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The Dynamics o f  Medicaid Enrollment 

Introduction 

In real i ty,  h id ing  under the umbrella of the Medicaid program, are many 

different health care programs. Each serves a different population w i t h  I t s  

own special needs, and each has i ts own policy concerns and issues. For 

example, thirty-six percent of Medicaid payments were made t o  nursing homes in 

1986, part of a long term care program that has expanded i n  complexity and 

scope under the home and community-based waivers authorized by the Omnibus 

Budget Reconciliation Act of 1981. However, a t  the same time and exemplifying 

the contrasts w i t h i n  the program, Medicaid i s  equally a program to provide 

care in pregnancy and early childhood to the poor. I t  i s  also a catastrophic , 
health insurance program for those with unusually large medical expenses that  

claim most of their  income, a Medigap program for the elderly poor who are 

el igible for Medicare, and an Interim insurance plan for some families that  

experience unemployment. 

In th i s  paper, considering just the noninstutional ized population served 

by Medicaid, we examine another aspect of the program' s heterogeneity. 

Namely, Medicaid operates a long-term program of health care for two-thlrds of 

I t s  enrollees, bu t  a short-term, stop-gap program for the other th l rd .  

Whether Medicaid was Intended primarily to serve as a permanent source of 

assistance for  a hard core of the needy 'or as a "safety netn for  those 

experiencing temporary hardships--or both--is not explicit In the statutory 

e l ig ib i l i ty  cri teria.  B u t  then, even Medicaid's extensive long tern Care 

program Is  only the implicit result of i t s  statutory spend-down and mdically 

needy provisions. 



The legis lat ion passed i n  1965 created two groups who were el lglble .  The 

first  is the "categorically needy,'" low income persons who recelve Ald t o  I 
Fami 1 i es w i  t h Dependent C h i  1 dren (AFDC) or Suppl mental Securl t y  Ifmine (SSI) 

fo r  the aged, blind and disabled. AFDC is primarily for  single mothers and I 
t h e i r  children, bu t  s ta tes  have the option of including two-parent famllles I 
where the principal wage earner is unemployed In the i r  AFDC or Medicald 

plans. The second group e l ig ib le  f o r  Medicaid, the Umedically needy," a re  

considered by the law too poor t o  pay the i r  medical expenses (especially 

I 
because the i r  expenses are unusually great)  but  not poor enough t o  quallfy f o r  I 
welfare. 

In l i g h t  of these e l ig ib i l i t y  c r i t e r i a  and recent emplrical studles 

showing that  the duration of poverty i s  distinctly bimodal, w i t h  the majorlty , I 
of the poor experiencing short spel ls  of poverty and a minorlty who are  

persis tent ly  poor, i t  I s  not surprising that  Medicaid also serves both a 

short-term and a long-term population. From the Panel Survey of Income 

Dynamlcs (PSID), Bane and Ellwood (1986) report that  44.5 percent of poverty 

spe l l s  lasted a year o r  less ,  compared t o  12 percent of persons w i t h  poverty u 
spe l l s  las t ing more than 9 years. A recent study of spel ls  of welfare 

dependency (OINeill, Bassi, and Wolf 1986). using the National Longitudinal I 
Survey, Indicates similarly that  the majorlty of welfare spe l l s  are  short  term 

(Half of a l l  recipients have spe l l s  of one year or less.) and tha t  the I 
probabil l t y  of remblnlng on AFDC f o r  more than 5 years I s  only 18 percent. I 

The Intent of the Medicaid program i n  thls regard has not beenelar i f le@Y' 

part icular ly by the many leg1 s la t tve  changes over'the past decade,' but t h e  

overall e f fec t  I s  probably t o  draw i n  more people on a stop-gap basis. Early 
I 

in  the 19801s, enrollment was affected by the substantial budget cuts  t o  which 

mst domestlc nondefense spending was subjected. In ,particular, changes t o  I 



AFDC e l i g i b i l i t y  rules affecting primarily the working poor reduced the 

population e l ig ib le  for  Medicaid dy nearly two million persons durlng 1981 and 

1982. - ~ h e s e  cuts  were partly motivated by the fear  that  government programs 

were perpetuating welfare dependency, and the conviction tha t  too much long- 

term help was being offered for  too long. Starting in 1984 w i t h  the Federal 

Deficit Reduction Act (DEFRA), the trend recently has been t o  expand Medicaid 

e l i g i b i l i t y ,  often t o  include persons l ikely t o  be e l ig ib le  f o r  a re la t ive ly  

short time such as two-parent families and the unemployed. For example, DEFRA 

extended mandatory coverage t o  some financially el igible  children in two- 

parent fami! ies  and t o  pregnant women i n  families w i t h  an unemployed parent, 

In 1986 the link between the categorical welfare programs and Medicaid was 

substantially loosened, w i t h  s t a t e s  now being permitted to  extend Medicaid t o  . 
a1 1 pregant women, infants under the age of one, and (phased in  over time) 

children up t o  the age of f ive whose family incomes are below the federal 

poverty line. By substituting poverty as  the cr i ter ion for  e l ig ib i l i t y ,  

Instead of the much more narrowly defined c r i t e r i a  of the categorical 

programs, this change will l ikely open up the program t o  many more people on a 

short-tern basis. Working i n  the opposite direction, the period of 

e l  i g ib i l  i t y  f o r  some people, especially mothers, has been lengthened. DEFRA 

extended the e l ig ib i  l i t y  of pregnant women, by covering them durlng their 

pregnancy i f  they would qualify when the child was born, and legis lat ion 

passed i n  1985 extended coverage f o r  up t o  60 days postpartum when wcnnen 

become e l ig ib le  based solely on pregnancy. 

