Multivariate Analyses - Table 36 displays results from multivariate analyses of service
use for Medicare Savings Programs enrollees.>> The table presents findings on the odds of using
services, aswell as expenditures for those with service use. The statistics reported in the table
reflect utilization by QMB, QMB-plus, and SLMB beneficiaries relative to SSI beneficiaries. In
addition to reporting the significance of differences from the SSI population, we also present the
statistical significance of differences comparing QMB-plus and SLMB to standard benefit QMB
beneficiaries, and SLMB to QM B-plus beneficiaries.

55 Complete regression results are shown in Appendix L (TablesL1-L7).
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Table 34
Medicare Service Use and Expenditures by Type of Service
and Type of Enrollee, Standard QM B Benefit States, 2001

Type of Enrollee

Standard Benefi

Type of Service SS| QMB SLMB

(n=64,718)  (n=41,771) (n=11,898)
| npatient
Mean $ 3,364 3,359 3,524
% with use 24.3 26.7 £ 27.0
$/user 13,866 12,508 £ 13,077
Admissions/user 1.91 1.84 55 1.92 ¥¥¥
$/admission 7,126 6,724 £ 6,743
SNF
Mean $ 408 839 £ 639 ¥¥¥
% with use 37 7.2 £ 6.3 ¥¥¥
$/user 11,005 11,597 £ 10,209 **¥
Admissions/user 1.44 1.46 1.53 *¥
$/admission 8,072 8,482 * 6,955 ¥ *¥
Home Health
Mean $ 349 208 £ 342 ¥¥¥
% with use 8.5 7.5 HE 8.4 ¥¥¥
$luser 4,120 3,994 4,082
Visits/user 38.15 36.59 38.91
$ivisit 155 157 150 *¥
Outpatient Hospita
Mean $ 1,301 1,237 = 1,304
% with use 71.2 75.6 H£ 73.9 ¥¥¥
$/user 1,827 1,636 £ 1,766 **
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Table 34 (continued)

Medicare Service Use and Expenditures by Type of Service
and Type of Enrollee, Standard QM B Benefit States, 2001

Type of Enrollee

Standard Benefi
Type of Service SS| QMB SLMB
MD/DO Visits
Mean $ 1,591 1,554 ££ 1,505 ¥¥¥
% with use 88.6 90.5 £££ 88.9
$/user 1,795 1,718 £ 1,795 ¥¥
Visits/user 15.57 15.83 £ 15.87
$/visit 58 56 £ 56
Other Part B Providers
Mean $ 153 173 £ 126 ¥¥¥
% with use 418 48.7 £ 43,0 ¥¥¥
$luser 366 356 204 ¥¥¥
Visits/user 20.47 18.64 18.59
$visit 50 47 £ 49 ¥¥
DME/Supplier
Mean $ 640 781 £ 770 ¥¥¥
% with use 62.2 65.9 £££ 64.5
$/user 1,029 1,185 £ 1,193
NOTES:

EEE Significantly different from SSI at the 0.01 level.
£ Significantly different from SSI at the 0.05 level.
£ Significantly different from SSI at the 0.10 level.
¥¥¥ Significantly different from QMB at the 0.01 level.
*¥ Significantly different from QMB at the 0.05 level.

¥ Significantly different from QMB at the 0.10 level.
###

SOURCE: RTI anaysis of NCH 5% file, 2001.
PROGRAM: statdesl, statdes2, newsdesl, ewsdesl, s2.
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Table 35
Medicare Service Use and Expenditures by Type of Service
and Type of Enrollee, QMB-Plus States, 2001

Type of Enrollee

Type of Service SS| QMB-Plus SLMB
(n=70,518)  (n=34,399) (n=9,429)
[npatient
Mean $ 3,811 3,730 3979 ¥
% with use 24.3 26.4 H£ 27.2
$luser 15,975 14,118 £ 14,655
Admissions/user 1.93 1.84 £ 1.89
$/admission 8,126 7,514 £ 7472
SNF
Mean $ 490 944 £ 946
% with use 4.1 7.1 £ 7.7%
$luser 12,007 13,340 £ 12,358 ¥¥
Admissions/user 1.46 1.47 142
$/admission 8,514 9,719 £ 9,053 ¥
Home Hedth
Mean $ 371 299 HE£ 337 ¥¥
% with use 9.5 8.1 £ 10.2 ¥¥¥
$luser 3,918 3,675 3,316 ¥¥
Visits/user 32.07 32.03 29.94
$ivisit 176 162 - 165
Outpatient Hospita
Mean $ 1,379 1,343 1,345
% with use 69.0 75.7 FEE 73.2 ¥¥¥
$luser 1,998 1,774 £ 1,836
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Table 35 (continued)

Medicare Service Use and Expenditures by Type of Service

and Type of Enrollee, QMB-Plus States, 2001

Type of Enrollee

Type of Service SS| QMB-Plus SLMB
MD/DO Visits

Mean $ 2,012 1,856 £ 1,916 ¥*¥
% with use 89.7 92.1 £ 90.1
$/user 2,242 2,015 £ 2,107 ¥¥¥
Visits/user 17.99 18025 18.26
$Mvisit 64 60 £ 61 *¥¥
Other Part B Providers

Mean $ 165 191 £ 169 ¥¥
% with use 41,5 50.7 £ 495 ¥¥
$/user 376 308 £ 341*
Visits/user 18.28 18.04 16.88
$Mvisit 50 47 HE 49 ¥¥¥
DME/Supplier

Mean $ 838 800 * 720 ¥¥¥
% with use 65.3 66.2 ££ 65.2 *
$/user 1,284 1,208 = 1,105 *¥
NOTES.

£££

Significantly different from SS| at the 0.01 level.
Significantly different from SS| at the 0.05 level.
£ Significantly different from SSI at the 0.10 level.
¥¥¥ gignificantly different from QMB at the 0.01 level.
¥¥ Significantly different from QMB at the 0.05 level.
¥ Significantly different from QMB at the 0.10 level.
##% ggnificantly different from QMB-plus at the 0.01 level.
## Significantly different from QMB-plus at the 0.05 level.
# Significantly different from QMB-plus at the 0.10 level.

££

Source: RTI analysis of NCH 5% file, 2001.
Program: statdesl, statdes?, newsdesl, ewsdesl, S2.
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Table 36

Odds of Medicare Service Use and Percent Difference in Expenditures

by Type of Service and Type of Enrollee

Type of Enrollee

Standard Benefit
Type of Service OMB OMB-Plus SLMB
Inpatient
Odds of service use 1.001 1.004 1.012
% difference in expenditures of users -2.6% -1.6 0.2*
SNF
Odds of service use 1.518%* 1.493%¢ YRR
% difference in expenditures of users 155 18.4 45 ¥¥¥IRA
Home Health
Odds of service use 0.743%* 0.728"% 0.866 ¥ ¥¥###
% difference in expenditures of users 15 -0.5 -05
Odds of service use 1.107%* 1.127%* 1.005¥¥¥###
% difference in expenditures of users 2.4% 2.7% 2.2
MD/DOQ Visits
Odds of service use 1.007 1.194FEE¥¥¥ 0.891 HEE¥¥¥A##
% difference in expenditures of users -1.7% -0.3 -0.2
Other Part B Provider Visits
Odds of service use 1.157% 1.242 6% ¥¥ 1.0285¥¥¥###
% difference in expenditures of users 2.7% 1.2 7 EENNRARR
i
Odds of service use 1.066 1.099% 1.025%###
% difference in expenditures of users 130 5,0 BEE ¥ ¥¥ 6.3 FEE¥¥Y
NOTES:

Odds ratios and percent differences are relative to SSI.
N=227,731

EEE Significantly different from SSI at the 0.01 level.
£ Significantly different from SSI at the 0.05 level.
£ Significantly different from SSI at the 0.10 level.
¥¥¥ Significantly different from QMB at the 0.01 level.
*¥ Significantly different from QMB at the 0.05 level.
¥ Significantly different from QMB at the 0.10 level.
### ggnificantly different from QMB-plus at the 0.01 level.
## Significantly different from QMB-plus at the 0.05 level.
# Significantly different from QMB-plus at the 0.10 level.

SOURCE: RTI anaysis of NCH 5% file, 2001.
PROGRAM: newrlog, newrlog4.
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Findings from multivariate analyses of the probability of service use are generally
consistent with those from the descriptive analyses. QM B and QM B-plus beneficiaries are both
significantly more likely than SSI beneficiaries to use most types of service. However, asin the
descriptive findings, both groups are significantly less likely than SSI beneficiaries to use home
health services. Unlike the descriptive findings, after controlling for beneficiary characteristics
and residence, QM B and QM B-plus beneficiaries are not significantly more likely than SSI
beneficiaries to have an inpatient admission. In addition, the multivariate analysis showed no
significant difference between QMB and SSI beneficiaries in the likelihood of using MD/DO
services.

The overall pattern of higher service use among QMB compared to SSI beneficiariesis
somewhat surprising as these groups receive identical coverage for Medicare services. Indeed,
we expected that SSI beneficiaries might be higher service users due to their lower income.
However, it is possible that the QMB and QM B-plus programs attract a sicker pool of enrollees
than SSI. While QMB and QM B-plus beneficiaries enroll in the Medicare Savings Programs
specifically to receive medical benefits, SSI beneficiaries receive Medicaid by virtue of their
eigibility for SSI cash benefits. Indeed, in auto-accrete states, SSI beneficiaries are
automatically enrolled in Medicaid. Asaresult, the decision to apply for SSI benefits may be
less driven by medical needs than is the decision to enroll in the QMB and QM B-plus programs.
Differencesin relative use of SNF and home health services by SSI beneficiaries compared to
standard benefit QMB and QM B-plus beneficiaries also suggest that there may be differencesin
patterns of illness in these populations. SSI beneficiaries, who use more home health services,
may be more likely to have chronic conditions, while QMBs may be more likely to have acute
conditions that lead to post-acute SNF care.

As predicted, there are mainly no significant differences between standard benefit QM B
and QM B-plus beneficiariesin the likelihood of service use. However, QM B-plus beneficiaries
have nearly 20% greater odds of using MD/DO services than standard benefit QM Bs and about
7% greater odds of receiving services from other Part B providers. Although Medicaid
reimburses the Medicare Part B copayments and deductibles for both standard benefit QM Bs and
QMB-plus beneficiaries, differences in prescription drug coverage effect the use of other
services. Findings from beneficiary focus groups indicated that beneficiaries without
prescription drug coverage may avoid seeing aphysician if they believe the visit will resultin a
prescription for medications they cannot afford. Alternatively, greater use of prescription drugs
may increase the need for office visits to monitor medications or renew prescriptions.

Unlike QM B and QM B-plus beneficiaries, multivariate findings for SLMBs differ from
the descriptive analyses. Controlling for beneficiary characteristics and residence reduced the
likelihood of service use by SLMBs compared to SSI beneficiaries. Whereas descriptive results
showed that SLMBs were more likely than SSI beneficiaries to use inpatient, outpatient hospital,
and DME/supplier services, there were no significant differences in the multivariate analyses.
Similarly, multivariate results show that SLMBs are significantly less likely than SSI recipients
to use home health and MD/DO services, whereas there was no significant difference in the
descriptive analyses. However, consistent with the descriptive findings, SLMBs are substantially
more likely to use SNF services and marginally more likely to use other Part B provider services.
Although we expected SLMBs to have relatively lower use than SSI beneficiaries because of
their more limited benefit, as discussed above, the more mixed pattern of findings may reflect
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greater adverse selection in the SLMB program. In addition, greater use of SNF services may
indicate more acute healthcare needs in the SLMB population.

Consistent with our hypotheses, SLMBs are significantly less likely than standard benefit
QMB and QMB-plus beneficiariesto use al services other than inpatient, where there were no
significant differences, and home health, where SLMBs are significantly more likely to use
services. Unlike the descriptive findings, where differences between SLMBs and QMBs were
typically only afew percentage points, in multivariate analyses some of the differencesin the
likelihood of service use are quite large, particularly relative to QM B-plus beneficiaries. For
example, QM B-plus beneficiaries have more than 30% greater odds of having an MD/DO visit
than SLMBs and more than 20% greater odds of seeing other Part B providers.

There are generally fewer significant results in the lognormal regressions for
expenditures compared to the logistic regressions for the probability of service use. Among
those with service use, QMBs receiving standard benefits have significantly lower expenditures
for inpatient services and MD/DO services compared to SSI beneficiaries, although the
magnitude of the difference is small (2-3% less). On the other hand, relative to SSI, standard
benefit QMBs have significantly higher expenditures for SNF, outpatient hospital, other Part B
provider, and DME/supplier services. Differences for SNF and DME/supplier services are
particularly large (16% and 13%, respectively). There are fewer differences in expenditures
between QMB-plus and SSI beneficiaries. QM B-plus beneficiaries have significantly higher
expenditures for SNF, outpatient hospital, and DME/supplier services (5%). With the exception
of DME/supplier services, there are no significant differences in expenditures between standard
benefit QMBs and QM B-plus beneficiaries.

Unlike the descriptive findings, there are few differences in expenditures between
SLMBsand SSI beneficiaries. Among those with service use, SLMBs have 3% |lower
expenditures for other Part B providers compared to SSI recipients, and 6% higher expenditures
for DME/supplier services. There are also few differences between SLMB and QMB
beneficiaries. SLMBs have significantly lower expenditures than standard benefit QM Bs and
QMB-plus recipients for SNF and other Part B provider services. SLMBs also have significantly
lower expenditures than standard benefit QMBs for DME/supplier services and higher
expenditures for inpatient services (significant only at p<.10).

6.4.2 Comparison of Enrollees and Eligible Nonenrollees

This section describes our findings comparing enrollees and eligible nonenrollees based
on analyses of MCBS data. We expect enrollment in the Medicare Savings Programs to increase
utilization of Medicare services. Differences between enrollees and €ligible nonenrollees should
be smaller for SLMBs, who remain liable for Medicare copayments and deductibles.

