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The Affordable Care Act (ACA) is designed to increase access to health insurance coverage in part through
an expansion of eligibility for states’ Medicaid programs. To date, 27 states and the District of Columbia
have expanded eligibility for their Medicaid programs, and those states have reportedly added more than
7.5 million Medicaid enrollees since the third quarter of 2013 (Centers for Medicare and Medicaid Services
2014). Because of long-standing concerns about the level of physician reimbursement in the Medicaid
program and its effect on physicians’ willingness to accept Medicaid patients, the ACA also includes a
mandatory two-year increase in Medicaid fees for primary care services to Medicare levels. This increase is
fully funded by the federal government and raises fee-for-service and managed-care Medicaid fees for
certain primary care services provided by family physicians, internists, and pediatricians from January 1,
2013, through December 31, 2014. Using fee-for-service data from 2012, the Urban Institute estimates
that this primary care “fee bump” would increase fees by approximately 73 percent on average (Zuckerman
and Goin 2012). As of June 2014, the federal government had spent an estimated $5.6 billion on the fee
bump (Medicaid and CHIP Payment Access Commission 2014).

Delays in federal rulemaking and implementation difficulties at the state level meant that most states
did not have a clear policy in place until mid to late 2013, although the higher Medicaid fees were required
to be paid back retroactively to the start of the year. Even if the implementation had gone smoothly, a long
lag in the availability of survey data about physician acceptance of Medicaid patients would have
complicated assessments of the effect of this policy on provider availability for Medicaid enrollees. To date,
it is unclear whether the increase in Medicaid primary care payment has had an effect on the number of
physicians accepting Medicaid or the number of Medicaid patients that physicians are willing to see, and
anecdotal evidence is mixed (Crawford and McGinnis 2014). For example, although Connecticut has
reported a significant increase in the number of participating physicians after the fee bump, other states
expect little or no effect (Snyder, Paradise, and Rudowitz 2014).



Without an act of Congress, the federally funded payment increase will expire on December 31, 2014.
As of October 28, 2014, 15 states had indicated their intent to continue the fee increase in 2015 using state
funds, 24 states had said that they did not intend to continue the fee increase, and 12 states were undecided
(Snyder, Paradise, and Rudowitz 2014). This paper uses data from the Urban Institute’s 2014 survey of
Medicaid physician fees to estimate how large a reduction in Medicaid primary care fees will occur on
January 1, 2015, if the ACA’s Medicaid primary care fee bump expires.

Data and Methods

To estimate the effect of the expiration of the Medicaid primary care fee bump on physician fees and to
track Medicaid physician fees in general, the Urban Institute conducted a survey of Medicaid physician fees
in 49 states and in the District of Columbia. This survey followed methods similar to those used in Urban
Institute Medicaid physician fees surveys dating back to 1993. We collected 2014 Medicaid fees for 27
procedures across a range of service types in all states except Tennessee,’ and we compared those fees to
2014 Medicare payments for the same services. For a detailed discussion of the Medicaid-to-Medicare fee
ratio calculations and results for all 27 services studied, see appendix A.

To estimate the effect of the expiration of the ACA primary care fee bump, we compared Medicaid fee-
for-service rates available on each state’s general Medicaid fee schedule to the Medicare fee schedule for 7
of the nearly 150 procedure codes covered by the ACA fee increase. Research indicates that these seven
codes provided a reasonable estimate of the overall fee-for-service primary care fee increase under the
ACA, and we therefore restricted our analysis of potential fee decreases to these codes (Zuckerman and
Goin 2012). Because not all providers were eligible for the fee increase, all states except Maryland provided
a general fee schedule for noneligible providers that did not include the payment increase for primary care
providers.2

We aggregated across procedure codes, using the share of total Medicaid spending among the seven
surveyed services as a weight. We aggregated across states, using 2010 total Medicaid enrollment (pre-
ACA expansion) from the Medicaid Statistical Information System. We conducted sensitivity analysis to
determine the effect of using pre- or postexpansion Medicaid enrollment weights, and we found very little
effect.?