Making a disti nction between short-term and long-term Medicaid enrol l ees  

IS Important on several counts. First, a program that  is  well designed to 

serve short-term enrol lees must address different objectives, concerns, and 

health care needs than one designed for  long-term enrollees. Financing the  



health care of people who need help getting through a temporary flnanclal  

c r i s l s  I s  quite a different  propositlon than planning systematically fo r  the 

health care of people over the long haul'. In addition, as we show here, 

short-term and long-term enrollees tend t o  be a t  different stages in  l i fe ,  

w i t h  the very young and the old disproportionately represented among those on 

Medicaid fo r  a long time. I t  i s  not just the health care requirements, b u t  

a lso the organizational requirements, that d i f fe r  between the two groups. For 

example, enrol ling long-term el igibles  I n  HMOs or  other systems of managed 

care makes much more sense than enrolling short-term enrollees, because of the 

potential disruption of a1 ready establ ished physician-pati ent relationships, 

the interruption of care when e l ig lb i l l t y  is terminated, and the d i f f icu l ty  of 

se t t ing  capitation ra tes  fo r  a patient population that turns over rapidly. * 

The short-term enrol lees also raise  special policy concerns. A1 though 

expected t o  leave the program a f t e r  a relat ively short time, they may be 

discouraged from trying t o  Improve the i r  economic circumstances by the spectre 

of losing t h e i r  Medicaid card, especially i f  the jobs avallable t o  them do not 

offer  health insurance. In addition, the fac t  that  a significant number of 

people are  enrol led in Medicald for  only a short time Indicates tha t  the 

program helps t o  protect the population's access t o  health care In times of 

economic diff icul ty .  B u t  how effective I s  Medicaid as a safety net? What I s  

the  likelihood tha t  today's middle class  family, and not ' +  the poor, wlll 
- 

benefit someday from the pryram? When people l:.dve Medicaid, are  they 7 

unlnsured and st111 poor, or do they leave fo r  private health insurance a 

improved economl c circumstances? 

Flnally, the bimodal d i s t r l b u t  ton of Medicaid enrollment creates problems 

In lnterpretlng data about the program. Just  t o  count and characterize the 

populatlon served by Medicaid I s  a tr lcky propositlon. Long-term enrollees 



are over-represented I n  s ta t i s t ics  t h a t  focus on the program a t  a glven pofnt 

In time, because the number of short-term enrollees who flow through the 

program can only be. measured by counting' them over tlme. The longer the frame 

of reference, the greater i s  the number of short-term enrollees In relation to 

the fixed number of permanent enrollees. Greater, too, Is the count of b o t h  

the population served and the probability of  ever observing any glven 

Individual, especf al ly someone with character4 s t ics  typical of short-term 

enrollees, on Medicaid. 

Since the late seventies, annual surveys have provided evldence of the 

turnover i n  the Medicaid population and have hinted a t  the signlflcance of 

short-term enrol lment (Table 1). The 1977 Natlonal Medical Care Expend1 ture 

Survey (NMCES) revealed that Medicaid enrollment was 20 million people over , 

the course of a year, 25 percent more than the 16 milllon enrolled a t  a point 

In tlme (Walden, Wilensky, and Kasper 1985). O f  those ever enrolled durlng 

1977, 8.6 mi 11 Ion or 43 percent were enrol led only part of the year. The 

l a t t e r  stat1 s t l c  I s  not an entirely satisfactory measure of short-term 

enrollment, however, because I t  Includes people w l  t h  enrollment perlods of a 

year or  more that  just happened to begln or  end outslde of the one-year survey 

perlod. The one-year tlme frame also biases descrlptlon of the Medlcald 

populatlon and the probabl 1 I t y  of enrollment towards long-term enrol lment and 

enrollees, although not so severely as Medlcald data from a single point In 

t ime. - 

In thls paper, we study the dynamics of Medlcaid enrollment over an even 

longer tlme period, nearly three years, w i t h  data from the 1984 Panel of the 

Survey of Income and Program Partlclpatlon (SIPP). SIPP I s  a longitudinal 

survey conducted by the Bureau of the Census, where a nationally 

representatl ve smpl e of households was Interviewed three. tlmes a year about 



t h e i r  economic circumstances and participation in  government programs during 

the preceding four months. For the cohort of persons enrolled in  SIPP a t  the 

s t a r t  of the survey, we combined the data from the eight interviews conducted 

between Fall 1983 and Sumner 1986 into a longitudinal data base covering 32 

months. (See the Technical Notes fo r  additional information about this f l le . )  

The f i r s t  section of the paper describes this cohort's enrollment in  

Medicaid during the 32-month period. I t  i s  followed by a comparison of the  

characteri s t l c s  associated w i t h  short-term and long-term enrollment. Then 

at tent ion s h i f t s  t o  t ransi t ions on and off Medicaid w i t h  an examination of the  

events, such as changes in marital s ta tus  or employment and earnings, t ha t  

were associated w i t h  enrollment or disenrollrnent. The income and insurance 

s ta tus  of enrollees before and a f t e r  they were covered by Medicaid I s  9 

described as well. A f ina l  section sumnarizes these findings and discusses 

t h e i r  policy implications. 