We begin by comparing the characteristics of enrollees and nonenrollees. Thisis
followed by a discussion of descriptive findings on relative service use by these groups and then
adiscussion of the results of our multivariate analyses. The section concludes with an analysis
of the impact of adverse selection on differences in service use between enrollees and eligible
nonenrollees.

The service use analyses focus on four types of service: inpatient hospital, outpatient
hospital, total Part B, and office visits. For each type of service, the descriptive analyses
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compare average expenditures per beneficiary, probability of service use, and average
expenditures for those with service use. For inpatient hospital and office visits, we also compare
the quantity of servicesfor all beneficiaries and service users only.>¢ Aswedid in the NCH
analyses, we estimated a two-part multivariate model of service use. Thefirst part is aprobit
regression for the probability of service use and the second part is alognormal regression on
expenditures for those who had positive expenditures.>’

Beneficiary Characteristics - Table 37 compares the characteristics of beneficiaries
enrolled in the Medicare Savings Programs with eligible nonenrollees. Statistics are presented
separately for SSI, standard benefit QMB, QMB-plus, and SLMB enrollees and nonenrollees.

SSI enrollees are significantly more likely to be female than eligible nonenrollees. This
pattern is reversed for other categories of Medicare, athough the differenceis only significant
for standard benefit QMBs. SSI enrollees are significantly more likely to be non-White than
nonenrollees. This pattern holds for other Medicare Savings Programs categories, although the
differences are not statistically significant. For all groups, the age distribution of enrolleesis
significantly younger than that of eligible nonenrollees, with substantially higher proportions
under the age of 65. Enrollees are less educated than nonenrollees, although the differenceis
statistically significant only for the SSI and QMB-plus groups. Overall, education levels are low
—more than half of the Medicare beneficiariesin all groups have less than a high school
education. In all categories other than SSI, enrollees are significantly less likely to residein a
metropolitan statistical area (M SA) than nonenrollees. For both SSI and standard benefit QMBS,
there are also significant differences in the geographic distribution of beneficiaries. Enrollees are
more likely to live in the south and less likely to live in the eastern part of the country.

There are substantial differences between SSI enrollees and eligible nonenrollees in the
availability of social supports. Enrollees are significantly less likely to have children, less likely
to be married, and more likely to live alone. QMB enrollees are also less likely than
nonenrollees to have children. Although there are significant differences between the marital
status of QM B enrollees and nonenrollees, the pattern differs from SSI with a higher percentage
of widowed beneficiaries in the nonenrollee population. This likely reflects the higher
percentage of females in the nonenrollee population. On the other hand, there are no significant
differences along these dimensions between enrollees and nonenrollees for the QM B-plus and
SLMB populations.

% Service quantities are not meaningful for outpatient hospital and total Part B services because of the
heterogeneity of servicesincluded in these categories.

" We estimated a probit model, rather than a logistic model as we did in the NCH analyses, for consistency with
our adverse selection analyses, in which we estimated a bivariate probit model for the probability of service use
(see Section 6.4.3).
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Table 37
Characteristics of Beneficiaries by Program Eligibility and Enrollment Status

LT

Type of Beneficiary

SS| Standard Benefit QMB QMB-Plus SLMB
Eligible Eligible Eligible Eligible
Beneficiary Characteristic Enrollees Nonenrollees Enrollees  Nonenrollees  Enrollees  Nonenrollees Enrollees  Nonenrollees

(=2,430)  (n=778) (n=523) (n=597) (n=294) (n=197) (n=158) (n=725)

Female (%) 66.9 55.7 " 60.9 73077 63.2 69.5 59.2 66.1
Ra:e (%) *kk *
White 56.1 73.9 69.8 765 70.7 765 67.6 79.2
Black 26.6 171 226 16.7 24.7 20.7 27.7 16.6
Hispanic 9.7 4.7 4.4 34 2.3 1.1 2.8 2.0
All other races 7.8 44 32 34 0.2 16 19 2.2
Age (%) .
<65 34.4 29.0 336 18.9 35.6 14.7 319 14.7
65-74 30.6 319 312 26.0 28.4 36.8 30.1 30.7
75-84 247 26.5 25.4 324 25.6 329 30.0 347
85+ 10.4 12.7 9.8 227 10.4 15.6 8.0 19.9
Education (%) ’
Less than high school 73.2 58.6 70.5 63.4 66.2 55.3 65.6 62.4
High school graduate 24.3 33.8 26.3 32.7 284 40.7 325 33.9
College graduate 25 75 33 38 5.4 4.0 1.9 37
Resident of MSA (%) 67.2 711 50.6 610" 66.8 793" 54.0 68.8"
Census Region (%)
East 18.3 29.2 12.8 232 34.0 315 22.0 27.9
Midwest 8.9 105 10.2 2.9 10.1 105 14.6 12.1
South 51.6 427 62.9 57.8 55.9 58.1 57.8 49.6

West 212 17.6 14.2 9.1 0.0 0.0 55 10.3



Table 37 (continued)
Characteristics of Beneficiaries by Program Eligibility and Enrollment Status

Type of Beneficiary

8.LT

SS| Standard Benefit QMB QMB-Plus SLMB
Eligible Eligible Eligible Eligible

Beneficiary Characteristic Enrollees Nonenrollees Enrollees Nonenrollees Enrollees  Nonenrollees Enrollees  Nonenrollees
Has Living Children (%) 75.4 832" 77.0 813" 816 74.4 79.3 82.0
Marital Status (%) cod oo

Married 18.9 434 19.2 16.1 18.1 19.7 28.3 22.9

Widowed 38.8 304 431 58.1 46.0 56.6 44.8 55.1

Divorced/separated 194 14.4 185 13.7 16.4 8.8 13.6 13.9

Never married 229 11.9 19.3 12.1 19.6 14.9 133 8.1
Living Arrangement (%) cod

Livesaone 39.1 27.4 44.4 41.6 38.2 39.0 36.1 425

Lives with spouse 18.2 42.1 20.3 16.4 17.3 19.6 284 24.2

Lives with children 205 16.0 18.0 25.3 20.7 20.1 18.3 19.0

Other 22.1 145 17.3 16.7 23.8 21.4 17.2 14.3
Self-reported Health Status (%) Pee e

Excellent/very good 24.3 26.3 222 29.2 24.8 25.6 25.2 28.6

Good 316 29.5 27.5 32.8 29.3 394 26.1 30.0

Fair/poor 44.2 44.2 50.3 38.0 45.9 35.0 48.7 41.3
ADLS/IADLS (%) eP

None 313 38.2 26.6 33.2 29.9 321 23.7 32.7

IADLsonly 27.9 229 27.9 25.6 304 33.2 25.3 25.7

1-2ADLs 244 25.8 26.0 25.7 25.2 26.1 29.0 234

3+ ADLs 16.4 131 19.6 155 14.6 8.6 22.0 18.3



6.7

Table 37 (continued)
Characteristics of Beneficiaries by Program Eligibility and Enrollment Status

Type of Beneficiary

Ss Standard Benefit QM B QMB-Plus SLMB

Eligible Eligible Eligible Eligible
Beneficiary Characteristic Enrollees Nonenrollees Enrollees  Nonenrollees Enrollees  Nonenrollees  Enrollees  Nonenrollees
Number of Chronic Conditions 3.2 31 3.4 30% 38 327 38 33°
Originally Entitled Due to
Disability (65+ only) (%) 10.0 6.9 *¢ 16.5 8.0 *® 8.9 8.1 16.5 9.9 *®
Died (%) 2.7 5.4 **® 1.9 7.9 P0® 2.0 6.8 **¢ 15 9.6 **¢
Has Private Insurance (%) 4.1 451 **° 13.1 52.9 ¥ 9.0 57.0 **® 26.6 55.9 **¢
Has Other Public Coverage (% 6.3 98¢ 15.8 10.1 9.4 13.7 25.0 14.7 *®
Has Insurance that Covers
Prescription Medicine (%) 4.8 28.0 **? 5.2 21.9 **°® 9.7 24.4 **° 15.4 26.4

NOTES:
*®® ggnificantly different from enrollees at the 0.01 level.
% gignificantly different from enrollees at the 0.05 level.

® Significantly different from enrollees at the 0.10 level.

SOURCE: RTI analysis of MCBS Cost and Use Files (1995, 1997, and 1998) and corresponding Income and Asset supplements.

PROGRAM: ynstest02, ynxstestO7b, ynstestO1b, qt3, ynstestOl1



We examined a number of health statusindicators. The specific indicators that are
significant differ by Medicare Savings Programs category; however, in general it appears that
enrollees are in poorer health than eligible nonenrollees. Although there were no differences
between SSI enrollees and nonenrollees in self-reported health status, enrollees were
significantly less likely to have no ADLs or IADLs. While there were no significant differences
in the number of ADLs and |ADL s between enrollees and nonenrollees for the QMB and QMB-
plus populations, in both groups enrollees were substantially more likely to report themselves as
being in fair or poor health. There were no differences between SLMB enrollees and
nonenrollees along these dimensions, but SLMB enrollees report significantly greater numbers of
chronic conditions than eligible nonenrollees. QMB and QM B-plus enrollees also report
significantly more chronic conditions than eligible nonenrollees. For al groups other than
QMB-plus, enrollees over age 65 were more likely than eligible nonenrollees to have been
originally entitled to Medicare due to disability. Recall also that in all groups, alarger
proportion of enrollees are under age 65, virtually all of who are entitled due to disability.
Overall, a substantially higher proportion of enrollees are disabled. On the other hand, eligible
nonenrollees are more likely to have died during the study period than enrollees. Thislikely
reflects the older age distribution of the nonenrollee population.

Nonenrollees are more likely than enrollees to have sources of insurance coverage other
than Medicare and Medicaid. For al categories, nonenrollees are significantly more likely to
report having private insurance coverage. Relatively small percentages of enrollees have private
insurance coverage, while 45 to 56% of eligible nonenrollees say they have such coverage. Not
surprisingly given their relatively higher income and more restricted Medicaid benefits, SLMB
enrollees are the most likely category of beneficiaries to have private insurance — 27%. The
MCBS asks respondents whether they receive public coverage other than Medicare or Medicaid,
including state prescription drug programs. Among the SLMB population, enrollees (who are
not eligible for prescription drug benefits under Medicaid) are more likely than nonenrollees to
have such coverage. In contrast, SSI enrollees (who receive prescription drug coverage through
Medicaid) are less likely than eligible nonenrollees to have other forms of public coverage.
Although the differences are not significant for the standard benefit QM B and QM B-plus
populations, the direction of differencesis consistent with differencesin the drug benefits each
group receives through Medicaid — in the standard QM B benefit population, a higher percentage
of enrollees compared to nonenrollees have other public coverage, while alower percentage of
enrollees in QM B-plus programs have this coverage. In all groups, eligible nonenrollees are
substantially more likely than enrollees to report having insurance that covers prescription
medications.

Descriptive Analyses - Table 38 displays the utilization and costs of selected Medicare
services, comparing enrolleesto eligible nonenrollees. Statistics are reported separately for the
four categories of Medicare Savings Programs in order to identify whether differences between
enrollees and nonenrollees are associated with variation in the benefits to which enrollees are
entitled.

There are mainly no significant differences between enrollees and eligible nonenrollees
in the utilization and cost of inpatient services. However, enrollees are generally significantly
more likely to use all other service examined (outpatient hospital services, Part B services
overall, and office visits) and they mainly have significantly higher expenditures for these
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Table 38

Medicare Service Use and Expenditures by Type of Service and Program Eligibility and Enrollment Status

Program Eligibility

SSi Standard Benefit QMB QMB-Plus SLMB
Eligible Eligible Eligible Eligible

Type of Service Enrollees Nonenrollees Enrollees Nonenrollees  Enrollees Nonenrollees Enrollees  Nonenrollees

(n=2,430,  (n=778) (n=523) (n=597) (n=294) (n=197) (n=158) (n=725)
Inpatient
$ 2,437 2,636 2,658 2,743 2,963 3,189 3,801 3,299
# of admissions 0.345 0.346 0.429 0.403 0.506 0.370 0.620 0.423
% with use 21.6 21.8 26.1 21.8° 25.1 20.7 29.9 245
$/user 11,275 12,080 10,171 12,581 11,829 15,397 12,710 13,452
Admissions/user 1.60 1.59 1.64 1.85 2.02 1.79 2.07 1.73
Outpatient Hospital
$ 484 339 **¢ 463 360 ¢ 467 240 *°° 487 328¢
% with use 70.0 54.8 *°¢ 72.9 58.4 ¢ 74.9 65.5 ¢ 76.7 57.4 ®*®
$luser 692 620 635 616 623 366 ¢ 635 573
PatB
$ 1,771 1,469 *° 1,660 1,436 1,943 1,655 2,103 1,748
% with use 91.7 82.0 ® 93.8 87.6 7 95.4 88.7 ** 90.6 85.4
$luser 1,933 1,796 1,770 1,643 2,036 1,869 2,322 2,048
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Table 38 (continued)

Medicare Service Use and Expenditures by Type of Service and Program Eligibility and Enrollment Status

SS| Standard Benefit OMB QMB-Plus
Eligible Eligible Eligible Eligible

Type of Service Enrollees Nonenrollees Enrollees Nonenrollees  Enrollees  Nonenrollees Enrollees  Nonenrollees

(n=2,430) (n=778) (n=523) (n=597) (n=294) (n=197) (n=158) (n=725)
Office Vidits
$ 256 216 **° 247 193 ***® 257 221 271 203 **
# of visits 5.85 4.90 **° 6.34 4.58 **° 6.45 5.47 6.68 4.87 **°
% with use 78.8 71.4 °%° 85.2 74.4 83.0 7557 79.1 71.7
$user 325 303 290 260 310 292 343 283 ¢
Visits/user 7.43 6.87 7.44 6.16 ¢ 7.77 7.26 8.45 6.79 **®
NOTES:

[OXON O]

SOURCE: RTI analysis of MCBS Cost and Use Files (1995, 1997, and 1998) and corresponding Income and Asset supplements.

PROGRAM: ynstest02, ynxstestO7b.