We grouped states by their intentions regarding the fee increase in 2015 (Snyder, Paradise, and
Rudowitz 2014), their 2011 and 2012 Medicaid physician participation rates (Decker 2013), and their
decision regarding the ACA Medicaid expansion. We estimated the size of the primary care fee reduction
that would occur in each of these subgroups if the fee bump expired in all states. For all analyses of fee
reductions, we assumed that the fee bump would expire in all states except Maryland. We also examined
whether states that had low primary care physician participation in Medicaid and states that did not expand
Medicaid eligibility under the ACA were more or less likely to be planning to extend the fee bump.
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Results

In the 49 states studied and in the District of Columbia, expiration of the Medicaid primary care fee bump on
January 1, 2015, would lead to an average 42.8 percent reduction in fees for primary care services for
eligible providers. The fee reductions would vary substantially by state, with seven states experiencing a fee
reduction of 50 percent or more and four states experiencing no fee reduction (figure 1).

FIGURE 1
Reduction in Medicaid Primary Care Fees for Eligible Physicians in 2015 if No State or Federal Extension
of the Fee Bump Is Implemented
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Source: Urban Institute 50-State Survey of Medicaid Physician Fees, 2014.

In the 23 states included in this analysis4 that have indicated that they do not plan to continue the increase
with state funds (Snyder, Paradise, and Rudowitz 2014), primary care fees would fall by an average of 47.4
percent, nearly cutting in half current fee-for-service Medicaid reimbursement for many of the primary care
services provided by eligible physicians. In the states that intend to use state funds to continue the increase
in 2015, primary care fees would fall by an average of 31.0 percent if the fee bump were not sustained.
Among the undecided states, average reimbursement will fall 31.7 percent for the same services (figure 2).
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FIGURE 2
Reduction in Medicaid Primary Care Fees for Eligible Physicians in 2015 by State Intention to Continue
the Fee Bump
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Sources: Urban Institute 50-State Survey of Medicaid Physician Fees, 2014; state decisions from Snyder, Paradise, and Rudowitz
(2014).

Note: For comparability, this figure presents average fee reductions in 2015 as if no state except Maryland was continuing the fee
bump. For example, in the states that plan to extend the fee bump, fees would fall an average of 31.0 percent in 2015 if the fee bump
were not extended. Since 2013, Maryland has used state funds to provide the primary care fee increase to all providers, not just the
provider types specified by the Centers for Medicare and Medicaid Services. Given this unique situation, we assume Maryland will
continue paying all providers at the increased rate in 2015 and beyond.

The 23 states included in this analysis that do not plan to continue the fee increase cover 71.3 percent of all
Medicaid enrollees; the states that intend to continue the increase cover only 15.6 percent of Medicaid
enrollees (figure 3). In seven of the states that do not plan to continue the fee increase with state funds,
Medicaid primary care fees for eligible codes will fall by 50 percent or more (Rhode Island, California, New
York, New Jersey, Florida, Pennsylvania, and lllinois). Michigan would also have a primary care fee reduction
of 50 percent or more in 2015, but it intends to soften the impact of eliminating the primary care fee bump
by using state funds to preserve half the value of the ACA increase.” Among the 15 states with the largest
potential drops in Medicaid reimbursement for primary care in 2015, 11 plan to let the fee increase expire, 2
are undecided, 1 plans to fund half of the value of the increase, and 1 plans to fully extend the increase using
state funds (table 1).

Primary care fees would fall more significantly in states in which primary care physicians accepted new
Medicaid patients at below average rates in 2011 and 2012 (figure 4).% In these low participation states,
Medicaid primary care fees would fall an average of 55.8 percent if none of them extend the primary care
fee bump, compared with 41.8 percent in states with average participation and 27.0 percent in states with
above average participation.
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FIGURE 3
Medicaid Enrollment in 2015 by State Intention to Continue the Fee Bump
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Sources: Enrollment data from the FY 2010 Medicaid Statistical Information System; state decisions from Snyder, Paradise, and
Rudowitz (2014).