Lonqitudinal Patterns of Medicaid Enrollment 

A t o t a l  of 25.4 million persons were enrolled in Medicaid a t  some time 

during the 32 months covered by the 1984 SIPP panel (Table 2). T h i s  f igure 

exceeds enrollment over the first year (Table 1) by 5 million or 23 percent, 

and enrollment a t  the f i r s t  interview by 8 million or  44 percent Of the 11.1 

percent of the US. population cohort that  was ever covbt.sd by iL,i;dicetd. 4.8 

percent reported coverage a t  a l l  eight interviews and 6.3 percent wetf covered 

only par t  of  the survey perlod. Thus, a minority of 44 percent cf t t r ~  (4 ever 

enrolled were covered the en t i re  time. By contrast, and. Indicative of the  

bias toward long-term enrollees of s t a t i s t i c s  referring t o  a single point I n  

time, the 11 mil lion people who were enrol led thoughwt the survey pertod 



const i tu ted 62 percent o f  the enrollment a t  the f i r s t  lntervlew. 

Overal l ,  Medlcald was reported .at an average o f  5.3 lnterv lews o r  f o r  

about 21 months (T.able 3).' The averagi  f o r  those enro l led dur lng on ly  p a r t  

of t he  survey was 3.2 lnterv iews o r  about 13 months. Unfortunately, these 

f igures understate the average length  o f  a spe l l  on Medicald, because the t r u e  

enrollment periods f o r  persons coming onto the prograa before the  f i r s t  

i n te rv iew o r  leaving a f t e r  the l a s t  lnterv iew are truncated. 

A somewhat c learer  p l c t u re  o f  the durat lon o f  Medicald enrollment can be 

obtained from the cohort o f  persons who were newly enrol l ed  a t  the second SIPP 

In te rv iew (Table 4). Although t h e i r  spe l l  o f  coverage I s  r lght- t runcated by 

the  end o f  the survey per iod a t  a maximum o f  seven interviews, the beginning 

of t he  spe l l  I s  a t  l e a s t  delineated. Only one t h l r d  o f  these new enrol lees 
9 

reported Medicaid a t  a l l  o f  the subsequent interviews. Half of them reported 

coverage a t  5 Interv iews o r  fewer, amounting t o  less than 2 years of 

coverage. A quarter  reported Medlcald a t  on ly  1 o r  2 lntervlews, amounting t o  

8 months of coverage o r  less. Thls seems l i k e  a su rp r l s lng ly  la rge percentage 

of persons w i t h  very short  perlods o f  Medicald coverage, and may be explained 

by the  f ac t  t h a t  SIPP includes w i t h  Medicaid [any ]other pub1 l c  assistance 

program t h a t  pays f o r  medical care" (such as s ta te  and county indigent 

programs). There i s  a lso  the p o s s l b l l l t y  o f  some one-time mlsreport lng o f  

Medicald enrol  lment by SIPP respondents, although we d i d  examlne and cor rec t  

some apparent erro-rs o f  t h l s  s o r t  (as described i n  the Technical Notes). 

--.--.-w-..o---.-o 

l ~ e  repo r t  coverage I n  terms o f  the number o f  lntervlews where Medicald war 
reported f o r  an month I n  the reference perlod, because there was a strong 

- tendency among 3 IPP respondents t o  repor t  the same coverage f o r  a l l  months 
covered by an In terv iew and changes I n  coverage mainly between interviews. 
See t he  Technical Notes f o r  a more deta t led discussion o f  the assignment of 
fnsurance coverage. 
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Characteristics of Short-term and ions-term Enrollees 

One w a y  of operationalizing the dist'inctlon between long-term and short- 

term Medicaid enrollment I s  in terms of coverage for  the en t i r e  survey perlod 

and coverage fo r  only part of it. This is a relatively stringent definit lon 

of long-term enrollment, since most long-term enrollees defined in this 

fashion were probably covered for  spel ls  even longer than 32 months, whlch 

f e l l  par t ly  outside the survey. Conversely, some short-term enrol lees 

according to  t h i s  definit ion may have had periods of enrollment of a t  leas t  32 

~ n t h s  as  well, whlch were truncated by the beginning or end of the survey. 

Generally speaking, the population groups most l ikely t o  be covered f o r  

the  en t i r e  survey were also the groups most heavily served by Medicaid (Table 

5). Thus, 21.4 percent of children under age 6 were ever covered by Medicaid, ' 

compared t o  11.1 percent of the to ta l  population; 46 percent of Medicaid 

enrollees under age 6, somewhat above the national average, were covered the 

en t i r e  time. Among adults 25 and older, Medicaid most often served the 

elder ly (11.6 percent), the only age group where the majority of enrollees 

were covered throughout the survey. Blacks were enrolled more than four times 

as often as whites (31.2 compared t o  7.0 percent), and nearly half of black 

enrollees were covered the en t i r e  time. Forty-four percent of persons i n  

fami l i e s  wtth children headed only by women a t  the s t a r t  of the survey, the 

family type targeted by AFDC, were enrolled in Medicaid. Not only was t h i s  

considerably more ihan twice the rate for  any other family type, two-thirds 

of these Medicaid enrollees were covered the en t i r e  time. Following the same 

pattern, those who were poor a t  the s t a r t  of the survey, as  well as  those not 

i n  the labor force and the i r  children, were l ikely t o  have Medicald and were 

m r e  1 ikely t o  be covered the whole time than other enrollees. 