Significantly different from enrollees at the 0.01 level.
®® gignificantly different from enrollees at the 0.05 level.
® Significantly different from enrollees at the 0.10 level.



services. While not al differences are significant, there is a consistent pattern of higher service
use and costs for enrollees compared to nonenrollees.

Across all digibility groups, enrollees have significantly higher reimbursed amounts for
outpatient hospital services. The differenceis particularly large for QM B-plus beneficiaries,
where reimbursed amounts for enrollees are nearly double those of eligible nonenrollees. In all
groups, enrollees are also substantially more likely to use outpatient hospital services, with
differences ranging from approximately 20 percentage points (SLMB) to roughly 10 percentage
points (QMB-plus). With the exception of the QM B-plus category, differencesin the likelihood
of using services mainly explain the difference between enrollees and eligible nonenrolleesin
overall reimbursements and there are no significant differences in reimbursed amounts for
outpatient hospital services among those with service use. The powerful impact enrollment on
outpatient hospital services may reflect the historically higher levels of copayments for these
services. Dueto atechnicality in the Medicare law that was not corrected until August 2000
with the implementation of outpatient prospective payment, copayments for outpatient hospital
services were based on billed charges. Asaresult, beneficiary copayments were approximately
50% of hospital outpatient payments and price may have been a greater barrier to use of
outpatient hospital services (MedPAC, 2001).

Enrollees are more likely than nonenrollees to use Part B services of any kind, although
the difference for the SLMB group is not significant. Enrollees also have higher allowed
charges, but the differenceis only significant for the SSI group and there are no significant
differencesin allowed charges for users only. Nonetheless, in all cases mean alowed charges
are higher for enrollees. The absence of significant differences reflects the relatively small
sample sizesin these analyses and high variability of allowed charges across beneficiaries.

Similar to Part B services overal, enrollees are more likely than nonenrollees to have an
office visit, although the difference is only significant at the 10% level for the QM B-plus
population and insignificant for SLMBs. Other than the QMB-plus group, enrollees also have
significantly higher allowed charges and a greater average number of office visits than
nonenrollees. For those beneficiaries that had an office visit, there are generally no significant
differencesin allowed charges between enrollees and eligible nonenrollees (although the
differencein the SLMB group is significant at p<.10). Both standard benefit QMB and SLMB
enrollees with at least one office visit had significantly more visits than their nonenrollee
counterparts.

Multivariate Analyses - Asdiscussed earlier in this section, characteristics of enrollees
and eligible nonenrollees differ substantially along many dimensions. These differences, as well
asthe Medicaid benefits they receive, may explain the greater levels of service use by enrollees.
We used multivariate analysis to control for differencesin beneficiary characteristicsin order to
isolate the impact of the Medicaid benefits provided to Medicare Savings Programs enrollees on
serviceuse. The beneficiary characteristics in the multivariate analyses include
sociodemographic characteristics, availability of social supports, health status, and other
insurance coverage.
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Multivariate analyses confirm and strengthen the results of our descriptive analyses
(Table 39).58 As hypothesized, enrollees in each of the four Medicare Savings Programs groups
are significantly more likely than nonenrollees to use outpatient hospital services, Part B services
overall, and office visits, even after controlling for their poorer health status. SSI, standard
benefit QMB, and SLMB enrollees are also significantly more likely than eligible nonenrollees
to have an inpatient admission, although the results for QMBs and SLMBs are only significant at
p<.10. Asin the descriptive analyses, the difference in the probability of service use between
enrollees and nonenrollees are largest for outpatient hospital services, ranging from 23%
(SLMB) to 12% (standard benefit QMB). Enrollment also had alarge effect on the probability
of having an office visit. QMB-plusand SLMB enrollees are about 16% more likely than their
nonenrollee counterparts to have an office visit, while SSI and standard benefit QM Bs are about
12% more likely than eligible nonenrollees. Theimpact of enrollment on the probability of
using any Part B services was 7% for al groups except SSI, for which it was 11%. The strength
of the impact of enrollment for the SLMB population is particularly notable given that they
remain liable for Medicare copayments and deductibles. However, coverage of the Part B
premium provides them with additional disposable income that can be used to purchase
additional medical care.

For those with some service use, enrollment in the Medicare Savings Programs
significantly increased allowed charges for Part B services and office visits for all groups except
QMB-plus. Thefailureto find asignificant impact on Part B visits for QM B-plus enrollees
likely reflects the small sample size for this population. SSI enrollment also had a significant,
positive impact on reimbursed amounts for outpatient hospital services. Enrollment did not have
asignificant positive impact on payments for inpatient services. However, among those that had
an inpatient stay, beneficiaries enrolled in standard benefit QMB and QM B-plus programs have
approximately 40% lower inpatient payments than their eligible, nonenrollee counterparts.

As described in Section 6.3.2, the income distribution of our eligible, nonenrollee group
differs systematically from that of the enrollee sample. To test the sensitivity of our findings to
these differing income distributions, we re-estimated our multivariate model, restricting the
enrollee sample to the income ranges used to identify eligible nonenrollees.>® Findings from
these restricted analyses were consistent with those from the full sample. The impact of
enrollment remained significant for al categories where it was significant in the full sample,
with the exception of those variables that had been significant only at p<.10 in the full sample
which became insignificant in the restricted sample. In addition, there were only modest changes
in the magnitude of the impact of enrollment on the probability of service use and service costs.

58 Complete Regression results are shown in Appendix L (Tables L8-L.23).

*® These are: less than 80% of FPL for the SSI population, 80-100% of FPL for the standard benefit QMB and
QMB-plus populations, and 100-120% of FPL for the SLMB population.
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Table 39
Impact of Enrollment on Probability of Medicare Service Use
and Expenditures by Type of Service and Program Eligibility

Program Eligibility

Standard
Type of Service SSi Benefit OMB ~ QMB-Plus SLMB
(n=3,200) (n=1,120) (n=488) (n=881)
| npatient
% difference in probability of use 7.2 %** 6.3 * 33 95*
% difference in expenditures of users 0.4 -39.4 *** -40.8 ** 15.2
Outpatient Hospital
% differencein probability of use 17.6 *** 12.1** 12.8 ** 23.3 ¥**
% difference in expenditures of users 28.3 ** 52 34.1 16.5
Part B
% difference in probability of use 10.7 *** 6.8 *** 6.9 *** 6.5 ***
% difference in expenditures of users 49.5 *** 18.1* 18.9 54.8 ***
Office Visits
% differencein probability of use 11.8 *** 11.8 *** 15.7 *** 15.9 ***
% difference in expenditures of users 20.0 *** 26.3 *** 2.2 22.1 **
NOTES:

Percent differences are enrollees relative to eligible nonenrollees.

*** Gignificantly different from eligible nonenrollees at the 0.01 level.
** Significantly different from eligible nonenrollees at the 0.05 level.
* Significantly different from eligible nonenrollees at the 0.10 level.

SOURCE: RTI analysis of MCBS Cost and Use Files (1995, 1997, and 1998) and
corresponding Income and Asset supplements.

PROGRAM: ynxstestO6X 2, ynstestO4b.
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6.4.3 Adverse Selection Analyses

Our finding that enrollment in the Medicare Savings Programs has a positive impact on
service use is consistent with the hypothesis that eliminating or reducing cost-sharing increases
demand for health care services. Nonetheless, some of the difference in service use may also be
due to differences between enrollees and eligible nonenrolleesin health status or other factors
that affect the propensity to seek care. Indeed, both findings from our beneficiary survey (see
Chapter 2) and our comparison of service use prior to enrollment in the Medicare Savings
Programs (Chapter 3) indicate that hospitalizations are an important precipitating event for
program enroliment. To the extent that beneficiaries were hospitalized for chronic conditions,
this could predict higher levels of ongoing service use.

Although our multivariate analyses control for numerous characteristics that are expected
to influence service use, including several measures of health status, it is possible that there
remain unmeasured differences between enrollees and their nonenrollees counterparts that
contribute to the finding that enroliment is positively related to service use. Previous research by
Parente and Evans (1998) used an instrumental variables approach to control for the possibility
that adverse selection in enrollment contributes to higher levels of service use among QMB
enrollees compared to nonenrollees. After instrumenting for QMB enrollment, they found little
change in the magnitude of the effect of QMB enrollment on Part B service use overall, although
parameters were imprecisely estimated and no longer significant. However, the effect of QMB
enrollment on the probability of having some Part A use fell substantially and was no longer
significant. The authors interpreted these findings as suggesting that the effect of QMB
enrollment on Part A use is driven by adverse selection, while the effect on Part B useisdriven
by the elimination of cost-sharing liabilities. However, the authors note that their ability to draw
conclusions is limited by the imprecision of their estimates. Pezzin and Kasper (2002) also used
an instrumental variables approach and found only a modest impact of Medicare Savings
Program enrollment on service use after controlling for adverse selection. However, even after
correcting for self-selection, enrollees were more likely than nonenrollees to have an outpatient
hospital department or physician office visit.

Both of these previous studies combined SSI and QM B beneficiariesin their study
populations. Given the much higher rate of Medicare Savings Programs enrollment among
beneficiaries eligible for SSI compared to those eligible for QM B, the enrollee population is
undoubtedly dominated by SSI recipients. In contrast, beneficiaries that qualify for the QMB
program are disproportionately represented in the nonenrollee population. Asaresult,
differences they find between the enrollee and nonenrollee popul ations may be confounded by
differences between the SSI and QM B populations.

Statistical Methods - To address this limitation, we analyze the impact of adverse
selection on differences in service use for enrollees and eligible nonenrollees separately for our
four subpopulations— SSI , QMB in standard benefit states, QMB in QM B-plus states, and
SLMB. Asin previous studies, we use instrumental variables to control for the impact of
adverse selection in the decision to enroll on differences in service use observed between
enrollees and nonenrollees. We estimated bivariate probit models as the instrumental variables
counterpart of the probit models reported in Section 6.4.2. Similarly, the lognormal models
reported previously were replicated using instrumental variablesin atwo-stage least squares
model.
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The variables selected as instruments should predict enrollment in the Medicare Savings
Programs, but should be uncorrelated with service use. The instruments used for each
subpopulation are shown in Table 40. As described below, the set of instruments varied by
subpopul ation based on the results of descriptive analyses and our hypotheses about the impact
of certain program variables on specific groups.

The set of instruments for all of the subpopulations included a dummy variable for
whether the beneficiary rents her home.60 Descriptive comparisons showed that enrolleesin
each of the subpopulations were substantially more likely to rent than nonenrollees. These
differences were statistically significant for each of the subpopulations except QMB-plus. We
hypothesized that renters would be more likely to enroll in these programs because homeowners
might believe their assets were too high to qualify or they might be reluctant to enroll because of
concerns about losing their home due to estate recovery. In addition, our beneficiary survey and
focus groups showed that moving to subsidized housing often precipitates enrollment in the
Medicare Savings Programs and service coordinators at senior housing frequently educate
residents about these programs.

Our list of potential instruments also included various state outreach and enrollment
activities that were identified as being related to enrollment rates either in our state enrollment
analysis (Chapter 5) or our beneficiary survey analysis (Chapter 2).61 The specific outreach and
enrollment activities used as instruments for each subpopulation were those where we found
significant differences between enrollees and nonenrolleesin that group.

|t is possible that home ownership could predict service use since enrollees can liquidate their assets, including
their home, in order to purchase health care services. We tested this by re-estimating our multivariate models for
the probability of service use and expenditures for those with service use, adding adummy variable for being a
renter to thislist of variablesincluded in the multivariate models described in the preceding section. Based on
the hypothesis that homeowners have greater assets, which can be used to purchase health care services, we
would expect to find that being a renter has a negative impact on service use. Of the 16 regressions for the
probability of service use, renting had a significant impact in two cases — the probability of outpatient hospital
use and probability of any Part B use for the SSI population. Being arenter was significant in 2 the 16
expenditure regressions — office visit expenditures for the SSI population and inpatient expenditures for the
standard QM B benefit population. For the SSI population, contrary to the hypothesized effect, the impact of
renting was positive. Given that being a renter was generally not a significant predictor of service use, we used it
as an instrument in our models.

®. The outreach and enrollment activities that were considered as potential instruments were: any type of live

presentation, presentations at health fairs, small group presentations, one-on-one presentations, training outreach
workers, partnerships with community health centers, partnerships with advocacy organizations, use of a
shortened application, liberalization of asset tests, allowing self-declaration of income and assets, not requiring
in-person interviews, automeatic redetermination, and automatic screening for other programs.

Data on outreach activities were drawn from the state outreach survey for 1999, the earliest year collected, but
after the time period covered in our MCBS analyses. Asaresult, the predictive power of these variables will be
limited unless states were conducting the activities prior to 1999. Outreach and enrollment measures could also
be correlated with prior years enrollment if the direction of causality isreversed —i.e., if states with low takeup
rates are more likely to adopt outreach activities or ssmplify enrollments processes. Indeed, the state enrollment
analysis (Chapter 5) and beneficiary survey analysis (Chapter 2) did identify this type of relationship.
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Table 40
Impact of Instrumental Variables on Probability of Enrollment by Program Eligibility

Program Eligibility

Standard Benefit

Instrumental Variable SS| QMB QMB-Plus SLMB

(n=3,200) (n=1,120) (n=488) (n=881)
Rent 13.1 *** 12.3 *** 0.0 2.2
Any live presentations 95*
Health fair presentations -1.1 -10.2 -9.1**
One-on-one presentations 16.7
Outreach worker training -2.6 -71.4**
CHC partnership -1.2
Advocacy group partnership 2.6 -18.8* 04
Automatic redetermination 8.0* 8.7
Shortened application 14.6 **
Automatic screening 13.5 **
Self-declaration of inc.& assets -52.5 ***
§1643 state 4.5
QMB-plus state 6.2 **
% elderly 0.6
NOTES:

Percent differences are enrollees relative to eigible nonenrollees.

*** Significantly different from eligible nonenrollees at the 0.01 level
** Significantly different from eligible nonenrollees at the 0.05 level.
* Significantly different from eligible nonenrollees at the 0.10 level.