FIGURE 4
Reduction in Medicaid Primary Care Fees for Eligible Physicians in 2015 by Primary Care Physician
Medicaid Acceptance Rate
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Sources: Urban Institute 50-State Survey of Medicaid Physician Fees, 2014; Medicaid acceptance rates from Decker (2013).

Note: In states with above average acceptance rates, 79.3 to 90.1 percent of primary care physicians accepted Medicaid; in states with
average acceptance rates, 56.0 to 78.2 percent of primary care physicians accepted Medicaid; and in states with below average
acceptance rates, 46.0 to 55.6 percent of primary care physicians accepted Medicaid. For comparability, this figure presents average
fee reductions in 2015 as if no state except Maryland was continuing the fee bump. Since 2013, Maryland has used state funds to
provide the primary care fee increase to all providers, not just the provider types specified by the Centers for Medicare and Medicaid
Services. Given this unique situation, we assume Maryland will continue paying all providers at the increased rate in 2015 and beyond.
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Three of the four states with below average acceptance of Medicaid patients among primary care
physicians do not plan to continue the fee bump in 2015; only Alabama plans to continue the fee bump (table
1) Among the 30 states included in this analysis with average primary care physician participation in
Medicaid in 2011 and 2012, roughly one-third (9) plan to continue the fee bump. Similarly, one-third of the
15 states with above average primary care physician participation in Medicaid plan to continue the fee
bump.

Finally, state intentions to extend the primary care fee increase appear to have little relationship to
decisions they made about expanding Medicaid. Among the 27 states that have expanded their Medicaid
programs, along with the District of Columbia, nine states plan to continue the fee increase using state
funds, compared with six of the states that have not expanded Medicaid (table 1). As of August 2014, two-
thirds of Medicaid beneficiaries lived in Medicaid expansion states (Centers for Medicare and Medicaid
Services 2014). However, primary care fees would fall more in Medicaid expansion states than in
nonexpansion states in 2014 if all states allowed the fee increase to expire (figure 5).

FIGURE 5
Reduction in Medicaid Primary Care Fees for Eligible Physicians in 2015 by Medicaid Expansion Status
Expanding Medicaid Not expanding Medicaid
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Source: Urban Institute 50-State Survey of Medicaid Physician Fees, 2014.

Note: For comparability, this figure presents average fee reductions in 2015 as if no state except Maryland was continuing the fee
bump. Since 2013, Maryland has used state funds to provide the primary care fee increase to all providers, not just the provider types
specified by the Centers for Medicare and Medicaid Services. Given this unique situation, we assume Maryland will continue paying all
providers at the increased rate in 2015 and beyond.
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TABLE 1
Primary Care Fee Decrease in 2015 and Other Selected Policy Indicators, by State