Other .opulati on groups were especially 11 kely t o  have short-term 

coverage. Two-thirds of enrollees aged 19-24, a time of t ransi t ion In many 

l ives ,  were covered only part  of the survey period. Two-thirds o r  more of 

enrollees i n  f amfl ies headed by two parents or receiving unemploment 

compensation a t  the s t a r t  of the survey were also enrolled part-time. In 

addition, and not a t  a l l  surprising in view of Medicaid's income e l i g i b i l i t y  

standards, enrollees who were not poor o r  who were employed a t  the s t a r t  of 

the  survey were very unlikely t o  be covered by Medicaid from the beginning of 

the survey t o  the end. Finally, enrollees in  s ta tes  covering pregnant women 

without children, and to  a lesser extent the medically needy, were more l lke ly  

t o  be covered temporarily. 

Many of these patterns can be traced a t  a more general level t o  
9 

differences associated w i t h  the three types of eligibility c r i t e r i a  qua1 ifying 

a person o r  family fo r  Medicaid--those applying t o  AFDC, SSI, and unemployment 

compensation. Not surprisingly, AFDC and SSI were general ly associated w i t h  

long-term enrollment, while unemployment was associated w i t h  short-term 

enrollment. Two-thirds of those receiving AFDC a t  the s t a r t  of the survey 

were enrol led throughout the survey. Three-quarters of SSI recipients were 

enrol led fo r  the en t i re  survey. In dramatic contrast, three-quarters of 

Medicaid enrollees who received unemployment compensation a t  the s t a r t  of the 

survey were pJ enrolled the en t i r e  time. 

Transitlons Onto Medlcaid 

About 7.8 million persons, 4 percent of the population not i n i t i a l l y  

enrolled i n  Medicaid, came onto the program over 28 rpnths. Among those who 



were uninsured, the probabil i t y  of eventually obtaining Medicaid coverage was 

11.8 percent (Table 4). Just 2.9 percent of those on Medicare and 2.4 of I 
those with private health insurance would eventually enroll In Medicaid. 

However, because of the huge number of privately insured (150 million), 40.9 

percent of new Medicaid enrollees came from the ranks of the privately insured 

(Table 6). A s l  i g h t  majority (56.6 percent) were previously uninsured. 
I 

Along similar lines, just about half of new enrollees were poor in the I 
four months prior to obtaining Medicaid coverage. However, nearly a quarter 

were i n  the middle and h i g h  income categorfes, so a substantial number of I 
Medicaid enrollees were middle class families benefiting from the social 

safety net. The near poor and low income fami l ies  benefited from the safety 

net as well, as they dropped into or nearer poverty and accounted for the • 

other quarter of new enrollees. 

Also f i t t i ng  into th is  picture, where some 30 to  40 percent of new 

enrollment appears t o  have been related to a drop i n  economic fortunes, 33 

percent of new enrollees (or their  parents) experienced a reduction in 

employment i n  the four months prior to joining Medicaid (Table 7). Fifteen 

percent los t  their  jobs; another 10.9 percent suffered a reduction in  hours of 

5 hours a week or more; and another 7.1 percent worked the same hours but  I 
experienced a reduction in earned income of $100 a month or  more. These 

changes i n  employment f a r  outweighed changes i n  family relationships as a I 
factor accounting-for new enrollees. Only four p?rcent of new enrollr - (or 

thei r  parents) had los t  tnelr spouse i n  the preceding four months, a d  
I 

1.8 percent were members of families that  had had their first child. I 



Leavqnq Medicaid 

Thirty-eight percent of the population covered by Medicaid a t  the f irst  

interview left the program over the next 28 months. The majorlty (54.5 

percent) were subsequently uninsured (Tab1 e 8). Forty-three percent were 

poor. Thus,  a substantial number of people were dropped from the program 

despite t h e i r  continued economic misfortune. Forty-three percent of those 

losing Medicaid were subsequently covered by private insurance, and 24.8 

percent were middle or high income. This means that the dis t r ibut ion by 

poverty and insurance s tatus  of fomer  enrollees, subsequent t o  Medicaid, 

closely resembled that  of new enrollees prior to  Medicaid. About 55 percent 

i n  each case e i ther  came from or returned t o  the ranks of the uninsured. 

Fifty-one percent were poor before coming onto Medicaid, compared t o  42.6 

percent of former enrol lees who were subsequently poor, The difference 

between these figures was largely of fse t  by the large number of former 

enrollees who were near poor and w i t h i n  125 percent of the poverty l ine,  

Consequently, the majority i n  each case were el ther  poor or  near poor. 

Consistent w i t h  these data on Insurance and poverty status,  only about a 

t h i r d  of ex-enrollees experienced employment gains In connectlon w i t h  leavlng 

Medlcald (Table 9). Of  these, re lat ively fewer were unemployed and acquired a 

job (8.4 percent) than experienced an increase In hours (11.1 percent) o r  an 

Increase In hourly wages (14.9 percent), In thls context, as  well as  i n  

coming onto MedicaTd, changes in  family relationships d i d  not figure 

minently. Only 1.3 percent @married of fW the program. Two percent of 

thcse leavlng Medlcald were in  families where the children had a l l  moved out. 