SOURCE: RTI analysis of MCBS Cost and Use Files (1995, 1997, and 1998) and

corresponding Income and Asset supplements.
PROGRAM: zstest10a.
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In addition, for the SSI analysis, we included a variable for the percent of the population
in astate that is elderly. We hypothesized that enrollment might be higher in states with alarge
elderly population. In descriptive analyses, however, this variable only differed significantly
between enrollees and nonenrollees for the SSI population. The set of instruments for the SSI
population also included a variable for whether the beneficiary livesin a state has a 81634
agreement with the Social Security Administration to automatically buy all SSI beneficiariesinto
Medicaid. In these states, Medicare Savings Program enrollment among SSI recipients should
be virtually 100% since Medicaid buy-in does not require any action by the beneficiary. The
SLMB analysisincluded a variable for whether the beneficiary livesin a state that offers QM B-
plus benefits. We hypothesized that beneficiaries in QM B-plus states have a greater incentive to
apply for the Medicare Savings Programs because of the richer benefit package offered to
QMBs. Although SLMBsreceive the same benefit in al states, beneficiaries may not know
which program they qualify for at the time they apply.

To test the power of our instruments, we estimated probit models for the probability of
enrolling in the Medicare Savings Programs for each of the four subpopulations. The models
included the specific instruments identified for each subpopulation, as well as the set of variables
included in our service use regressions.2 Table 40 shows the impact of the instruments on the
probability of enrollment for each subpopulation. In all cases the set of instruments for the
subpopulation are jointly significant at p<.01. In addition, for each subpopulation at least one
instrument is significant at p<.05 or better. The standard benefit QMB and SLMB
subpopul ations each have three instruments that are statistically significant at p<.05 or higher.
Nonetheless, it is still possible that our instruments are not sufficiently strong predictors of
enrollment.

We used bivariate probit to estimate the probability of using services, correcting for
adverse selection in enrollment.63 Two-stage least squares was used to estimate expenditures for
those with service use, again correcting for adverse selection.64 Both the bivariate probit and
two-stage least squares models included the variables from our basic service use regressions, as
well as the instruments for the specific subpopulation. The variable for having an income greater
than the poverty level was omitted from the bivariate probit and two-stage least squares models
because this variable was used to define the nonenrollee population. Therefore, it could not be
used in the portion of these models that predicted program enroliment. To test the impact of
excluding the income variable, we re-estimated our main service use models excluding this
variable. In general, excluding the income variable had a minor impact on the estimated effect of
program enrollment on service use. However, for consistency, we compare the results from our

2" The dummy variable for having an income greater than poverty was excluded from these models. Because

income was used to identify the eligible nonenrollee population, it was a perfect predictor of enrollment.

8 Itisnot possible to estimate bivariate probit models that fully correct for complex sample designin STATA.

Our bivariate probit models correct for clustering by primary sampling unit, but do not account for the
gtratification in sample selection. Asaresult, the standard errorsin our bivariate probit analyses will tend to be
somewhat smaller than those in the corresponding probit analyses, which fully corrected for the complex sample
designinthe MCBS.

& We attempted to estimate a treatment effects model, which can be used to estimate the effect of a binary
endogenous variable on a continuous variable. Because this model would not converge, we used two-stage least
squares instrumental variable analysisinstead.
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bivariate probit and two-stage least squares models with results from probit and lognormal
models that do not include the income variable.

Results of Instrumental Variable Analyses - Estimates of the impact of enrollment on
service use from the bivariate probit and two-stage least squares models that control for adverse
selection in enrollment are shown in Table 41. For comparison, we also show results from probit
and lognormal models. If poorer health status or other characteristics of the enrollee population
contribute to the finding that they use more services than nonenrollees, we would expect to find
smaller differencesin service use between these groups in models that control for adverse
selection. For example, if there is no significant difference in service use between enrollees and
nonenrollees after controlling for adverse selection, this suggests that differences found in
models that do not correct for selection are explained entirely by beneficiary characteristics and
program enrollment has no impact on utilization. A finding of asmaller, but significant, positive
effect of enrollment on service use implies that enrollment in the Medicare Savings Programs
increases service use, but the magnitude of the impact is overstated in models that do not correct
for adverse selection. On the other hand, alarger positive effect of enrollment on service use
after controlling for selection implies that Medicare Savings Programs enrollees are healthier or
have other characteristics that make them less likely to seek care than nonenrollees. In this case,
models that do not correct for selection understate the positive impact of enrollment on service
use. Finally, asignificant negative effect of enrollment on service use suggests that positive
effects of enrollment found in models that do not control for selection are completely explained
by beneficiary characteristics and program enrollment is actually associated with reductionsin
service use. Although thisresult generally is not expected, improved access to certain services
might reduce utilization of other types of care. For example, increased utilization of outpatient
services might lower inpatient admissions.

The impact of enrollment on service useisimprecisely estimated in our selection models,
particularly in models of expenditures for beneficiaries with service use.® In anumber of cases
large estimated effects are insignificant (e.g., outpatient hospital expenditures for all four
populations) and in others significant effects are implausibly large (e.g., models for Part B
expenditures and office visit expenditures for the SSI population).

Given these resullts, it is difficult to assess whether selection explains differencesin
service use between enrollees and nonenrollees. For the SSI population, the results suggest that
greater service use by enrollees compared to nonenrollees is not explained by differential
selection in enrollment. With the exception of inpatient and outpatient hospital expenditures, we
still find that enrollment has a significant, positive impact on service. |f anything, the magnitude
of the positive effect becomes larger in the selection models. Although the impact of enrollment

The bivariate probit results may be sensitive to the model’ s assumption that the error termsin the probability of
enrollment and probability of use equations are distributed bivariate normal. To test the impact of this
distributional assumption on the results of the bivariate probit models, we estimated ordinary least squares and
two-stage least squares analogs of our probit and bivariate probit models. We then compared results from the
two-stage least squares models with those from the ordinary least squares models, looking at the direction and
general magnitude of the change in effect. The results from this set of analyses were generally consistent with
those from the probit and bivariate probit models. Thus, it appears that our results are robust to the distributional
assumptions of the bivariate probit model.
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Table41
Impact of Enrollment on Probability of Medicare Service Use and Expenditures
by Type of Service and Program Eligibility: Comparison of Main Model Results and Selection Corrected Results

Program Eligibility

SSl Standard Benefit QMB QMB-Plus SLMB
(n=3,200) (n=1,120) (n=488) (n=881)
Main Selection Main Selection Main Selection Main Selection
Type of Service Model Model Model Model Model Model Model Model
Inpatient
% differencein probability of use 7.3 *** 21.8 ** 8.4 *** 27.3 *** 6.1 17.9 9.2 ** -20.8
% difference in expenditures of users 0.7 -69.6 ** -194 * -55.1 ** -41.8 ** -64.9 32 -68.0
Hospital Outpatient Department
% differencein probability of use 17.6 *** 38.9 *** 13.4 *** 24.7 10.7 * -15.0 212 *** 410 ***
% difference in expenditures of users  28.4 ** 138.6 145 124.6 30.5 -80.3 11.3 -77.0
Part B
% difference in probability of use 10.7 *** 25,9 ** 6.8 *** 80* 7.3 *** -10.5 4.9 *** 4D 4 ***
% difference in expenditures of users  49.6 ***  334.7 ** 34.4 *** 61.0 234 56.5 37.7 ** -79.7
Office Visits
% difference in probability of use 11.8 *** 34.0 *** 12.6 *** 104 15.9 *** -0.6 11.8 ** -22.6
% difference in expenditures of users  20.0 ***  410.9 *** 29.2 *** 16 10.1 -27.3 18.3 * -76.7
NOTES:

Percent differences are enrollees relative to eigible nonenrollees.

**% Gjgnificantly different from eligible nonenrollees at the 0.01 level.
** Significantly different from eligible nonenrollees at the 0.05 level.
* Significantly different from eligible nonenrollees at the 0.10 level.

SOURCE: RTI anaysis of MCBS Cost and Use Files (1995, 1997, and 1998) and corresponding Income and Asset supplements.
PROGRAM: zstestO6x2, zstestO4b, stest30, new16, new16b.



on outpatient hospital expendituresisinsignificant in the two-stage least squares models, the
estimated effect islarge and positive. On the other hand, the estimated effect of SSI enrollment
on inpatient expenditures, which was insignificant in the lognormal model, is negative and
significant in the two-stage least squares model.

The results for the standard benefit QMB population are more mixed. Bivariate probit
models show that standard benefit QMB enrollees are significantly more likely to use inpatient
services and Part B services overall and the magnitude of the effect is larger than that in models
that do not correct for selection. With the exception of inpatient expenditures, the other
estimated effects of QM B enrollment are insignificant, although in some cases the magnitude of
the estimated positive effect islarger than it was in the models that do not correct for selection
(outpatient hospital probability of use and expenditures, as well as Part B expenditures). On the
other hand, the negative impact of enrollment on inpatient expenditures for those that had an
admission becomes larger and more significant in the selection models.

Findings for the QM B-plus and SLMB popul ations support the hypothesis that adverse
selection explains the positive impact of enrollment on service use. The estimated impact of
enrollment on service useis never significant in the bivariate probit and two-stage-least squares
models for the QM B-plus population. In each of the service categories for which there was a
positive, significant effect in the main models, the estimated effect is negative and insignificant
in the selection models. This pattern also holds for the SLMB population, although in two cases
we find significant negative effects of enrollment in the selection models (probability of
outpatient hospital use and probability of Part B use).

It islikely that the models for the QM B-plus population are imprecisely estimated given
the small sample size for this subpopulation. The absence of asignificant impact of Medicare
Savings Programs enrollment on service use is most plausible for the SLMB population, given
that they only receive coverage of the Part B premium and they remain responsible for the
deductibles and copayments for Medicare services. However, it is not clear why enrollment
would be associated with lower probabilities of service use.

6.5  Out-of-Pocket Expenditure Findings

There are three pathways through which enrollment in the Medicare Savings Programs
can affect beneficiary out-of-pocket costs: (1) the impact on the probability of utilization, (2) the
impact on the probability of having any out-of-pocket expenditures for those who use services,
and (3) the impact on the amount of out-of-pocket expenditures given that there are positive out-
of-pocket expenditures. This breakdown can be expressed by the following three-part model:

OOP Expenditures _ Users » Any OOP Expenditures » OOP Expenditures
Beneficiary Beneficiaries User Any OOP Expenditures
%/—/
Utilization Rate probability of OOP expenditures

total OOP expenditures

given utilization given OOP expenditures

where the |eft-hand side of the equation is the mean out-of-pocket expenditures (OOP) per
beneficiary. We present our descriptive results using this three-part model for out-of-pocket
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expenditures on: (1) medical provider services, (2) outpatient hospital services, (3) prescribed
medicine, and (4) all medical services.

For the descriptive analysis of out-of-pocket expenditures on all medical services plusall
premiums, a two-part model is employed:

OOP Expenditures _ Any OOP Expenditures « OOP Expenditures

Beneficiary - Beneficiary Any OOP Expenditures

probablility of OOP expenditures total OOP expenditures
given OOP expenditures

In this case, we omit the term for the probability of service use because a beneficiary might not
use any medical services, but still could have out-of-pocket expenditures if she had a Medigap
policy or paid Medicare Part B premiums.

In addition to the descriptive analyses, we conducted multivariate analyses of out-of-
pocket expenditures to control for factors other than Medicare Savings Programs enrollment that
might determine medical care spending. The variablesin our multivariate models, which are
described in Section 6.3.2, include sociodemographic characteristics, avail ability of social
supports, health status, and other insurance coverage. Our multivariate comparisons by type of
enrollee also include a control for residing in a QM B-plus state.

For the multivariate analysis, the two-part model was utilized. Aswill be seenin the
findings from our descriptive analyses, utilization rates and the probabilities of having out-of-
pocket expenditures conditional on using a service often are very high and do not exhibit enough
variation to support multivariate analyses, particularly in our relatively small sample. Thefirst
part of each model was estimated using a probit regression where the dependent variable was
whether a beneficiary had out-of-pocket expenditures. There was a separate probit regression for
each of the four enrollee/nonenrollee comparisons. Additionally, there was a pooled probit
regression that allowed for comparisons between the enrollee groups. The second part of the
two-part model was an ordinary least squares regression using the natural logarithm of out-of-
pocket expenditures as the dependent variable. It was estimated using only those beneficiaries
that had out-of-pocket expenditures for amedical service.

6.5.1 Comparison by Type of Enrollee

As described in Section 6.2, we hypothesize that out-of-pocket health expenditures
(including al premiums) will be lowest for the Medicare Savings Programs with the most
comprehensive benefits. Since the standard Medicaid program that covers SSI enrollees and
QMB-plus enrollees is more comprehensive than the standard benefit QMB and the SLMB
programs, it is expected that SSI and QM B-plus enrollees will have lower out-of-pocket
expenditures than standard benefit QMB enrollees and SLMB enrollees. Standard benefit QM B
enrollees, in turn, are expected to have lower out-of-pocket expenditures than SLMB enrollees.

We also predict that enrollees with coverage for medical services not typically covered
by Medicare (e.g., outpatient prescription drugs) will have lower out-of-pocket expenditures than
enrollees without such coverage. Thus, SSI and QMB-plus enrollees are expected to have lower
out-of-pocket expenditures on prescription drugs than standard benefit QMBs and SLMBs. The
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demand for prescription drugs by both standard benefit QMB and SLMB enrolleesis influenced
by a similar income effect due to reduced Part B premiums. However, even though the standard
benefit QMB package does not include prescription drugs, the reduced co-insurance rates on
Medicare covered services frees resources that alow standard benefit QM Bs to possibly have a
higher demand for prescription drugs than SLMBs. However, as discussed previoudly,
differences between enrollee groups that are not controlled for in our analyses may also influence
relative service use and out-of-pocket costs. For example, SLMBs by definition have higher
incomes than QMBs. Thus, while SLMBs have greater liability for Medicare co-insurance, it is
not clear that they have less income to spend on outpatient prescription drugs.