Expected fee Medicaid-to-Medicare  State plans Primary care
decrease for ACA feeindex for ACA to extend physician acceptance State
primary care services  primary care services feeincrease rate for new expanded
for eligible physicians for noneligible through Medicaid patients, Medicaid as
State in 2015 (%) physicians 2015° 2011-12° of 11/2014
Alabama -36.6 0.63 Yes Below average No
Alaska 0.0° 1.28 Yes Above average No
Arizona -26.9 0.73 Undecided Average Yes
Arkansas -34.5 0.66 Undecided Above average Yes
California -58.8 041 No Below average Yes
Colorado -26.1 0.74 Yes Average Yes
Connecticut -21.8 0.78 Yes Average Yes
Delaware -2.0 0.98 Yes Average Yes
District of Columbia -20.0 0.80 No Average Yes
Florida -52.5 0.48 No Average No
Georgia -34.8 0.65 Undecided Average No
Hawaii -46.1 0.54 Yes Average Yes
Idaho -13.9 0.86 No Above average No
lllinois -49.7 0.50 No Average Yes
Indiana -48.2 0.52 No Average No
lowa -27.5 0.73 Yes Above average Yes
Kansas -251 0.75 Undecided Average No
Kentucky -32.9 0.67 No Average Yes
Louisiana -31.6 0.68 No Average No
Maine -39.9 0.60 Yes Average No
Maryland 0.0° 1.00 Yes Average Yes
Massachusetts -304 0.70 No Above average Yes
Michigan -58.0 0.42 Yes Average Yes
Minnesota -28.3 0.72 No Above average Yes
Mississippi -11.0 0.89 Yes Above average No
Missouri -44.9 0.55 No Below average No
Montana 0.0° 1.00 Undecided Above average No
Nebraska -29.5 0.71 Yes Above average No
Nevada -35.8 0.64 Yes Average Yes
New Hampshire -43.5 0.56 Undecided Average Yes
New Jersey -52.9 047 No Below average Yes
New Mexico -21.0 0.79 Yes Above average Yes
New York -55.3 0.45 No Average Yes
North Carolina -20.5 0.80 No Above average No
North Dakota 0.0° 144 No Above average Yes
Ohio -44.9 0.55 No Average Yes
Oklahoma -10.7 0.89 No Average No
Oregon -26.9 0.73 Undecided Average Yes
Pennsylvania -524 0.48 No Average Yes
Rhode Island -67.3 0.33 No Average Yes
South Carolina -29.0 0.71 Yes Average No
South Dakota -31.6 0.68 No Above average No
Texas -42.1 0.58 No Average No
Utah -254 0.75 No Above average No
Vermont -19.9 0.80 Undecided Average Yes
Virginia -28.1 0.72 Undecided Average No
Washington -36.3 0.64 No Average Yes
West Virginia -264 0.74 Undecided Average Yes
Wisconsin -45.8 0.54 Undecided Above average No
Wyoming -74 0.93 Undecided N/A No

Source: Urban Institute 50-state survey of Medicaid physician fees, 2014, except as listed below.

Note: N/A = not available (not included in Decker 2013).

? From Snyder, Paradise, and Rudowitz (2014).

® From Decker (2013).

“Because Medicaid primary care fees in Alaska, Montana, and North Dakota were already at or above Medicare levels before the fee bump, no fee reduction
would occur.

d Maryland provided the primary care fee increase to all physician types, not just those specified by the ACA. For this reason, we assume Maryland will
continue the fee increase in all scenarios.
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Limitations

Our survey of Medicaid fees does not include fees paid through Medicaid managed care. Research by the US
Government Accountability Office (2014) suggests that managed-care plans may pay higher rates for
primary care than fee-for-service Medicaid in many states, though the differences were small on average (5
percent or less) for most of the states studied. In 2011, 74.2 percent of Medicaid beneficiaries were enrolled
in managed care, and that fraction varied significantly by state.® Itis possible that, with respect to managed-
care plans, we have overestimated the fee reductions physicians will experience after the expiration of the
ACA’s Medicaid primary care physician fee bump. Smaller fee reductions could mitigate some of the
potential impact on access to care, but given the Government Accountability Office’s finding of small
average fee differences between Medicaid managed-care and fee-for-service plans, differential effects on
access of allowing the fee bump to expire are also likely to be small. In fact, discussions with providers
suggest that the potentially beneficial effects of higher fees in Medicaid managed care on access may have
been diluted because implementation challenges caused these physicians to be less satisfied with the fee
bump than those serving fee-for-service patients (Crawford and McGinnis 2014).

Discussion

Overall, primary care fees in the Medicaid program would fall an average of 42.8 percent in 2015 if no
extension of the ACA primary care fee increase policy were granted. The fee reduction would be even
larger—47.4 percent on average—in those states that do not plan to extend the fee bump using state funds.
To put the magnitude of these fee reductions in some context, consider that the projected Medicare fee
reduction under the sustainable growth rate formula was 24 percent in 2014. That cut and every potential
fee cut under the formula since 2003 has been delayed by Congress.9 It has been uncertain whether
congressional action related to continuing the Medicaid primary care fee bump would occur before the
policy expires, and time appears to be running out.