Sumnary and Policy Implications 

Over approximately three years betwepen Fall 1983 and Summer 1986, Medicaid 

served 11 percent of the population or 25.4 million people. T h i s  figure I 
exceeds the number served by the program over the course of a year by 23 

percent and the number served a t  any particular time by 44 percent. Of the 
I 

17.6 million people enrolled i n  Fall 1983, 62 percent remained on Medicaid for  

a minimum of 32 months. However, 6.7 million l e f t  the program and 7.8 millfon 

u 
were newly enrol led, so the long-term enrollees were a minority of 43 percent I 
of those ever on Medicaid. Thus, although the health care needs of long-term 

enrollees probably shape the operation of the program on any given day, 
I 

serving the needs of a continuing flow of short-term enrol lees is also an 

important--and somewhat different--program objective. For new enrol lees, the 
I 

median period of enrollment was about 20 months. I 
Long-term enrollment, defined as coverage for the enti re 32-month period, 

was most common i n  the population groups targeted by AFDC and SSI. Young 
I 

children and the families of single mothers who were enrolled In Medicaid were 

likely t o  be covered the whole time. The elderly were the only age group 
I 

where the majorlty of enrollees were covered the whole time. Sixty-two 

percent of adults who were not in the labor force a t  the beinnlng of the 

I 
period, along wi t h  their  children, who were ever enrol led in Medicaid were I 
covered for the erttfre period., By contrast,.nearly half of those coming on or  

going off the program were employed a t  the s t a r t  of the 32 montns UI  ere the 
I 

children. of employed parents. Such enrol lees- were- dCsprop~~tlonately the 

members of intact fami l ies  w i t h  two parents or i n  fami l ies receiving 

I 
unemployment compensat Ion. I 

Thus, the substantial turnover i n  the program was related to  the fac t  that I 



Medicaid does indeed function as a social safety net for some families that  

experience economic reversals, and not just as a long-term health care progrm 

for  the chronically disadvantaged. Roughly 30 t o  40 percent of new Medicald 

enrollments were related t o  a decline i n  economic circumstances. Forty-two 

percent of new enrollees had private insurance before coming onto Medicald. A 

quarter previously had family incomes exceeding 200 percent of the poverty 

I ine. A t h i r d  had experienced a reduction in employment i n  the preceding 4 

months (or were the children of adults experiencing a reduction in 

employment), usually the complete loss of a job or a reduction in  hours of 

work rather than a reduction in hourly wages. By the same token, roughly 30- 

40 percent of those departing the program were headed for  private insurance, 

improved employment, and higher incomes. 

However, Medicaid i s  also a program directed a t  the chronically 

disadvantaged, and here our new, longi tudinal perspective yields st1 11 further 

evidence of Medicaid's known inadequacies. Not only were fewer than half the 

poor ever enrolled i n  Medicaid; nearly half of the people leaving the program 

were s t i l l  poor af ter  they had los t  their Medicaid coverage. In addition, for  

those who were uninsuced a t  the s t a r t  of the period, the probabf l i t y  of ever 

having Medicaid was 11.8 percent, not even a percentage point above the 

national average. Making matters worse, 55 percent of former enrollees became 

uninsured when they surrendered their Medicaid card. This means that  

Medicaid's elfgibiJity rules, admittedly before the relaxation of the 

categorical requirements i n  the 1986 legis ta~ioil, sent 4 mil 1 ion people Into 

the ranks of the uninsured over the 32-month survey period. 

The danger of working oneself off Medi cald--only t o  be without insurance 

and without access t o  health care--was consequently substantial. Th i s  I s  an 

Important Issue for consideration i n  the context of welfare refom* A gradual 



phasing out of Medicaid coverage, perhaps by allowing the working poor t o  buy 

into Medicaid a t  income-related rates ,  would e l  iminate the work dtsincentlves 

now existing i n  the program. Furthermore. I t  does not appear that  many people 

currently are  going to  work and subsequently getting off the program. Only 

about 8 percent of former enrollees were newly employed; more comonly, former 

enrollees experienced an increase i n  wages or  hours i n  connection w i t h  leavlng 

Medicaid. On the other side of the coin, over 70 percent of those enrolled 

f o r  the ent i re  32-month survey period were adults not In the labor force a t  

the  outset of the survey, along w i t h  the i r  children. 

Finally,'and also relevant t o  the issue of welfare reform, there I s  no 

evidence tha t  Medicaid i s  part of a system that  ul if tsn enrollees t o  improved 

economic circumstances and the mainstream of privately i nsured health care. 

The circumstances from which people came onto the program were largely the 

clrcumstances under which they l e f t .  Fifty-seven percent of new enrollees 

were e i ther  poor o r  within 125 percent of the poverty l ine before qualffylng 

f o r  Medicaid; 54 percent of those leaving the program were subsequently e i ther  

poor o r  near poor, although there was a s l ight  sh i f t  from the lower category 

t o  the next. Over half of new enrollees were uninsured before quallfylng f o r  

Medicaid; over half of those leaving the program were subseqently uninsured. 

Thus, in addition t o  the substantial number of enrollees who remained on the 

program fo r  an extended time because of the i r  continuing economic pl fght, 

there  were many others who would have been enrol led for  some tlme If enrol lees 

maintained the i r  Medicaid e l ig ib I l l t y  unt i l  the i r  circumstances t ru ly  Improve. 



TECHNICAL NOTES 

The Survey of Income and Proqram Participation 

The data used i n  th i s  study were obtained from the 1984 Panel of the 

Survey of Income and Program Participation (SIPP), conducted by the U.S. 

Bureau of the Census (U.S. Bureau of the Census 1987). SIPP I s  a longltudlnal 

household survey designed to provide detai led informatlon on the economlc 

cl rcumstances of households and persons representing the noninstitut ionallzed 

population o f  the United States. Persons living In group quarters, such as  

dormitories and rooming houses, are Included, as are some Armed Forces 

personnel (those not l i v i n g  In  military barracks). The households that are . 
sampled are lnterviewed every 4 months over a period of roughly 3 years, with 

the four-month period prior to each lntervlew month as the reference period. 