Descriptive Analyses - SSI enrollees had the lowest out-of-pocket health expenditures
(including premiums) at $427 per beneficiary, followed by QMB-plus enrollees with $1,058 per
beneficiary, standard benefit QM Bs with $1,074 per beneficiary, and SLMB with $2,216 per
beneficiary (Table 42). Except for the QM B-plus/standard benefit QM B comparison, al of the
differences are statistically significant. The pattern of out-of-pocket health expenditures
(including premiums) for those with some out-of-pocket expendituresis similar to that for per
beneficiary expenditures. The most surprising result is that the out-of-pocket expenditures for
QMB-plus enrollees are about the same as the out-of -pocket expenditures for standard benefit
QMBsenrollees. Thisis possibly due to the fact that QM B-plus states have higher medical care
prices than the standard benefit QMB states. We control for these cost differencesin our
multivariate analyses.

The pattern of out-of-pocket expenditures on medical care (excluding premiums) by type
of enrolleeis similar to that for all out-of-pocket expenditures. There are fewer significant
differences by type of enrollee in out-of-pocket expenditures for medical providers and
outpatient hospital services. However, these services also follow the pattern observed for total
out-of-pocket costs.

For prescription drugs, not surprisingly, SSI and QM B-plus enrollees had much lower
out-of-pocket expenditures than standard benefit QMB and SLMB enrollees. Standard benefit
QMB enrollees have lower out-of-pocket expenditures for prescription drugs than SLMB
enrollees, although neither group has coverage for outpatient prescription drugs. As described
previoudly, it isnot clear a priori whether QMBs or SLMBs would have higher out-of-pocket
costs for prescriptions. We might have expected standard benefit QMBS to use more
prescription drugs (and hence have higher out-of-pocket expenditures) than SLMBs because
QMBs receive coverage of Medicare coinsurance and deductibles. This provides them with net
income that can be used to purchase additional medical care services. Alternatively, differences
between the QMB and SLMB populations, particularly the higher incomes of SLMBs, might
result in greater prescription drug use and higher out-of-pocket costs for SLMBs. Our finding of
greater out-of-pocket prescription drug costs for SLMBs suggest that the effects of their higher
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Table 42
Utilization and Out-of-Pocket (OOP) Expenditures by Type of Service and Type of Enrollee

Type of Enrollee

Standard Benefit
Type of Service SS| QMB QMB-Plus SLMB
(n=3,208) (n=1,120) (n=491) (n=883)

Medical Provider

Mean OOP expenditures per beneficiary 168 202 H£ 590 *¥ 773 B ¥¥X

% with use 93.9 95.1 97.3% 94.3

% with OOP/ use 51.4 70.9 #* 67.7 % 03.g BEE ¥¥ X HAH

Mean OOP expendituress OOP 347 432 896 874 FEE ¥¥¥
Outpatient Hospital

Mean OOP expenditures per beneficiary 34 88t 99 23g HEE XX A

% with use 73.1 77.0 78.2 796 *

% with OOP/ use 14.4 31.9 ** 21.6 ¥ 75.9 BE ¥ FRARE

Mean OOP expendituress OOP 321 357 585 395
Prescription Medicine

Mean OOP expenditures per beneficiary 79 373 £ 197 B ¥¥¥ 515 HEE ##A

% with use 89.4 90.8 91.1 91.6

% with OOP/ use 70.4 83.7 90.3 0p.3 EEE ¥¥¥A

M ean OOP expenditures’OOP 126 491 £ 23 HEE ¥¥¥ 583 FEE . # A
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Table 42 (continued)
Utilization and Out-of-Pocket (OOP) Expenditures by Type of Service and Type of Enrollee

Type of Enrollee

Standard Benefit
Type of Service S8 QMB QMB-Plus SLMB
All Medical Care Services
Mean OOP expenditures per beneficiary 402 945 £EE 963 1948 BB ¥ ¥, A
% with use 96.1 98.0 97.4 96.9
% with OOP/ use 84.5 92.9 £ 06.2 FEE ¥ 98.4 £ ##
Mean OOP expendituress OOP 495 1038 £££ 1028 2043 HE ¥¥%#H
Medical Care plus All Premiums
Mean OOP expenditures per beneficiary 427 1074 £ 1058 £ 2216 EEE ¥ ¥ ¥ A
% with use 81.6 1.8 £ 03.7 £ 95.4 £
Mean OOP expenditures’OOP 524 1170 £ 1130 2304 FEE¥¥X A
NOTES.
£££

Significantly different from SS| at the 0.01 level.
£ Significantly different from SSl at the 0.05 level.
£ Significantly different from SSI at the 0.10 level.
¥¥¥ Significantly different from QMB at the 0.01 level.
*¥ Significantly different from QMB at the 0.05 level.
¥ Significantly different from QMB at the 0.10 level.
##% Significantly different from QMB-plus at the 0.01 level.
## Significantly different from QMB-plus at the 0.05 level.
# Significantly different from QMB-plus at the 0.10 level.

SOURCE: RTI analysis of MCBS Cost and Use Files (1995, 1997, and 1998) and corresponding Income and Asset supplements.
PROGRAM: ywstest02, ywstest09, ywstest09a, ywstestO8a; 7/22/03.



income levels and other differencesin beneficiary characteristics offset the impact of the larger
increase in net income for QMBs. Thisis confirmed by multivariate analyses (described in the
following section), which show no significant difference between standard benefit QM Bs and
SLMBsin out-of-pocket expenditures for prescription drugs after controlling for beneficiary
characterigtics.

Differences in out-of-pocket costs are mainly driven by differences in the probability
having out-of-pocket expenditures and, to a lesser extent, expenditures for those with some out-
of-pocket costs, rather than differences in the probability of using services. For all medical care,
the utilization rates ranged from 96% to 98% with none of the differences statistically
significant. Utilization rates for individual types of medical care also did not usually have
statistically significant differences. At 85%, SSI enrollees had the lowest probability of having
out-of-pocket expenditures on any medical service while the other three groups had more than a
90% probability of having out-of-pocket expenditures. This basic differenceisaso foundin
each of the three specific types of medical services examined. However, the magnitude of the
differences tends to be much larger and that SLM Bs have much higher probabilities of out-of-
pocket expenditures than the other three enrollee groups.

Multivariate Analyses - After controlling for the effects of other factors that influence
out-of-pocket expenditures, the relative patterns of out-of-pocket expenditures remained similar
across types of enrollees, athough the magnitude of the differences sometimes changed (Table
43).66 Across al types of service SSI enrollees consistently have the lowest probability of
having out-of-pocket expenditures and the lowest expenditures, followed by QMB-plus, standard
benefit QMBSs, and SLMBs. In addition, while there were few significant differencesin the
descriptive analyses between standard benefit QM B and QM B-plus beneficiaries other than for
prescription drugs, in the multivariate analyses we find that standard benefit QMBs are more
likely to have out-of-pocket expenditures for medical provider and outpatient hospital services.

The greatest differences between the multivariate and descriptive results were the
magnitude of the differences between groups in out-of-pocket expenditures for those with some
expenditures. For example, the multivariate results showed that standard benefit QMB enrollees
had 322% higher total out-of-pocket expenditures than SSI enrollees, about double the
magnitude found in the descriptive results. SLMB enrollees had 837% higher expenditures than
SSI enrollees, an substantial increase in the expenditure differential of 343% found in the
descriptive analysis. The gap between each of these groups and QM B-plus enrollees also
became wider in the multivariate analyses. On the other hand, controlling for other factors
reduced the differential between QM B-plus enrollees and SSI enrollees to 46%, compared to the
115% expenditure differential found in the descriptive analysis. The patternsin out-of-pocket
expenditures on all medical care services (excluding premiums), medical provider services, and
outpatient hospital services by enrollee class are similar to that for total out-of-pocket
expenditures. Overal, differences between groups in out-of-pocket expenditures for those with
service use were more likely to be significant in the multivariate analyses.

66 Complete regression results are shown in Appendix L (Tables L24-1.28).
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Table 43

Percent Difference in Probability of Out-of-Pocket (OOP) Expenditures and Amount of

Expenditures by Type of Service and Type of Enrollee

Type of Enrollee

Standard Benefit
QMB QMB-Plus SLMB

Medical Provider

% difference in OOP probability 19.7 &£ 9.6 5¥¥ 36.3 FEE ¥¥¥AAA

% difference in OOP expenditures of users 113.0 B 33.75%¥ 4549 EEEX¥NAAE
Outpatient Hospital

% difference in OOP probability 17.8 ¥ 3.2¥¥¥ 53,0 BB ¥¥HA A

% difference in OOP expenditures of users 165.3 £ 347*¥ 234.9 HEE#E
Prescription Medicine

% difference in OOP probability 80° 6.6 15.4 EE#

% difference in OOP expenditures of users 279.1 £ 27.8 E¥¥¥ 266.8 L7 #E
All Medical Care Services

% difference in OOP probability 7.1 5 51°% 8.5t

% difference in OOP expenditures of users 276.8 #£ 33.4 EE¥¥¥ 642.0 EEE¥¥¥A#H
Medical Care plus All Premiums

% difference in OOP probability 8.0 ¥ 5.2F 9.2

% difference in OOP expenditures of users 322.1 H£ 45 6 BEE¥¥¥ 837.5 EEEX¥ XA AR

NOTES:
N=3,397
Percent differences are relative to SSl.

EEE Significantly different from SSI at the 0.01 level.

£ Significantly different from SSI at the 0.05 level.
£ Significantly different from SSI at the 0.10 level.
Significantly different from QMB at the 0.01 level.
¥¥ Significantly different from QMB at the 0.05 level.
¥ Significantly different from QMB at the 0.10 level.
### Significantly different from QMB-plus at the 0.01 level.
*# Significantly different from QMB-plus at the 0.05 level.
# Significantly different from QMB-plus at the 0.10 level.

¥¥¥

SOURCE: RTI analysis of MCBS Cost and Use Files (1995, 1997, and 1998) and corresponding Income and

Asset supplements.

PROGRAM: valentinalywstest12x, valentina/bywstest12bx; 8/15/03.
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Aswasthe case for all expenditures, the multivariate results for prescription drugs were
similar to the descriptive results. However, the magnitudes of differences were smaller in the
multivariate analysis. Compared to SSI enrollees, QM B-plus enrollees had 28% higher out-of-
pocket expenditures, standard benefit QM B enrollees had 279% higher out-of-pocket
expenditures, and SLMB enrollees had 267% higher out-of-pocket expenditures. Nonetheless,
the multivariate results continue to show that standard benefit QMBs and SLMBs have
substantially greater out-of-pocket cost liabilities for prescription drugs.

For medical provider services, the multivariate results differed considerably from the
descriptive results in that all three of the non-SSI enrollee groups, instead of just the SLMBs, had
higher out-of-pocket expenditures (among those with some expenditures) than SSI enrollees. In
addition, standard benefit QMB and SLMB enrollees had higher probabilities of and higher
levels of out-of-pocket expenditures compared to QM B-plus enrollees. In addition, al enrollee
comparisons showed that the differences were statistically significant. For the hospital
outpatient services, the multivariate results also differed considerably from the descriptive results
in that the standard-benefit QM Bs and the SLMBs both had probabilities of out-of-pocket
expenditures and total out-of-pocket expenditures that were higher and statistically significant
than SSI enrollees.

6.5.2 Comparison of Enrolleesand Eligible Nonenrollees

As described in Section 6.2, we expect that enrollees, in comparison to nonenrollees, will
have lower total out-of-pocket expenditures on health (including health insurance premiums).
The reductions will be greatest for the SSI and QM B-plus popul ations who receive near
complete coverage of most medical services. In this section, we show that the expected lower
overall total out-of-pocket health expenditures materialized. We then show how beneficiaries
spent some of their savings. We also show how beneficiary accessto care was affected. We
describe, in turn, the descriptive results and the multivariate results.

Descriptive Analyses - In comparison to their unenrolled counterparts, SSI enrollees had
78% lower total out-of-pocket health expenditures (including premiums) per beneficiary, QM B-
plus enrollees had 51% lower health expenditures per beneficiary, and standard benefit QMB
enrollees had 46% lower health expenditures per beneficiary (Table 44). In contrast, SLMB
enrollees had 2% higher total out-of-pocket health expenditures per beneficiary than their
unenrolled counterparts. The percentage differences in enrollee/nonenrollee out-of-pocket health
expenditures for those with any out-of-pocket expenditures were slightly lower than the
differences per beneficiary.