In general, states that have seen the largest increases in Medicaid reimbursement for primary care
under the ACA are less likely to be planning to extend the policy into 2015 using state funds than are states
with smaller increases. This situation likely reflects budgetary concerns. However, significant drops in
primary care reimbursement may lead physicians to see fewer Medicaid patients, potentially leading these
patients to have difficulty finding a physician or getting an appointment. Although payment is not the only
factor in physician acceptance of Medicaid (Long 2013), research has demonstrated a correlation between
lower payment rates and fewer physicians accepting new Medicaid patients (Decker 2012).

Overall, Medicaid expansion states face more significant fee reductions than nonexpansion states (46.2
percent versus 36.8 percent), and states that had low Medicaid participation by primary care providers in
2011 and 2012 also face larger fee reductions than states with historically higher participation. The largest
seven states by population size all face primary care fee reductions of more than 40 percent, and none of
these states intends to continue the fee increase in 2015. Of those seven states, California, lllinois, New
York, and Ohio could be faced with a significant expansion of enrollment in their Medicaid programs while
implementing substantial Medicaid fee cuts for primary care.
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Notes

1. Tennessee was excluded because it does not have any fee-for-service component in its Medicaid program.
Tennessee does not plan to continue the fee bump in 2015 (Snyder, Paradise, and Rudowitz 2014), has average
primary care physician participation in the Medicaid program (Decker 2013), and has not expanded its
Medicaid program.

2. Maryland provided the primary care fee increase to all physician types, not just those specified by the ACA.
Therefore, we assume Maryland will continue the fee increase in all scenarios.

3.  We conducted sensitivity analysis using the August 2014 Medicaid and Children’s Health Insurance Program
(CHIP) enrollment data as an alternate weight and using that data minus 2013 CHIP enrollment as an alternate
weight. Our results varied by 1 percentage point or less across all of our measures, with most measures varying
less than half a percentage point between the weighting methodologies. For August 2014 Medicaid and CHIP
enrollment, see Centers for Medicare and Medicaid Services (2014).

4. Tennessee was excluded because it does not have any fee-for-service component in its Medicaid program.
Tennessee does not plan to continue the fee bump in 2015 (Snyder, Paradise, and Rudowitz 2014), has average
primary care physician participation in the Medicaid program (Decker 2013), and has not expanded its
Medicaid program.

5. Michigan Medicaid will pay halfway between the general Medicaid fee schedule and the Medicare fee schedule
for certain codes and physician types. See Snyder, Paradise, and Rudowitz (2014).

6. Acceptance rates are from Decker (2013). In states with below average participation, between 44.4 and 54.0
percent of primary care physicians do not accept Medicaid, compared with 21.8 to 44.0 percent in states with
average participation and 9.9 to 21.7 percent in states with above average participation.

7. Theother three states are California, Missouri, and New Jersey. See Decker (2013).

Data are from “Total Medicaid Managed Care Enrollment,” Kaiser Family Foundation, accessed December 9,
2014, http://kff.org/medicaid/state-indicator/total-medicaid-mc-enrollment/#.

9. Derek Wallbank and James Rowley, “House Speeds Medicare ‘Doc Fix’ as Support Was Collapsing,”
Bloomberg,March 27,2014, http://www.bloomberg.com/news/2014-03-27/physician-medicare-cuts-to-be-
avoided-as-deadline-nears.html.
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Appendix A: Medicaid Fees in 2014

The Urban Institute collected data on Medicaid physician fees for 27 procedure codes in 2014 to determine
Medicaid payment rates. These codes fell under three general service types: primary care, obstetric care,
and other services (table A.1). We constructed three separate indexes to compare 2014 Medicaid fees
across states (the Medicaid fee index) with Medicare fees for the same services (the Medicaid-to-Medicare
fee index) and with 2012 Medicaid fees for the same services (Medicaid fee change index). For each index,
we first computed a simple average fee for each service within a state. We then developed a weighted
national average fee for each service, with each state’s share of Medicaid enroliment as the weight. For the
Medicaid fee index, we computed the ratio of each state’s fee for each service to the national average fee for
that service. We then aggregated across services using the share of total Medicaid spending among the
surveyed services as a weight (see table A.1).