A l l  persons 15 years of age or older a t  the in i t ia l  interview are ellgible for 

the entire length of the survey, and are followed to their  new location i f  

they move. Adul t s  living w l t h  originally sampled persons a t  subsequent 

Interviews are also eligible. The data concerning adults Includes data abwt 

thei r  children, so the survey covers the entlre populatione 

Wl thln a given panel, the sampled households are divided Into 4 rep1 Icate 

subsamples or rotatlon groups of approxlmately equal slze, and one rotation 

group is lntervlead each month. One cycle of Interviewing for the entire 

sample ( l eee ,  one Interview for each rotation group) I s  called a wave. In 

Nave One of the 1984 Panel, the f l r s t  rotatlon group was tntervlewed I n  

October 1983 w i t h  June as the f i r s t  reference month; the las t  rotatton group 

was Interviewed In January 1984 w l t h  September as the f l r s t  reference month. 

Nine Interviews were completed for the f l r s t  two rotation groups, and elght 



f o r  the las t  two, covering 36 and 32 months respectively. 

Development of a La'ngitudinal SIPP File 

The Census Bureau releases a public use f i l e  for each wave as I t  is 

completed. For the analyses presented here, the wave f i l e s  were merged to  

form a 32-month, longitudinal database for the cohort of adults and children 

about whom data were collected i n  Wave 1. Members of the Armed Forces 

Included i n  SXPP were dropped from th i s  cohort, i n  order t o  fac l l i  ta te  

comparison t o  other surveys that are typically limited t o  the civf lian 

nonl nsti tutional ited population. Given the staggered s t a r t  of SIPP, the 32- 

month period covers different calendar months depending on the rotatlon group , 

(see Table A l ) .  Using the sampling weights provided by the Census Bureau for  

each person in the f i r s t  month of thei r  participation In the survey, estimates 

from th i s  database can be interpreted as i f  from a longitudinal study of the 

entire U.S. population, where approximately a quarter of the population was 

enrolled each month from June 1983 t o  September 1983, The weighted population 

to ta l  (or total  enrollment in the "national longitudinal studyY) i s  

229,314,000. 

Attrition and Adjustment for Nonresponse 

In actual practice, not everyone interviewed i n  Wave One of SIPP completed I 
elght intervlem. The Census Bureau del i berately and randomly reduced the 1 I 
sire of the 1984 panel by approximately 15 percent in  Waves 5 and 6, Sow 

persons dropped out because they were no longer i n  the scope of the survey. 

They died, moved into m i  l l ta ry  barracks, moved overseas, or  were I 



institutionalized. Others refused a t  least one i Verview or moved and could 

not be located. Data from completed interviews are missing in a few instances 

from the SIPP pub1.i'~ use f i l e s  because of data processing errors, and a 

handful of persons whose identlf ication numbers change from wave t o  wave on 

the public use f i l e s  were dropped from our database because of the data 

processing di f f icul t ies  that they present. Of the 53,456 persons in the 

original cohort, there are 32,381 complete cases in our longltudlnal database 

w i t h  either 32 months of data or data for those months when the person was i n  

scope. Thus, taking Into account the deliberate reduction by Census, the 

unintended'attritlon of the sample was 24 percent or about 3 percent per wave. 

To correct for the approximately 21,000 nonrespondents w i t h  incomplete 

data, we developed a longitudinal weight similar t o  that developed by the 

Census Bureau for i t s  1983-1984 Longitudinal Research File (Coder e t  al.; 

Singh 1986). Weighting groups were defined as a cross-classif ication of sex, 

race (black, not black), age (under 5, 5-14, 15-24, 25-34, 35-44, 45-54, 55- 

64, and 65 or  01 der) , average monthly household income i n  Wave 1 (under $1200, 

$1200-3999, $4000 or higher), and household receipt of unemployment 

compensation or means-tested transfers i n  Wave 1. The la t t e r  two variables 

are especially important i n  controlling for the differential a t t r i  tfon of low 

income persons from the sample, which is known t o  be greater than for others 

(McArthur and Short 1985). Weighting groups were collapsed where necessary t o  

ensure a t  least 20respondents in  each cell .  A nonresponse adt'stment rat10 

was then calculated for each cel l  by divia ing the sum of the Wave 1, Month 1 

weights provided by the Census Bureau of persons in  the original cohort by the 

sum of the weights of persons w i t h  complete data. The longitudinal weight was 

-then formed for  those with complete data by multiplying their  Wave 1, Month 1 

weight by the adjustment ra t io  fo r  their weighting group.. 
v 



Defining Medicaid and Other Health Insurance Status 

Monthly Indicators of Medicaid s tatus  are provlded on the SIPP public Use 

f i l e s .  However, the monthly variables do not provlde a rel iable  lndlcatlon of 

e i ther  the timing of t ransi t ions In coverage or  the exact duratlon of 

enrollment because of the tendency of respondents to  report the same s t a tus  

fo r  the four months covered by each Interview, Thus,  most t ransl t lons In 

enrollment occur between Interviews, and the number of months of coverage 

tends decidedly towards multiples of 4. (NOTE: T h l s  phenomenon In the SIPP 

data has been noted in a number of other contexts, e.g., Burkhead and Coder 

1985, Hi11 and HI11 1986.) We consequently choose t o  measure Medlcald and a l l  

other Insurance coverage In terms of the number of lntervlews where Medlcald 

was reported fo r  any month In the reference perlod. T h l s  does not provide a s  

f lne ly  callbrated a measure of the enrollment period as  monthly s tatus ,  and I t  

may Ignore some very short-llved changes In coverage. However, these a re  the 

reportlng biases of SIPP respondents and are implicit In the monthly 

indl cators, whether we acknowledge them or pot. 

