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Executive Summary
Access to care is a prevailing challenge for states
serving their Medicaid beneficiaries due to
provider shortages and lower provider enrollment
in Medicaid than in Commercial markets.1 To
combat these challenges, over the last several
years many states have shifted from fee-for-service
(FFS) models to managed care, with consideration
for improving access to care.

A 2017 Kaiser Family Foundation (KFF)
survey indicates that managed care
organizations (MCOs) reported several
strategies to address provider network
issues, including:
•

Direct outreach to providers;

•

Financial incentives;

•

Automatic assignment of members
to PCPs; and;

•

Prompt payment policies.23

Medicaid contracts with MCOs include options
for states to impose additional requirements and
exercise additional levers and flexibilities. These
include stringent network adequacy standards
for improved access to providers, resulting in
more points of care and improved utilization
of appropriate routine and preventive services.
MCOs use many methods to assess for and remove
additional barriers to care such as non-medical
social needs or social determinants of health
including housing, education, food insecurity,
personal safety, and many others.
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Additionally, MCOs serve to create stronger
connections between individuals and providers.
For instance, MCOs ensure all members have a
relationship with a primary care provider, and
access to other providers such as transportation,
behavioral health, and specialty service providers.
Medicaid managed care contracts often also
include flexibility for additional supports through
expanded care management, community health
workers and community-based providers, many of
which are integrated person-centered approaches
to engage individuals and ensure they have the
access to needed care. Many states are also starting
to integrate services into MCO contracts that
were previously served by FFS such as behavioral
health or long-term services and supports or other
waiver services. This shifts responsibility for a
larger provider network to MCOs, but also provides
opportunities to contract with providers who
deliver multiple services from one access point
(e.g., behavioral health and physical health) and
provide integrated person-centered care.
Lastly, MCOs often exercise more sophisticated
payment mechanisms, such as value-based
payment arrangements and incentives. MCOs can
financially and administratively support providers
beyond FFS rate structures, which can be helpful
in engaging additional providers and supporting
existing providers in growth and development or
becoming more sustainable. While MCOs often
employ these arrangements on their own, more
and more states are requiring a specific minimum
percentage of provider payment arrangements to
include alternative payment models.32

Background
According to the KFF, 69% of individuals served
through Medicaid programs are served through
an MCO.4 As required by 42 CFR §455.410, MCOs
must ensure providers serving state Medicaid
participants are enrolled with the state (FFS) prior
to serving those individuals, though FFS providers
are not required to contract with MCOs. States may
run general reports to better understand shortages
of certain provider types, or in considering targeted
standards for MCO contracts.
The Institute of Medicine defines access to care as
the timely use of personal health services to achieve
the best possible health outcomes.5 To ensure
individuals enrolled in Medicaid have sufficient
access to primary and specialty services to meet their
health care needs, state Medicaid programs often
look to MCOs who have robust networks of direct
care providers as a solution for maximizing access.

Several states have reported improved
access after the implementation of
managed care by looking at utilization
metrics such as:
Utilization of services, especially
when there are known shortages
in specific provider specialties;
Improved primary care service
utilization;
Increased use of transportation;
Increased pediatric and children’s
heath providers and services; and
Fewer inpatient hospitalizations
and shorter lengths of stay (LOS)
correlating to improved access of
primary and preventative care.
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Numerous studies support the contention that
Medicaid managed care promotes access to care
when compared to FFS. For example, a recent study
found that the transition to Medicaid managed
care in Puerto Rico was associated with an
increased use of prenatal care services.6 Another
study in Mississippi concluded that the number
of medications filled, number of office visits,
intensity of office visits, total pharmacy costs and
total outpatient costs, all of which are indicators
of improved access, were found to increase after
the shift to managed care. Days of inpatient stay,
inpatient costs and emergency department costs all
decreased, which is consistent with the incentives
provided under a capitated payment system.7

PROVIDER ENROLLMENT AND
CREDENTIALING
State Medicaid FFS and managed
care provider networks are built and
managed very differently. States
that use a FFS structure for their
Medicaid program enroll and screen
all providers who apply to serve one
or more populations or programs,
while MCOs contract with providers
for participation in a network. MCOs
also have credentialing and screening
requirements over and above state
enrollment application requirements
to satisfy health plan accreditation,
often including additional review of
certification, training, education,
experience and malpractice history.
According to the Academic Pediatric Association,
nationally from 2000 to 2017, for every additional
100 enrollees in MMC there was an associated
increase of 36 beneficiaries with an Early and
Periodic Screening, Diagnosis and Treatment
(EPSDT) visit. When accounting for state-level

variation, for every additional 100 enrollees in
MCOs, there was an increase of 6 beneficiaries with
an EPSDT visit. Examining the association between
MCO penetration and EPSDT participation within
each state, including the 50 states and Washington
DC, there were 17 states with a significant positive
association between MCO ratio and EPSDT
participation, and 6 states with a significant
negative association. As managed care has become
the predominant form of Medicaid coverage, there
has been a modest increase in preventive visits
as indicated by EPSDT participation, with marked
variation across states.8

State Medicaid programs can create
and leverage contract requirements to
improve access to care over and above
FFS by:
•

Setting requirements for improved
network adequacy;

•

Assisting individual members
with establishing patient-provider
relationships;

•

Coordinating care and engaging
additional supports such as
community health workers and
community-based providers;

•

Attracting new providers to serve
Medicaid beneficiaries through more
competitive rates and incentives; and

•

Supporting network providers in
becoming sustainable.