We hypothesized that enrollees might have higher out-of-pocket costs for medical care
(excluding premiums) if savings on Part B premiums are used to purchase services for which the
beneficiary isfinancially liable. Thisis most likely to be the case for SLMBS, who are liable for
the copayments and deductibles on Medicare services and for the full cost of other services. Itis
least likely to be the case for SSI and QM B-plus enrollees who receive complete coverage of
most services. This prediction was borne out for SLMBs—enrollees have about $800 more in
total out-of-pocket expenditures on medical care than nonenrollees. There were no significant
difference in out-of-pocket expenditures between enrollees and nonenrollees for the standard
benefit QMBs and the QM B-plus group. However, SSI enrollees had less than half of the out-of-
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Table 44
Utilization and Out-of-Pocket (OOP) Expenditures by Type of Service and Program Eligibility and Enrollment Status

Program Eligibility

Standard Benefit
Ssl QVB QMB-Plus SLMB
Eligible Eligible Eligible Eligible
Type of Service Enrollees Nonenrollees Enrollees Nonenrollees Enrollees Nonenrollees Enrollees Nonenrollees
(n=2,430) (n=778) (n=523)  (n=597) (n=294)  (n=197) (n=158) (n=725)
Medical Provider
Mean OOP expenditures per beneficiary 168 430 **° 292 397 590 387 773 404 *°
% with use 940 894 *™® 951 901 *° 973 951 943 905
% with OOP/ use 5.0 8.0 *™® 709 83 ®™® 677 951 ®®*® 938 930
Mean OOP expenditures/ OOP 347 559 PP 432 499 896 427 874 480 *°
Outpatient Hospital
Mean OOP expenditures per beneficiary 34 94 O%® 88 70 99 85 238 71 *%®
% with use 731 633 *™® 770 631 **® 782 732 796 652 **°
% with OOP/ use 144 558 ®*® 319 513 *® 216 576 *® 759 602 **°
Mean OOP expenditures’OOP 321 267 357 214 585 201 305 181 *°
Prescription Medicine
Mean OOP expenditures per beneficiary 79 353 PP 373 325 191 458 PP 515 413
% with use 894 862 *° 908 833 *® 911 881 916 830 “*
% with OOP/ use 704 940 *®™® 837 94 ®°*® 903 995 ™ 963 989

Mean OOP expenditures/ OOP 126 436 T 491 405 232 523 PP 583 503
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Table 44 (continued)
Utilization and Out-of-Pocket (OOP) Expenditures by Type of Service and Program Eligibility and Enrollment Status

Program Eligibility

Standard Benefit
Ssl QMB QMB-Plus SLMB
Eligible Eligible Eligible Eligible
Type of Service Enrollees Nonenrollees Enrollees Nonenrollees Enrollees Nonenrollees Enrollees Nonenrollees
All Medical Care Services
Mean OOP expenditures per beneficiary 402 1,067 **¢ 945 949 963 1,110 1,948 1,137 ¢
% with use 9.1 933 *° 980 938 *™® 974 974 9%6.9 937
% with OOP/ use 845 950 *™® 929 964 *° 9.2 972 984 982
Mean OOP expenditures’OOP 495 1203 ®*® 1038 1,050 1,028 1,173 2,043 1,235 ¢

Medica Care plus All Premiums
Mean OOP expenditures per beneficiary 427 1,902 “*® 1074 1989 **® 1058 2137 *** 2216 2177

% with OOP 81.6 962 **? 91.8 988 *** 93.7 989 ** 954 995 *%?
Mean OOP expendituress OOP 524 1,977 ®*® 1170 2014 **® 1130 27160 *° 2,324 2,188
NOTES:

*®® ggnificantly different from enrollees at the 0.01 level.

*® gignificantly different from enrollees at the 0.05 level.
® Significantly different from enrollees at the 0.10 level.

SOURCE: RTI analysis of MCBS Cost and Use Files (1995, 1997, and 1998) and corresponding Income and Asset supplements.

PROGRAM: ywstest02, ywstest09, ywstest09a, ywstest08a; 7/22/03.



pocket expenditures on medical care than nonenrollees. Findings for medical providers and
outpatient hospital services were consistent with those for all medical services.

The impact of enrollment on out-of-pocket expenditures for prescription drugs differed
depending on the benefit received through the Medicare Savings Programs. SSI and QM B-plus
enrollees had much lower out-of-pocket expenditures on prescription medicine than
nonenrollees. In contrast, for the standard benefit QMB and SLMB groups, there were mainly
no significant differences between enrollees and nonenrollees in out-of -pocket expenditures for
prescription drugs. In both groups, enrollees were more likely to use prescription drugs, but
were less likely to have out-of-pocket expenditures. This could be due to the fact that a higher
proportion of enrollees than nonenrollees has prescription drug coverage through public
programs other than Medicaid.

In addition to the lower total out-of-pocket health expenditures found for three of the four
Medicare Savings Programs categories, enrollment also strongly affected medical care utilization
rates. Enrollees were almost always more likely to use services, although the differences were
not always significant. In some cases, the differences were larger than 10 percentage points
(e.g., 15 percentage points between SLMB enrollees and their unenrolled counterparts for
outpatient hospital services).

In addition to increasing access to medical care, the Medicare Savings Programs typically
decrease the likelihood of out-of-pocket expenditures. For instance, both SSI enrollees and
standard benefit QMB enrollees were less likely than nonenrollees to have had out-of-pocket
expenditures on medical care.

Multivariate Analyses - Some of the large differencesin total out-of-pocket health
expenditures between enrollees and nonenrollees found in the descriptive analysis might be
partly due to confounding effects. In fact, in the multivariate analyses the effect of Medicare
Savings Programs enrollment on out-of-pocket costs become larger for total health expenditures
including premiums and for total medical care expenditures.

Enrolleesin the SSI program, the standard benefit QMB program, and the SLMB
program all had lower probabilities of having any out-of-pocket expenditures (including
premiums) than nonenrollees (Table 45).67 SSI enrollees had 89% lower total out-of-pocket
health expenditures than nonenrollees and standard benefit QM B enrollees had 69% lower out-
of-pocket health expenditures than nonenrollees. SLMB enrollees also had lower total out-of-
pocket health expenditures than nonenrollees, but the difference was not statistically significant.”
We were unable to estimate the probability of having any out-of-pocket expenditures including
premiums for the QM B-plus population. Thiswas due to the low co-variation of the dependent
variable with the independent variables as aresult of the small sample

67 Complete regression resuilts are shown in Appendix L (Tables L29-L47).

% For the QM B-plus comparison, we were unable to estimate a stable probit equation that had face validity. In
particular, the regression coefficients were not stable. Thiswas due to the high percentage of beneficiaries
having any out-of-pocket expenditures and the low co-variation of the dependent variable with the independent
variables. The result was that obtaining a robust specification with face validity was not possible. Any
specification that might have had stable regression coefficients would have been arbitrary.
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Table 45
Impact of Enrollment on Probability of Out-of-Pocket (OOP) Expenditures and Amount of
Expenditures by Type of Service and Program Eligibility

Program Eligibility
Standard Benefit
Type of Service SSI QMB QMB-Plus SLMB

(n=3,200) (n=1,120) (n=488) (n=881)
Medica Provider
% difference in OOP probability -21.2 *** -8.9 ** -19.0 *** 4.4
% difference in OOP expenditures of users -57.2 *** -43.9 *** -3.0 60.9 ***

Outpatient Hospital
% difference in OOP probability -25.1 *** -6.9 ** -32.2 *** 18.3 ***
% difference in OOP expenditures of users -64.7 *** -52.5 *** -23.1 3.2

Prescription Medicine
% difference in OOP probability -13.0 *** 4.4 -3.1 2.2
% difference in OOP expenditures of users -68.9 *** -18.1 -63.3 *** 13.6

All Medica Care Services
% difference in OOP probability -3.8 2.2 0.2 17
% difference in OOP expenditures of users -69.2 *** -27.7 *** -55.8 *** 57.5 ***

Medical Care plus All Premiums

% difference in OOP probability -13.4 *** 4.3 *** - -1.3 ***
% difference in OOP expenditures of users -88.9 *** -68.5 *** - -12.7
NOTES:

Percent differences are enrollees rel ative to eligible nonenrollees.

Results for medical care plus al premiums are not reported for the QM B-plus popul ation because we
could not estimate the probability of having out-of-pocket expenditures due to the low co-variaition of the
dependent variable with the independent variables.

*** Gignificantly different from eligible nonenrollees at the 0.01 level.
** Significantly different from eligible nonenrollees at the 0.05 level.
* Significantly different from eligible nonenrollees at the 0.10 level.

SOURCE: RTI analysis of MCBS Cost and Use Files (1995, 1997, and 1998) and corresponding
Income and Asset supplements.
PROGRAM: valentinalywstest12x, val entina/bywstest12bx; 8/15/03.
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size and high probability of having out-of-pocket expenditures. However, among those with
some out-of -pocket expenditures QM B-plus enrollees have 83% lower out-of-pocket costs than
nonenrol | ees.

SSI enrollees, QMB-plus enrollees and standard benefit QM B enrollees all had lower
total out-of-pocket medical care expenditures than nonenrollees. The SLMB enrollees, in
contrast, had 57.9% higher total out-of-pocket medical care expenditures than nonenrollees.
This suggests that SLMB enrollees spent part of their savings on from Part B premiums on
medical care associated with significant total out-of-pocket expenditures.

Compared to nonenrollees, SSI, standard benefit QMB, and QM B-plus enrollees have
lower probabilities of out-of-pocket expenditures and lower out-of-pocket expenditures for
medical provider and outpatient hospital services. Thisis expected given that these categories
are likely predominated by Medicare-covered services. In contrast, SLMB enrollees, who are
liable for the cost-sharing on these services, are more likely to have out-of-pocket expenditures
for medical provider services and have higher out-of-pocket expenditures for outpatient hospital
services. Findingsfor prescription drugs also follow the patterns predicted by differencesin the
benefits to which different classes of enrollees are entitled. While there are no differences
between enrollees and nonenrollees in out-of-pocket prescription drug expenditures for the
standard benefit QMB or SLMB populations, SSI and QM B-plus enrollees have significantly
lower out-of-pocket liabilities than their nonenrollee counterparts.

6.6 Discussion

The analyses presented in this chapter examined whether the M edicare Savings Programs
achieve their two primary goas: (1) to improve access to care for low-income Medicare
beneficiaries and (2) to reduce the out-of-pocket cost burden for this population. In addition, we
looked at whether the impact of Medicare Savings Programs enrollment varied with the
generosity of the benefit to which an enrollee was entitled. Overall, the findings confirm that the
Medicare Savings Programs succeed in improving access to care and reducing beneficiary out-
of-pocket costs. Furthermore, the magnitude of the impact is generally greater for beneficiaries
who receive more comprehensive benefits. Below we summarize the findings on Medicare
Savings Programs impacts on service use and out-of-pocket cost. We then describe limitations
of the study and discuss study findings.

6.6.1 Summary of Findings

Service Use - Medicare Savings Programs enrollment increases the likelihood of using
services. Compared to their eligible nonenrollee counterparts, enrolleesin each of the four
groups are more likely to use al types of service even after controlling for their poorer health
status and other observable differences in beneficiary characteristics. While there are fewer
significant impacts on expenditures among those with service use, enrollees generally have
higher expenditures, particularly for Part B services overall and office visits. Medicare Savings
Programs enrollment has the greatest impact on the probability of using outpatient hospital
services and the probability of having an office visit. The positive impact on service use for
SLMB enrolleesis particularly notable given that they remain liable for Medicare copayments
and deductibles and Medicare Savings Programs enrollment only affects their ability to purchase
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services through their savings on the cost of the Part B premium. However, the Part B premium
represents a substantial share of income for people that qualify for the SLMB program.

The strong impact on outpatient hospital use may reflect the disproportionately high
copayments for these services during the time period covered by this study. Until August 2000,
when outpatient prospective payment was implemented, the copayment for outpatient hospital
services was based on billed charges. Asaresult, beneficiary cost-sharing for outpatient hospital
services grew to 50% of total payments (MedPAC, 2001). The large impact on office visits
likely reflects greater beneficiary discretion in the decision to use these services and, hence,
greater sensitivity to price impacts. Medicare Savings Programs enrollment has the smallest
impact of inpatient admissions, which are less subject to beneficiary discretion.

Patterns of service use across types of Medicare Savings Programs enrollee are generally
consistent with the generosity of the benefit package to which they are entitled, although the
findings for SSI beneficiaries are somewhat surprising. As expected given that they both receive
full coverage of Medicare copayments and deductibles, we found few differencesin Medicare
service use between QM B-plus and standard benefit QMBs. However, QM B-plus beneficiaries
were significantly more likely to have avisit with a physician or other Part B provider. These
differences in service use may reflect spillover effects from differencesin prescription drug
coverage. Asaresult of receiving coverage through Medicaid, QMB-plus beneficiaries have
greater use of prescription drugs than standard benefit QMBs. Beneficiaries who are taking
prescription medications may need additional office visits to monitor their medications or to
renew their prescription. In addition, findings from beneficiary focus groups reported in Chapter
2 indicated that beneficiaries without prescription drug coverage may avoid seeing aphysician if
they believe the visit will result in a prescription for medications that they are not able to afford.
Consistent with their liability for Medicare copayments and deductibles, SLMBs are less likely
than standard benefit QM B and QM B-plus beneficiaries to use most types of service.

QMB-plus and standard benefit QM B beneficiaries are more likely than SSI beneficiaries
to use most types of Medicare services. In addition, SLMBs are aslikely as or more likely than
SSlI recipientsto use services. These results were unexpected since SSI, QMB-plus, and
standard benefit QM B beneficiaries al receive full coverage of Medicare cost-sharing, while
SLMBs have more restricted coverage than SSI recipients. Indeed, all €lse being equal we might
have expected higher levels of service use in the SSI population given their lower income and
presumably greater needs. While the NCH analyses did not control for beneficiary health status,
the MCBS data showed no differences in self-reported health or functional status between SSI
beneficiaries and other types of Medicare Savings Programs enrollees. While SSI enrollees are
more likely to be non-white, our multivariate NCH analyses controlled for the impact of
beneficiary race on service use. Nonetheless, there may remain unmeasured differences between
these populations that explain lower levels of service use by SSI beneficiaries. Enrollment in the
SSI program may be less subject to adverse selection than the other Medicare Savings Programs.
Other categories of Medicare Savings Program enrollees apply specifically to receive medical
benefits. SSI beneficiaries receive Medicaid coverage by virtue of their entitlement to SSI cash
benefits. Thus, the decision to apply for SSI benefits may be less driven by medical needs than
is enrollment in the other Medicare Savings Programs. While they are inconclusive, our adverse
selection analyses did not find evidence of adverse selection in the SSI program, but suggest that
there might be adverse selection in the other programs.
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Out-of-pocket Costs - As expected, enrollment in the Medicare Savings Programs
reduces beneficiary liability for out-of-pocket costs. Despite being in poorer health and using
more services SSI, standard benefit QM B, and QM B-plus enrollees all had lower total out-of-
pocket costs (including premiums) compared to their nonenrollee counterparts. On the other
hand, multivariate analyses showed only a small difference between SLMB enrollees and
eligible nonenrolleesin the likelihood of having out-of-pocket costs including premiums and no
difference in amount of out-of-pocket costs for those who had some. It appears that the more
restricted SLMB benefit package does not provide these beneficiaries with protection against
out-of-pocket liabilities. Nonetheless, our findings suggest that the savings SLMB beneficiaries
realize on the Part B premium are used to purchase additional medical care. While there was no
difference between SLMB enrollees and nonenrolleesin the likelihood of having some out-of -
pocket expenditure for medical care services, among those with some out-of-pocket costs,
enrollees had nearly 60% higher expenditures than did eligible nonenrollees.