For the Medicare-to-Medicaid fee index, we computed the ratio of the Medicaid fee for each service in each
state to the Medicare fee for the same services. We calculated Medicare fees using the 2014 relative value
units, geographic adjusters, and conversion factor. To aggregate fee ratios across services and states, we
used the same weights as in the Medicaid fee index. This procedure was repeated for the subset of services
included in the Medicaid primary care payment increase under the ACA to develop estimates of fee
decreases across different state groups.

Finally, for the Medicaid fee change index, we compared the 2012 and 2014 Medicaid fees for all services
using the same weighting procedures previously described.

On average, Medicaid fees for all 27 services surveyed remained relatively stable between 2012 and 2014,
increasing only 0.8 percent across all services studied (table A.2). The Medicaid-to-Medicare fee ratio for
these services remained constant from 2012 to 2014 at 0.66. For primary care services, not including the
ACA primary care fee bump, Medicaid paid 59 percent of Medicare charges in 2014, a figure that was also
unchanged from 2012 (table A.3).
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TABLEA.1

Mean, Maximum, Minimum Medicaid Fees and Standard Deviations: Selected States, 2014

Expenditures

accounted for Coefficient
Category by surveyed Mean Maximum Minimum of variation
and code rocedure procedures (% ee ee ee b
d cod Proced d (%) fee($) fee ($) fee ($) (%)
Primary care
99203° Office visit, new patient, 30 minutes 2.8 65.54 177.18 29.00 23.8
99204° Office visit, new patient, 45 minutes 2.3 94.94 274.58 45.00 27.2
99213° Office visit, established patient, 15 minutes 25.6 39.62 119.96 20.64 30.9
99214% Office visit, established patient, 25 minutes 9.6 59.72 177.55 27.00 29.8
99283° Emergency department visit 8.1 43.32 108.41 24.17 23.6
93000 Electrocardiogram 0.5 18.19 4491 10.10 28.1
93307 Echocardiography, transthoracic 14 127.45 232.46 48.00 252
92004 Ophthalmological services, new patient 1.2 80.22 246.08 27.33 364
92014 Ophthalmologlcal services, established 08 64.95 203.27 26.75 374
patient
Obstetric care
59400 Total obstetric care, vaginal delivery 8.6 1,481.56 3,485.80 815.00 27.8
59409 Vaginal delivery only, no postpartum care 4.8 738.20 1,382.70 277.00 26.6
59410 Vaginal delivery and postpartum care 6.7 878.78 1,758.40 296.00 23.0
59514 Cesarean delivery and no postpartum care 1.7 819.30 1,553.50 398.50 27.6
59515 Cesarean delivery and postpartum care 2.0 1,050.98 2,124.70 417.50 29.7
59510 Total obstetric care, cesarean delivery 2.9 1,604.60 3,850.40 815.00 29.3
Other services
Hospital visits
992992 In|t.|al hosplta.l care, new or established 14 80.43 236.15 2950 306
patient, 50 minutes
99232° Hospital visit, new patient, 45 minutes 44 41.65 124.10 17.00 310
Surgery
43235 Upper gastrointestinal endoscopy 0.4 206.46 477.96 124.03 21.7
43239 t’g‘;ﬁ;gasuo'”t“t'"a' endoscopy with 13 24098 57541 19.87 25.8
58120 Dilation and curettage 0.2 186.58 42942 100.00 21.3
58150 Total hysterectomy 0.3 722.89 1,712.80 486.48 19.6
66984 Cataract removal with lens implant 1.5 638.73 1,490.40 357.32 36.5
69436 Tympanostomy 1.5 118.78 267.31 80.50 20.9
Radiology
70450 Computerized axial tomography scan, head 1.9 15563  276.10 76.14 27.6
or brain
71020 X-ray, chest, two views 3.1 24,05 47.45 15.00 17.6
76805 Echography, pregnant uterus 3.7 107.03 230.46 36.00 251
Laboratory tests
88305 Surgical pathology 14 55.13 112.77 18.72 29.9

Source: Urban Institute 2014 Medicaid Physician Survey.
Service is eligible for the primary care fee bump.
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TABLE A.2