Although SIPP I s  a panel survey, many of the questions asked durlng the 

lnterview do not make expl ici t  reference t o  information provlded a t  the 

preceding lnterview. The Census Bureau also Imputes missing data for  each 

wave without reference t o  the data provided by the person In other waves. 

Both factors  mean t h a t  the t rue  extent of change between waves ten' generally 

t o  be overstatecr La c~;np:rison of one f i  l e  t o  the next. However, t '9dIcald 

data a re  not subject t o  much susplclon on elther count. First, enr; A r.x.,lt 

Indeed updated In relat lon t o  coverage reported a t  the prevlous interview. 

Second, the amount of Imputation bias I s  t r lv l a l .  The Census Bureau reports  

only 19 anomalies due t o  imputation out of 900 persons w i t h  Medicaid reported 



In the 1983-1984 Longitudinal Research File. We made no attempt speclfically 

t o  Identify and correct such imputation problems. 

However, we did edit Medicald coverage longi tudinally In other respects. 

First, there were about 300 persons who reported coverage a t  only one 

fnterview in the middle of the survey (when, unlike a t  the f lrst or  l as t  

interview, that coverage could not have been part of a longer perlod of 

enrollment outside the survey). I t  seems unllkely that periods of Medlcald 

enrollment of four months or fewer are th i s  comnon. We dropped the one wave 

of coverage reported by about 80 of these people, who never reported any type 

of welfare or categorical Income and never had even one month's Income below 

the poverty line. We attribute much of the coverage reported by the remainder 

t o  s ta te  and local public assistance programs other than Medicaid, whlch SIPP . 
Includes w i t h  Medicald. There were also about 220 persons who reported a one- 

wave lapse I n  coverage between two periods of enrollment. We created a 

slngle, longer period of coverage for approximately 150 of these people, whose 

fami ly  income was basically unchanged over the lapse I n  coverage or who 

reported welfare dur ing  the pertod. We also corrected a handful of anomal ies 

apparently associated w l  t h  proxy reporti ng . A1 1 together, there are BLANK 

persons In our longitudinal f l l e  w i t h  Medicaid a t  one or more interviews. 

Informat ion on coverage by Medicare, Medlcald, and private health 

insurance Is  col lected a t  each SIPP lntervlew. However, I t  i s also necessary 

t o  know about coverage under CHAMPUS/CHAMPVA In order to ldentlfy the 

uninsured. Since respondents to SIPP were not asked about such coverage, 

asslgned CHAMUP/CHAMPVA accordlng to an algorithm developed by the Census 

Bureau. An Individual was asslgned CHAMPUS/CHAMPVA Is  he/she was a dependent 

of a person on active mi 11 tary duty, the recipient or  dependent of a person 

recelvlng m i  1 I tary retlrement coverage, or the dependent of a person recelvlng 

more than $1000 per month in  veteran's benef Its. 
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Table 1. Annual Estlmates of the nonlnstltutlonallzed Wedlcald population 
(1977, 1980, 1984). 

Number Percent Source 
(thousand) of U.S. Population 

Ever enrolled 
All year 
Part year 

Point in time 

Ever enrol led 
All year 
Part year 

Point In timed 

Ever enrol led In year 
All year 
Part year 

Polnt in time 

I  at lona1 Medical Care Expenditure Survey. b~~~~~ Round 1 i ntervlew, anuary - March. C~atlonal hdlcal Care Uti 1 lzatlon and Expendi ture Survey. dNMCUES 
Round 1 interview, January - March. e~ongltudinal f l l ~  created by the authors 

I from the Survey of Income and Program Partlclpatlon. Longitudinal SIPP f lle, 
Wave 1 interview, June - September. 



Table 2. ~ o n ~ i t u d i n a l  estimates of Medicaid enrollment over 32 mnths i n  the 
civi l ian  noninstitutional ized population (1984 SIPP Panel). 

Numbers Percent 
(thousands) 

Total population cohort 229,314 100.0 

Ever enrol led 25,442 

Always enrolled 10,951 

Enrol l e d  part tlme 14,491 

A t  f i r s t  Interview 6,715 

A t  las t ,  not first lntervfew 4,255 

Other 3,521 

Table 3, Number o f  interviews (out of 8) where Medicaid was reported (1984 
S IPP Panel). 

Average number 
of interviews 

Ever enrol 1 

Enrol led pa, -. tlme 



Table 4. Percent distribution of the cohort newly enrolled in Medicaid at the 
second interview, by number of interviews with Medicaid (1984 SIPP Panel). 

Percent 
distribution 

All new enrollees 

Number of i ntervi ews 
with Medicaid 

Average nunber 
of interviws 

All new enrollees 4.4 



Table 5. Medicaid enrollment over 32 months, by population characteristics at  
in i t i a l  Interview (1984 SIPP Panel). 