Findings for prescription medicine highlight the value of the benefit provided to SSI and
QMB-plus beneficiaries. For the standard benefit QMB and SLMB populations there was no
difference between enrollees and eligible nonenrolleesin the likelihood of having out-of-pocket
costs for prescription medicines or in the amount of the out-of-pocket costs. In contrast, SSI and
QMB-plus enrollees had substantially lower out-of-pocket costs for prescriptions compared to
nonenrollees.

Comparison of out-of-pocket expenditures by type of enrollee underscores the greater
protection that SSI and QM B-plus beneficiaries receive. Both groups have substantially lower
out-of-pocket costs compared to standard benefit QM B and, especially, SLMB enrollees. The
SLMB population experiences the highest levels of out-of-pocket costs in each of the services
analyzed. Differencesin out-of-pocket expenditures appear to be driven by both Medicare
services and non-Medicare services. However, the largest differences between SSI and QMB-
plus enrollees compared to standard benefit QMB and SLMB enrollees were for prescription
drugs, for which only SSI and QM B-plus beneficiaries receive coverage.

6.6.2 Study Limitations

These analyses represent the first attempt to differentiate the impact of Medicare Savings
Programs enrollment based on the benefit package to which different types of enrollees are
entitled. It isalso thefirst assessment of the impact of Medicare Savings Programs enrollment
on beneficiary liability for out-of-pocket costs. The findings from this study are generally
consistent with our hypotheses about the impact of program enrollment and variation in the
benefit provided. Nonetheless, there are certain limitations to the study, particularly with respect
to the MCBS analyses.

Despite pooling three years of data, the sample sizes for the MCBS analysis remain
relatively small, particularly for certain subpopulations. As aresult, we were sometimes not able
to estimate the effect of Medicare Savings Programs enrollment precisely. The effect of the
small sample size on the precision of our estimates is seen most starkly in the adverse selection
analyses.

Asaresult of the need to pool data across years and the lag in availability of survey
results, the MCBS analyses were based on data that are five to eight years out-of-date. As
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enrollment in the Medicare Savings Programs has grown over time, these findings may not be
representative of the current population of enrollees. However, given that our results largely
confirm the expected impact of program enrollment, it is unlikely that the qualitative findings
would changein later years of data, although the magnitude of the effect might be different.

In identifying the eligible nonenrollee population, we ideally would have liked to adjust
income and asset data for the types of exclusions used to make digibility determinations. This
was not possible due to limitations in the income and asset datain the MCBS. Instead we used
gross income and assets. The approach has been used in previous studies (Pezzin and Kasper,
2002; GAO, 1999). Because we were not able to account for income and assets that are
excluded in determining program eligibility, our eligible nonenrollee populations have lower
income and assets than their enrollee counterparts. While this could affect our findings on
differencesin service use for enrollees and nonenrollees, our results were unchanged when we
limited the enrollee population to the income ranges used to identify eligible nonenrollees.

There are many differences between enrollees and nonenrollees, as well as between types
of enrollees, that undoubtedly influence patterns of service use and out-of-pocket expenditures.
Our multivariate analyses control for those characteristics that can be observed in our data sets.
The MCBS analyses include a particularly rich set of controls. Nonetheless, there undoubtedly
remain unmeasured differences between the groups that influence our findings. The adverse
selection analyses attempted to systematically control for unmeasured differences between the
enrollee and nonenrollee populations. However, we could not determine conclusively the extent
to which higher service use by enrolleesis driven by Medicare Savings Programs benefits.

Finally, utilization represented in claims data was the only measure of access available
for these analyses. Asaresult, we are not able to evaluate the extent to which access to needed
servicesis jeopardized or the impact of changes in utilization on health outcomes. Nonetheless,
the utilization measures included in our analyses are well-accepted indicators of access to health
care (Institute of Medicine, 1993) and are believed to impact outcomes.

6.6.3 Conclusions

These analyses clearly demonstrate the value of the Medicare Savings Programs benefit.
The Medicare Savings Programs improve access to care, as measured by service utilization, and
provides protection from out-of-pocket costs for low-income Medicare beneficiaries. The value
of Medicare Savings Programs enrollment is greatest for those beneficiaries that receive the most
comprehensive coverage — SS| recipients and QM Bs that live in states that offer QMB-plus
benefits. However, it is notable that even the limited benefit provided to SLMBs appears to
improve access to care. The Part B premium can consume a significant portion of the income of
near-poor Medicare beneficiaries and relief from this expense provides them with disposable
income that they use to purchase additional medical services.

Although the Medicare Savings Programs reduce beneficiary liability for out-of-pocket
expenditures, most enrollees continue to incur some out-of -pocket costs. The burden is
particularly large for SLMB enrollees, who average over $2,200 in out-of-pocket costs annually.
Although SLMBs have dlightly higher incomes than QMBs and SS| recipients, the differences
between these groups are significant and may pose a substantial burden. For asingle SLMB
beneficiary whose income is 120% of poverty, this represents over 20% of her annual income.
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Even the SSI and QMB populations remain liable for out-of-pocket costs, ranging from $400 to
over $1,000 per year, that are likely to be a serious hardship for some beneficiaries. A better
understanding of the sources of these remaining out-of-pocket costs, particularly for SSI and
QMB beneficiaries, is needed to design policies to address these remaining gaps in coverage.
Our findings also underscore the burden of out-of-pocket expenditures for prescription drugs.
While the burden is greatest for standard benefit QMB and SLMB beneficiaries, SSI and,
especially, QM B-plus beneficiaries continue to incur out-of-pocket costs despite having
coverage of outpatient prescription drugs through Medicaid.
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CHAPTER 7
CONCLUSIONS

The preceding chapters of this report discuss our findings on a broad range of issues
about the Medicare Savings Programs, based on awide variety of data sources and analytic
methods. While some of these issues have been addressed in previous research, this study isthe
first attempt to distinguish experience of beneficiaries on their basis of entitlement and the
benefits they receive.

A number of issues are addressed in several different components of our study. For
example, impacts of program enrollment on service use and out-of-pocket costs are examined
both in our beneficiary survey analyses, as well as our analyses of Medicare claims data and
Medicare Current Beneficiary Survey (MCBS) data. Our beneficiary survey and our state
outreach survey are both used to address the effects of state outreach activities and application
procedures on program enrollment.

This chapter summarizes and synthesi zes the findings across the different components of
our study. In addition, we review some of the limitations of our study. The chapter concludes
with adiscussion of the policy implications of our study.

7.1  Summary of Findings

This section summarizes findings in four major areas:
* patterns of program enrollment,

» determinants of program enrollment, including state outreach activities and
application procedures,

» impacts of enrollment on service use, and

* impacts of enrollment on beneficiary out-of-pocket costs.
These issues are discussed in turn in the following subsections.
7.1.1 Program Enrollment

Medicare Savings Programs enrollment has grown over time. Between 1999 and 2001,
the percentage of eligible beneficiaries who were enrolled in the program, or the takeup rate,
increased from 62% to 64% nationwide.®® There was substantial variation in the takeup rate
across states, ranging from 26% in New Hampshire and North Dakotain 2001 to 88% in
Cdlifornia.

Enrollment in the Medicare Savings Programsis fairly stable, certainly in comparison
with other means-tested programs that similarly require periodic recertification of eligibility.

69 One of CMS GPRA goals was to increase enrolIment in the Medicare Savings Programs by 4%. This goal,
which was achieved, was based on the increase in the number of enrollees from October 1, 1998, through
September 30, 2000. In contrast, we report the change in the takeup rate and our data cover alater time period
(1999-2001).
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Despite anecdotal reports that substantial numbers of beneficiaries drop off the program at
redetermination because they are unaware of the need to be recertified, we found little evidence
that thisis a problem. Although QMBs and SLMBs are more likely than SSI beneficiariesto
lose eigibility at redetermination, only about 2% are disenrolled at their initial redetermination
and the loss at each successive redetermination. Instead, there is a slow cumulative |oss over
time. At the end of five years, about 80% of SSI, 70% of QM B, and 60% of SLMB beneficiaries
remain enrolled in one of the Medicare Savings Programs.

Beneficiaries with health problems are more likely to enroll in the Medicare Savings
Programs. Although the specific measures that were significant varied across programs (i.e.,
SSI, QMB-plus, standard benefit QMB, and SLMB), enrollees have poorer self-reported health
status, lower functional status, and more chronic conditions compared to eligible nonenrol | ees.
In addition, enrollees were more likely to use non-medical services associated with decreased
physical function, such as personal care and home making services. We also found strong
evidence that enrollment in the QMB and SLMB programs may be precipitated by major health
events such as hospitalizations.

7.1.2 Outreach Activitiesand Application Procedures

States have increased their outreach activities for the Medicare Savings Programs over
time. They have increased their use of both printed materials and live presentations. In addition,
nearly all states have formed some type of partnership with other state agencies, federal agencies
or local organizations to promote outreach. The application, enrollment, and eligibility processes
have aso become easier. For example, 38 states had adopted a shortened application form for
the Medicare Savings Programs by 2001.

Degspite these efforts, we did not find evidence that variation in state outreach activities
and application procedures explains differences in takeup rates across states. There are a number
of limitations to this analysis that may explain this finding, including the limited time period of
the analysis and the accuracy of some of the key variables. These limitations are discussed in
greater depth in Section 7.2.4.

However, it is striking that, despite extensive outreach efforts in recent years, our survey
showed the main reason eligible individuals do not enroll is that they are unaware of these
programs. Although CMS and the states have invested in print, broadcast media, and
presentations, few beneficiaries responding to the survey had learned about the programs these
ways. Rather, enrollment was associated with learning about the program from social workers
and health professionals. In addition, because there are high levels of illiteracy, aswell as
physical and cognitive impairment in the target population, printed materials are of limited value.
We also found that hel ping professionals with whom beneficiaries come in contact and who
could educate or encourage them to enroll are not consistently knowledgeabl e about the
Medicare Savings Programs.

The study findings also point out the limited potential of presentations at community or
senior centers as an approach to outreach. Only a small proportion of enrollees and eligible
nonenrollees utilize these centers and only a small percentage of the enrollees indicated they had
learned of the programs this way.
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While focus groups comprised of socia service professionals who work with low-income
Medicare beneficiaries highly praised shortened applications, difficulties with the enrollment
process itself may remain a barrier to enrollment. Although the majority of enrollees received
help with the application and only asmall percentage report it was very difficult, many till
found it too long, too personal and too difficult. Fifteen to 20% of eligible nonenrollees overall
cite the application as a barrier to enrollment.

Beyond the lack of beneficiary awareness that has led CM S and the statesto invest in
outreach activities, personal values or other considerations are often cited as impediments to
enrollment. Our beneficiary survey results indicate close to 20% of eligible nonenrollees overall
are concerned with estate recovery. While welfare stigma or the fierce commitment to self-
sufficiency of the generation that lived through the Depression is one of the most often cited
obstacles to enrollment, our survey indicates that only afew eligible nonenrollees do not want
the assistance, and that many enrollees indicated they had enrolled because they deserve the
benefits. If beneficiaries have heard of the programs, they do not enroll because they do not
know how to apply or they assume they will not qualify for them.

7.1.3 ServiceUse

Enrollment in the Medicare Savings Programs improves access to medical care services,
as measured by service utilization. After controlling for the poorer health status of enrollees and
other differences in beneficiary characteristics, our analysis of MCBS data shows that enrollees
are more likely than eligible nonenrollees to use inpatient services, outpatient hospital services,
Part B services overall, and office visits. Similarly, our beneficiary survey showed that enrollees
reported more physician visits than eligible nonenrollees.

We found greater service use by enrollees compared to eligible nonenrollees regardless of
the benefits to which they are entitled under the Medicare Savings Programs. The positive
impact for SLMBs is particularly noteworthy given that they remain liable for Medicare
copayments and deductibles. Asaresult, enrollment only affects their ability to purchase
services through their savings on the Part B premium. However, the Part B premium represents
asubstantial share of total income for SLMBs. In 2003, Part B premium payments would
consume about 7% of the annual income a single person living at 120% of the federal poverty
level (FPL) and about 10% of the income of a couple.

Greater service use by enrollees may reflect differences between enrollees and eigible
nonenrollees in health status or other characteristics that affect the likelihood of seeking care. As
discussed above, enrollees are in poorer health than nonenrollees. 1n addition, hospitalizations
are an important precipitating event for enrollment in the QMB and SLMB programs. To the
extent that beneficiaries were hospitalized for chronic conditions, this could predict higher levels
of ongoing service use.

Although we controlled for measurable differencesin health status, it is possible that
there remain unobserved differences between enrollees and eligible nonenrollees that contribute
to our finding of higher service use by enrollees. We attempted to measure the impact of adverse
selection on utilization differences between enrollees and nonenrollees using instrumental
variables analysis. In some cases the estimated effects of program enrollment on service use
were implausibly large in our instrumental variable anayses; in others, large estimated effects
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were insignificant. Although the instruments used in these analyses were significant predictors
of enrollment, it is possible that they were not sufficiently powerful to identify the effects of
adverse selection. Asaresult, we could not determine conclusively the extent to which higher
service use by enrolleesis determined by the protection from cost-sharing that they receive under
the Medicare Savings Programs.

Findings on relative service use across types of Medicare Savings Programs enrollees are
mainly consistent with differences in the generosity of the benefit package to which they are
entitled. As expected, since they remain liable for M edicare copayments and deductibles,
SLMBs are less likely than standard benefit QM B and QM B-plus beneficiaries to use most
services. Some of the differences are quite large, particularly relative to QMB-plus beneficiaries.