Medicaid Fee Indexes and Medicaid-to-Medicare Fee Indexes, 2014

2014 Medicaid fee indexes

2014 Medicaid-to-Medicare fee indexes

All Other All Primary Obstetric  Other
State services Primarycare Obstetriccare services services care care services

United States 1.00 1.00 1.00 1.00 0.66 0.59 0.76 0.74
Alabama 1.04 1.03 1.15 0.91 0.76 0.65 0.99 0.74
Alaska 2.54 2.86 2.13 2.29 1.29 1.28 1.27 1.32
Arizona 1.22 1.25 1.19 1.17 0.81 0.73 0.92 0.86
Arkansas 1.07 1.04 0.82 143 0.80 0.68 0.71 1.22
California 0.81 0.74 0.72 1.05 0.52 0.42 0.53 0.74
Colorado 1.10 1.24 0.86 1.03 0.72 0.73 0.66 0.77
Connecticut 1.48 1.46 1.80 1.11 0.90 0.78 1.26 0.75
Delaware 1.56 1.73 1.14 1.44 0.98 0.98 0.95 1.00
District of 1.40 1.56 1.19 1.28 0.80 0.80 0.80 0.80
Columbia
Florida 0.87 0.82 1.07 0.84 0.56 0.48 0.80 0.60
Georgia 1.08 1.10 1.00 1.15 0.75 0.68 0.79 0.89
Hawaii 0.96 0.98 0.83 1.08 0.62 0.56 0.64 0.76
Idaho 1.26 1.39 1.08 1.18 0.88 0.86 0.90 0.90
lllinois 0.96 0.93 1.14 0.88 0.62 0.53 0.85 0.70
Indiana 0.87 0.84 0.90 0.94 0.61 0.53 0.84 0.75
lowa 1.12 1.17 0.97 1.20 0.82 0.75 0.83 0.98
Kansas 1.13 1.27 0.90 1.06 0.78 0.79 0.72 0.84
Kentucky 1.07 1.11 1.05 1.00 0.77 0.70 0.94 0.82
Louisiana 1.04 1.13 0.82 1.00 0.71 0.69 0.67 0.78
Maine 0.93 1.00 0.81 0.92 0.64 0.61 0.66 0.70
Maryland 1.55 1.78 1.12 1.29 0.92 0.97 0.86 0.86
Massachusetts 1.23 1.26 1.25 1.12 0.79 0.70 0.95 0.78
Michigan 0.80 0.73 0.98 0.73 0.54 0.44 0.72 0.56
Minnesota 1.04 121 0.76 0.98 0.69 0.71 0.63 0.70
Mississippi 1.29 1.43 0.99 1.16 0.89 0.89 0.89 0.91
Missouri 0.86 0.90 0.72 0.94 0.60 0.56 0.56 0.75
Montana 1.62 1.74 1.53 1.45 1.04 1.00 1.12 1.02
Nebraska 1.20 1.16 1.16 1.35 0.90 0.75 1.01 1.12
Nevada 1.24 1.15 1.38 1.25 0.81 0.66 1.02 0.92
New 0.89 1.01 0.77 0.76 0.58 0.58 0.59 0.56
Hampshire
New Jersey 0.76 0.90 0.52 0.75 0.45 0.48 0.36 0.51
New Mexico 1.32 1.34 1.29 1.33 0.91 0.82 0.99 1.04
New York 0.93 0.89 1.09 0.83 0.57 0.48 0.75 0.58
North 1.15 1.31 0.84 1.16 0.79 0.80 0.68 0.89
Carolina
North Dakota 2.15 2.38 1.62 1.97 1.41 1.40 1.44 1.42
Ohio 0.89 0.95 0.82 0.85 0.61 0.57 0.64 0.68
Oklahoma 1.29 1.44 1.10 1.16 0.89 0.89 0.89 0.89
Oregon 1.23 1.24 141 0.98 0.83 0.73 1.12 0.71
Pennsylvania 0.97 0.88 1.38 0.69 0.67 0.52 1.05 0.55
Rhode Island 0.57 0.55 0.53 0.68 0.38 0.32 0.39 0.50
South Carolina 1.16 1.16 1.42 1.07 0.80 0.72 1.33 0.84
South Dakota 1.14 1.16 1.01 1.27 0.80 0.71 0.85 0.97
Texas 0.96 0.96 0.77 1.08 0.65 0.59 0.66 0.82
Utah 1.11 1.24 0.91 1.04 0.74 0.74 0.69 0.79
Vermont 1.22 1.37 1.01 1.12 0.80 0.80 0.80 0.80
Virginia 1.21 1.26 1.15 1.15 0.79 0.73 0.88 0.82
Washington 1.13 1.12 1.37 0.84 0.74 0.64 1.07 0.59
West Virginia 1.15 1.19 1.27 0.95 0.79 0.74 1.05 0.74
Wisconsin 1.00 0.94 0.99 1.16 0.71 0.58 0.82 0.92
Wyoming 1.50 1.62 1.44 1.29 0.96 0.93 1.05 0.91