Percent 
Percent of popul atlon of enrol lees 

Ever Enro 1 1 ed Enrol 1 ed Enrolled 
Number enrol led part time whole time part  time 

(thousands) 

Total 
popu 1 a i l  on 
t o  hort 229,314 

under 6 21,100 
6 - 18 45,837 
19 - 24 24,185 
25 - 54 90,245 
55 - 64 22,070 
65 and older 25,878 

€thnic/racial 
backqround 

White 182,862 
01 ack 26,892 
Hispanic 13,369 

Fami 1 y tvpe 

No children 163,845 
One adult 16,026 
Two or more 
adults 51,658 

children 
present 65,469 

female house- - 
holder only 10,395 

'e and female 
4~seholders 73,761 

.: !r 77,473 



Table 5. Medicaid enrollment over 32 inontit$, by populat ion character is t fcs  at 
i n i t i a l  in terv iew (1984 SIPP Panel) -- continued 

Percent 
Percent o f  populat ion o f  enro l  lees 

Ever Enrol 1 ed Enrol l e d  Enrol l e d  
Number enrol  1 ed p a r t  t ime whole t ime p a r t  ti= 

(thousands) 

Health insurance 

Unl nsured 28,312 
Medicaid 17,666 
Medi care, not 

Medicaid 24,358 
Pr iva te  on ly  149,699 
CHAMPUS/ot her 4,825 

Family Income Status 

Poor 36,139 
Near poor (101- 
125% o f  poverty) 12,069 
Hear poor (126- 
150% o f  poverty) 11,623 
Other low income 24,335 
Middle income 85,575 
High income 59,574 

Recl p i  encv o f  

AFDC 9,474 
SS I 5,185 
Unem~l o m n t  
cornpensat i o n  4,643 

Hone o f  the  
above 211,269 

Employment s ta tus 

Fu l l - t ime 156,130 
Qart-t  ime 16,368 
Unemployed 11,528 
Hot i n  labor  

force 45,256 



Table 5. Uedlcaid enrollment over 32 months, by population characteristtcs a t  
i n i t i a l  interview (1984 SIPP panel) -- continued 

Percent 
Percent o f  popul a t  i on  o f  enrol lees 

Ever Enrol 1 ed Enrol led Enrol l ed  
Number enrol 1 ed p a r t  tie whole time p a r t  time 

(thousands) 

State proqram includes: 

k d i c a l  l y  needy 
Yes 143,617 12.0 7.0 5.0 58.5 
no 78,037 9.7 5.2 4.5 5345 

Pregnant wmen w l  thout ch i  ldren 
Yes 181,839 12.0 6.7 5.3 55.5 
no 47,475 7.6 5.0 2.6 65.5 

Families w l th  unemployed parent 
Yes 138,369 12.5 7.0 5.5 56.3 , 
no 90,945 9.0 5.2 3.7 58.3 

a~ncludes persons wl th  otherlunknown race/e6hnlcity, employment status, or  s tate 
program character lst lcs not shown below. Chl ldren under 18 are asslgned 

reclplency accordlng t o  faml l y  Income sources. This explains why AFDC, f o r  example, 
I s  not always assoclated w i th  Medlcaid enrollment. 'children under 18 are assigned 
the employment status o f  t h e i r  mother, t h e l r  father I f  not l i v i n g  wlth t h e i r  mother, 
o r  the householder i f  not l l v l n g  w i th  parents. 



Table 6. Prior income and Insurance of  new Medicafd enrollees (1984 SIPP Panel). 

Percent 
distribution 

Tot a1 100.0 

Health insurance 

Uninsured 

Medicare 

Private only 

CHAMPUS 

Family income 

Poor 

Near poor 
(101-125% of poverty) 

Near poor 
(126-150% of poverty) 

Other low income 

Middle income 18.8 

High fncome 3 , l  



Table 7. Events associated wlth Medlcaid enrollment of  persons under age 65 (l984 
SIPP Panel). 

I 
I 

Percent 
distribution 

Total transitions 
onto Medicaid 

a 
Event - 

Loss of spouse 

f irst  chlld enters household 

Reduced employment 
b 

Job loss 

Reduced hours 

Reduced hourly wage 

More than one of above 1.6 

Hone of the above 59 .7 
I 
I 

aPerson experienced event between i n t e r v i e w  w i t h  Medicaid and p r i o r  i n t e r v i e w  
w i thou t  Medicaid. T rans i t i ons  o f  c h i l d r e n  under 18 are  c l a s s i f i e d  according 
t o  the  events experienced by t h e i r  mother, t h e i r  f a t h e r  i f  n o t  l i v i n g  w i t h  
t h e i r  mother, o r  t h e  householder i f  no t  l i v i n g  w i t h  a parent .  b ~ e d u c t i o n s  i n  

I 
empl oyment are  c l a s s i f i e d  according t o  the  f i r s t  appl i cable category shown. I 
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Table 8, Income and insurance of former Medicaid enrollees (1984 SIPP Panel). 

Percent 
distribution 

Total 100.0 

Health fnsurance 

Uninsured 

Medl care 

Private only 

CHAMPUS 

Fm4ly income 

Poor 

Near poor 
(101-125% of poverty) 

Near poor 
(126-1503 of poverty) 

Other low income 13.3 

Middle income 

High income 



Takle 9. Events associated wl th Medicaid dlsenrol lment of persons under age 65 
41984 S IPP Panel). 

Percent 
distribution 

Total transitions 
off Medicaid 

a 
f vent - 

Marriage 

Children leave household 
b 

Improved employment 

Newly empl oyed 

Increased hours 

Increased hourly wage 

More than one of above 

None of the above 

a Person experienced event between 1 as t  in terv iew w i t h  Medicaid and subsequent 
in te rv iew wi thout  Medicaid. Trans i t ions o f  ch i1  dren under 18 are c l ass i f i ed  
according t o  the events experienced by t h e i r  mother, t h e i r  fa ther  if not  
l i v i n g  w i t h  t h e i r  mother, o r  the householder if not  l i v i n g  w i t h  a parent. 

b~mprovements i n  employment are  c l a s s i f i e d  according t o  the f i r s t  sppl icab le  
category shown. - 