Given that they both receive full coverage of Medicare copayments and deductibles, we
expected and found few differences in Medicare service use between QMB beneficiaries living
in standard QMB benefit states and those living in QM B-plus states. However, QMB-plus
beneficiaries were significantly more likely to have avisit with a physician or other Part B
provider. Thismay be related to coverage of prescription drugs that QM B-plus beneficiaries, but
not standard benefit QMBS, receive through Medicaid. As discussed below, QMB-plus
beneficiaries use more prescription drugs than those living in standard QMB benefit states. Asa
result, QM B-plus beneficiaries may need to see a doctor more often to monitor or renew their
medications. In addition, beneficiary focus groups suggested that beneficiaries without
prescription drug coverage may avoid seeing a physician if they think the result will be a
prescription that they are unable to afford.

Service use by SSI beneficiaries relative to other Medicare Savings Programs enrollees
was generally lower than expected in light of the broad coverage to which they are entitled.
They were less likely than standard benefit QM B and QM B-plus beneficiaries to use most
Medicare services and there were few significant differences from SLMBs. These lower than
expected levels of service use may reflect differences in the characteristics of the enrollee groups
that we were unable to control for in our analyses. For example, enrollment in SSI may be less
subject to adverse selection than the other Medicare Savings Programs. While QM Bs and
SLMBs apply to the Medicare Savings Programs specifically to receive medical benefits, SSI
beneficiaries receive Medicaid by virtue of their entitlement to SSI cash benefits. Thus,
enrollment in the SSI program may be less driven my medical care needs. Although they are
inconclusive, our analyses did not find evidence of adverse selection in the SSI program, but
suggest that there may be adverse selection in the other programs.

7.1.4 Out-of-Pocket Costs

The key goal of the Medicare Savings Programs is to provide assistance to low-income
Medicare beneficiaries in paying their out-of-pocket expenses for medical care services. Our
findings clearly indicate that the Medicare Savings Programs succeed in achieving this goal.
Although they decrease the financial burdens experienced by Medicare beneficiaries, they do not
eliminate them.

SSl, standard benefit QM B, and QM B-plus enrollees are in poorer health and use more
services than their nonenrollee counterparts. Despite this, enrolleesin all three groups have
lower out-of-pocket costs than eligible nonenrollees. As expected, SSI and QM B-plus
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beneficiaries receive greater protection from out-of-pocket costs than standard benefit QMBs. In
contrast, SLMB enrollees also use more services than eligible nonenrollees, but there are no
differences between the groups in out-of-pocket costs. This suggests that they are using the
savings on the Part B premium to purchase additional medical services. Nevertheless, more than
half of SLMBs delay seeking care because of the cost.

Although the Medicare Savings Programs reduce beneficiary liability, the vast majority
of enrollees continue to incur some out-of-pocket costs and the burden is particularly large for
SLMBs. While asubstantial proportion of standard benefit QMB and QM B-plus enrollees delay
seeking medical care because of costs and have problems paying for their medications, SLMBs
were even more likely to report these difficulties. Indeed, the average out-of-pocket costs for a
SLMB beneficiary would consume about 20% of the annual income of an individual whose
incomeis 120% of poverty.

Coverage of prescription drugs through Medicaid provides a valuabl e benefit to SSI and
QMB-plus enrollees. SSI and QM B-plus enrollees have substantially lower out-of-pocket costs
for prescription medicines than eligible nonenrollees, while there were no differences between
standard benefit QMB and SLMB enrollees and their nonenrollee counterparts. SSI and QM B-
plus enrollees also have significantly lower out-of-pocket costs for prescription drugs than
standard benefit QMB and SLMB enrollees. In our beneficiary survey, QM B-plus beneficiaries
were much less likely than standard benefit QMB or SLMB beneficiaries to report they had
difficulties paying for prescriptions or used fewer medications than prescribed due to costs.

7.2  Study Limitations
7.2.1 Difficulty Identifying Type of M edicar e Savings Programs Enrollee

This study highlights the importance of distinguishing among different categories of
Medicare Savings Programs enrollees when assessing program operation and impacts. CMS's
TPEarth (or Third Party Buy-in) fileisthe only data source that can be used to differentiate SSI,
QMB, and SLMB beneficiaries. However, there are limitations to the TPEarth data that make it
difficult to categorize beneficiariesin thisway.

First, it may be difficult to reliably differentiate SSI and QM B beneficiaries, except in
auto-accrete states. Although the TPEarth file has separate eligibility codes for QMB and SSI,
SSI beneficiaries are technically considered QMBs and some states may use the QMB code for
SSI recipients. However, an additional code that identifies beneficiaries who are auto-accreted
to Medicaid can be used to identify SSI beneficiaries in auto-accrete sates.

Second, it may be difficult to reliably identify transitions between eligibility categories
within a period of continuous Medicaid buy-in. Although the TPEarth fileis historical, a new
record is usually not generated when a beneficiary changes eligibility status during a period of
continuous coverage and previous eligibility codes are overwritten. As aresult, even when we
can reliably identify abeneficiary’s most current program dligibility, it is harder to identify their
original eligibility. However, since a change between SSI and other types of enrollment will
trigger a new record in auto-accrete states, we can reliably distinguish transitions between SSI
and other types of eligibility in these states.
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Asaresult of the limitations in the TPEarth file, most of our analyses exclude data from
ten states where we could not reliably distinguish QMB from SS| beneficiaries. Some analyses
that look back over abeneficiary’s eligibility history exclude additional states. The states that
remain in our analyses may not be representative of all 50 states. Most importantly, al of the
excluded states do not auto-accrete SSI beneficiaries into Medicaid. Our findings for SSI
beneficiaries are, therefore, the most likely to suffer from any biases due to these exclusions.

7.2.2 Difficulty Identifying Eligible Nonenr ollee Population

Ideally, in identifying the eligible nonenrollee population, we would have liked to have
adjusted income and asset data for the types of exclusions that are used when making eligibility
determinations. However, this was not possible due to limitations in reporting income and asset
datain the MCBS and, instead, we used gross income and assets. Our beneficiary survey
similarly relied on questions about gross income and assets to identify eligible nonenrollees.
This approach has also been used in previous studies (Pezzin and Kasper, 2002; GAO, 1999).

Because we could not adjust for income and assets for these exclusions, the eligible
nonenrollee populations used in our analyses have lower income and assets than their enrollee
counterparts. While this could affect our findings on differences between enrollees and
nonenrollees, we tested the sensitivity of the results of our MCBS analyses to this bias and found
little impact. Our findings on service use were unchanged when we limited the enrollee
population to the income ranges used to identify eligible nonenrollees.

7.2.3 Adverse Selection

There are many differences between enrollees and eligible nonenrollees, as well as
between types of enrollees, that undoubtedly influence patterns of service use and out-of-pocket
expenditures. Our multivariate analyses control for those characteristics that can be observed in
our datasets. The MCBS analyses include a particularly rich set of controls. Nonetheless, there
undoubtedly remain unmeasured differences between the groups that influence our findings. The
adverse selection analyses attempted to systematically control for unmeasured differences
between the enrollee and nonenrollee populations. However, we could not determine
conclusively the extent to which higher service use by enrolleesis driven by Medicare Savings
Programs benefits.

7.2.4 Limitationsin Outreach Assessment

Our study of state variation in program enrollment found no significant relationship
between state outreach activities or application procedures and Medicare Savings Programs
takeup rates. There are anumber of limitations to the data that were used in this set of analyses
that may explain these findings.

Some limitations are related to the limited time period for the study. There were only
three years of dataavailable for this portion of the study, which may not have been long enough
to observe the impact of increasing outreach activities. In addition, variation in the takeup rate
was limited in a number of states during thistime period. The takeup rate in 20 states changed
less than 2 percentage points between 1999 and 2001. It may also take time to observe the
impact of new outreach initiatives on enroliment. Although our analyses primarily looked at the
relationship between concurrent outreach efforts and enrollment, we nonetheless found similar
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results when we tested the relationship between enrollment and prior year outreach. Finaly,
because the state is the unit of observation, the sample size was small even in the analyses that
incorporated all three years of data.

Additional limitations are related to our ability to accurately measure the key variables
used in these analyses. While we had hoped to measure the intensity of outreach efforts, it was
not possible based on the responses to the state outreach survey and, for the most part, our
analyses ssimply looked at the whether a state had undertaken a particular activity in agiven year.
As aresult, our outreach variables may not have been refined enough to accurately identify
enrollment impacts. In addition, the quality of some of the responses to the state outreach survey
was poor. Errorsin measuring the outreach variables could bias our analyses toward
insignificant findings. It isalso difficult to reliably estimate the number of Medicare
beneficiaries that qualify for the Medicare Savings Programs so that our takeup rates may not be
accurate. Finally, including SSI and medically needy beneficiariesin the takeup rate dilutes the
impact of outreach activities because we expect their enrollment will be less affected by these
efforts than that of QMBs and SLMBs.

7.3 Discussion

It is clear that the Medicare Savings Programs offer a valuable benefit to enrollees.
Enrollment in the Medicare Savings Programs increases utilization of medical care services for
low-income Medicare beneficiaries. While the benefit is greatest for those entitled to the
broadest coverage, covering the Medicare Part B premium alone appears to increase service use
for the SLMB population. Although it isarelatively modest benefit, this coverage may provide
substantial financia relief for near-poor Medicare beneficiaries and free resources that enable
them to purchase additional medical care services. Nonetheless, perhaps because of its more
limited benefit, enrollment in the SLMB program has lagged behind that in other components of
the Medicare Savings Programs and continued efforts are needed to promote the value of this
program.

The Medicare Savings Programs also provide substantial protection from out-of-pocket
costs. However, most enrollees continue to incur some out-of-pocket costs, particularly SLMBs,
who have over $2,200 in out-of-pocket costs per year. Indeed, the average out-of-pocket costs
for aSLMB beneficiary would consume about 20% of the annual income of a person living at
120% of poverty. Despite receiving very comprehensive benefits, the SSI and QM B-plus
populations remain liable for out-of-pocket costs, ranging from $400 to over $1,000 per year,
that are likely to be a serious hardship for some beneficiaries. Further research is needed to
better understand the sources of these remaining out-of-pocket costs, particularly for SSI and
QMB-plus beneficiaries. Our findings also highlight the substantial burden posed by out-of-
pocket expenditures for prescription drugs. While the burden is greatest for standard benefit
QMB and SLMB beneficiaries, SSI and, especially, QM B-plus beneficiaries continue to incur
out-of-pocket costs despite having coverage of outpatient prescription drugs through Medicaid.

Many studies have shown that the Medicare Savings Programs are under-utilized and our
findings indicate that lack of awareness, not motivation, isthe main reason eligible beneficiaries
have not enrolled. Furthermore, personal assistanceis key to successfully educating and
enrolling beneficiaries into the Medicare Savings Programs. These findings suggest that it may
be most effective to target outreach efforts to those in the community that can identify potentially
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eligible beneficiaries and assist them with the enrollment process. One strategy would be to
focus education efforts on the many types of health and socia service providers that have daily
contact with potentially eligible Medicare beneficiaries, but often have little knowledge about the
Medicare Savings Programs. A second strategy is to increase awareness among other helping
professionals of the services available from SHIP, including assistance with the application
process and answers to specific questions. SHIP workers should be encouraged to develop
relationships with other helping professionalsin their community. If more individuals seek
assistance from SHIP, it will be necessary to increase investment and expand the SHIP program.
A fina strategy isto develop training on the Medicare Savings Programs for welfare office
workers and to have welfare office staff that specializesin them. Although many enrollees
receive help from local welfare office staff, our focus groups of beneficiaries and helping
professional s reported that there is often limited staff in these offices to respond to calls about the
program and the staff responsible for taking applications may have little knowledge about the
programs themselves.

Degspite significant strides toward simplification, our findings indicate that aspects of the
application process and certain eligibility requirements remain impediments to enrollment. The
application itself was cited as a barrier to enrollment by 15-20% of eligible nonenrollees and
requiring documentation of income and assets decreased the likelihood of enrolling. Estate
recovery was cited as a concern by 20% of eligible nonenrollees. Although the amount subject
to estate recovery may be small, especially for SLMBSs, beneficiaries often do not understand the
limits of the estate recovery process. Finally, the current asset limits, which were established in
1989 and have not been updated since, exclude many |ow-income beneficiaries who would
otherwise qualify for the program. In our survey, 45% of nonenrollee respondents with incomes
under 120% of poverty had assets that exceeded the limits for the Medicare Savings Programs.

Our study highlights the importance of distinguishing among different categories of
enrollees in the Medicare Savings Programs in order to understand how differencesin eligibility
pathways and benefit packages influence patterns of enrollment, service use, and out-of-pocket
costs. However, it can be sometimes difficult to obtain some basic information about the
Medicare Savings Programs because there is currently no centralized source of information about
state policies. CMSis developing aweb-based repository on state-plan information. It would be
helpful for researchers and people in the policy community for this effort to be continued and
resources invested to make this a user-friendly data source.

Our study was limited by the lack of datafor certain states to reliably identify the benefits
to which a Medicare Savings Programs enrollee is entitled and the basis of her digibility. CMS
has addressed these limitations through recent enhancements to the Medicaid Statistical
Information System (MSIS). Beginning in 1999, M SIS includes detailed information on the type
of dual benefits to which abeneficiary is entitled aswell as basis of igibility. Furthermore,
MSIS now includes the Medicare Health Insurance Claim (HIC) number so that MSIS and
Medicare data can be linked for dually eligible beneficiaries. Thislinkage to Medicare datais
critical because Medicare is the primary payer for most services received by dually eligible
beneficiaries and many analyses of the Medicare Savings Programs will focus primarily on
Medicare data. However, thislinkage, which requires researchers to work with quarterly MSIS
filesfor each state, is cumbersome for Medicare analyses, particularly those that require data for
multiple states. Although M SIS data are converted to MAXX filesto be more accessible to
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researchers, there are considerable lags before these files are available. CMS could remove
barriers to incorporating accurate information on dual igibility in Medicare analyses by
continuing to support and expedite creation of the MAXX files. In addition, MSIS data could be
merged to Medicare analytic files. CMSis currently working on developing a process for such a
merge.
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