Source: Urban Institute 2014 Medicaid Physician Survey.
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TABLEA.3

Cumulative Percentage Change in Medicaid Fees, by Type of Service, 2012-14

State All services (%) Primary care (%) Obstetric care (%) Other services (%)
United States 0.8 0.9 1.5 -0.3
Alabama -1.6 -35 3.2 -2.8
Alaska 7.3 5.9 16.3 -0.9
Arizona -0.1 0.1 1.9 -3.2
Arkansas 0.0 0.0 0.0 0.0
California 1.0 1.0 1.0 1.0
Colorado 2.0 1.9 2.0 2.2
Connecticut 0.8 0.0 5.2 -2.8
Delaware 3.1 3.8 6.4 -0.7
District of 2.1 3.6 4.0 -4.0
Columbia
Florida 0.5 0.0 0.0 2.2
Georgia 0.0 0.0 0.0 0.0
Hawaii 0.0 0.0 0.0 0.0
Idaho 21 -0.3 131 -5.9
lllinois 0.0 0.0 0.0 0.0
Indiana 0.0 0.0 0.0 0.0
lowa 1.0 1.0 1.0 1.0
Kansas 0.0 0.0 0.0 0.0
Kentucky 0.0 0.0 0.0 0.0
Louisiana -1.3 -1.0 -1.0 -23
Maine -0.1 -0.1 0.0 0.0
Maryland 30.8 46.2 0.0 15.2
Massachusetts 3.6 6.1 0.0 1.9
Michigan 1.9 -6.7 20.0 0.0
Minnesota -0.6 1.3 0.0 -6.0
Mississippi 0.2 1.9 04 -4.1
Missouri 0.0 0.0 0.0 0.0
Montana 9.1 10.8 111 2.6
Nebraska 2.7 1.0 4.6 45
Nevada 7.5 0.0 28.0 0.0
New Hampshire 0.0 0.0 0.0 0.0
New Jersey 0.5 1.0 0.0 0.0
New Mexico 0.6 0.0 4.0 -2.2
New York 0.0 0.0 0.0 0.0
North Carolina -30 -3.0 -3.0 -3.0
North Dakota 8.7 8.0 204 15
Ohio -0.9 -1.0 0.0 -14
Oklahoma -5.2 -4.0 -3.7 -10.0
Oregon 4.9 5.0 12.0 -4.3
Pennsylvania 1.9 0.0 5.4 2.4
Rhode Island 0.0 0.0 0.0 0.0
South Carolina 0.0 0.0 0.0 0.0
South Dakota 5.0 5.2 4.6 5.2
Texas 0.0 0.0 0.0 -0.1
Utah 4.8 7.7 0.0 3.9
Vermont 2.6 3.1 15 2.5
Virginia 0.3 1.5 1.0 -3.6
Washington -14 -04 0.0 -55
West Virginia 0.4 2.7 0.6 -5.1
Wisconsin -3.8 -0.7 -43 -10.9
Wyoming -10.5 0.0 -35.8 -4.5
Source: Urban Institute 2012-2014 Medicaid Physician Survey.
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