Network Adequacy
Network adequacy refers to a health plan’s ability
to deliver the benefits and services through the
providers contracted by the plan (“in-network
providers”). These include primary care providers,
specialty providers and other professionals as
well as facilities such as hospitals and urgent care
clinics.9 States also define access standards for
MCO networks and set expectations for MCOs,
starting with procurement processes. Many
standards are grounded in the amount of time,

States require network adequacy and
access standards of MCOs that are often
not applied or examined in FFS programs.
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or the distance traveled to network providers
in order to receive care, requirements that are
codified into MCO contracts. Access standards are
greatly variable across states and have evolved
and matured to maximize access to care.
Federal regulations require states to detail
network adequacy standards for risk-based
Medicaid MCOs. These standards are not federally
required to be tracked and measured for FFS
programs. In 2016, the Centers for Medicare
and Medicaid Services (CMS) updated federal
regulations governing Medicaid provider
networks to include additional access standards
states must meet when utilizing a managed care
delivery model. This regulation sets a minimum
across all state Medicaid programs for access to

care, including time and distance to a provider,
and which providers it would apply to. In order
for states to obtain approval for federal funding,
states in turn would need to update their
minimum standards to comply with the regulation
for their MCO contracts and measure and monitor
compliance from MCOs. While the Managed Care
Final Rule10 was updated in November of 2020
to remove the federal requirement that state
Medicaid programs utilize time and distance
standards to ensure provider network adequacy
and instead allow states to tailor their own
standards, many of the elements of the previous
rule were adopted by states in their MCO contracts
moving forward or were already in place.
A 2018 policy scan led by the Commonwealth
Fund found that many of the new federal
standards aligned with existing state
requirements for MCOs, including:11

ACCESS REQUIREMENTS
•

Identifying limits on wait times for primary
care and nonemergent urgent care; and

•

Including extended hours on nights and
weekends and 24-hour availability of
information, referral and treatment for
emergency medical conditions.

CULTURAL COMPETENCY, LANGUAGE, AND
DISABILITY SERVICES
•

Including cultural competency as a formal
network expectation, with some states
specifying general cultural competency
expectations, and others requiring network
training;

•

Specifically addressing language access
ranging from “an interest and expertise
in serving non-English-speakers” to a
requirement of bilingual or multilingual
providers or provision of no-cost interpreters;
and

•

Recognizing accommodations for individuals
living with a disability.

TIME AND DISTANCE STANDARDS
•

Recognizing both how long it would take
to travel or how many miles away from an
individual’s home to where a provider is
located;

•

Emphasizing access to primary care, specialists
and behavioral health providers; and

•

Adjusting for rural, frontier or nonurban areas
based on the number and location of available
providers in an area.

PROVIDER-TO-PATIENT RATIOS
•

Including primary care providers/enrollee ratios;

•

Setting specific rules for specialties; and

•

Using general standards at times with broader
terminology such as an “adequate amount” or a
“complete network” of primary care providers.
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States that use FFS models are not subject to
these network adequacy standards, and little is
known about access to care in FFS states.

Establishing Patient-Provider Relationships
While FFS programs are supported by customer
service lines for individuals to make general
inquiries and obtain assistance in finding a
provider, MCOs are contractually required to
publish both member handbooks and provider
directories to instruct Medicaid beneficiaries on
how to find a provider in their geographic area
in addition to providing telephonic support.

Additionally, many states require that MCOs
ensure that all beneficiaries are assigned to a
primary care provider upon enrollment to ensure
that individuals are able to access the health care
they need. Many MCOs also offer web services,
text features, mobile chat and other concierge or
innovative services to strengthen engagement
between individuals and providers.

Coordinating Care and Engaging Additional Supports
Medicaid managed care models also often include
increased care coordination and beneficiary
engagement focused on removing barriers to
care. This can even include additional access
points and other supports such as:
•

Direct care providers such as Community
Health Workers, service or care coordinators,
or patient navigators;

•

Connections with additional transportation
benefits for non-emergency medical
appointments; and

•

Screening and referrals to community-based
organizations for social determinant of health
needs such as housing, food insecurity,
personal safety, education, job opportunities
and more.

Similarly, MCOs can provide benefits above
what FFS programs cover using the so-called
“in lieu of policy” to provide services such as
case management or transportation services
not covered under the state plan, long-term
services and supports, social interventions such
as education, equipment or services provided in
partnership with other organizations.12

Value-Based Payments and Other Incentives
While there are many advantages to managed
care, MCOs’ ability to increase access to providers
by offering flexible rate structures such as valuebased payment arrangements and capitated
rates is an important factor for states considering
transitioning their programs to managed
care. In addition, MCOs can offer more flexible
reimbursement for providers to boost access to
care and better outcomes and are incentivized
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to do so. Some states identify provider shortage
areas and incorporate questions into their
requests for proposals for managed care services,
challenging MCOs to develop strategies to
recruit providers in those shortage areas into the
program. Often these responses, and the resulting
tactics, will include sign-on bonuses or increased
rates for providers located in areas in which
shortages occur.

While MCOs do still employ FFS rates for many
services, they often develop creative payment
methodologies in provider contracts that entice
more providers to participate in their networks.
These payment flexibilities, sometimes referred
to as alternative payment models, or valuebased payment structures, can be a useful tool
to incentivize greater provider participation and
improve the quality of services to drive better
outcomes to participants.
There is a compelling case that the shift to valuebased payments is not really about risk, but
about flexibility, namely the financial flexibility
to provide the right care, in the right place, at
the right time. The FFS payment system does
not typically reimburse for things that could
help avoid an office or emergency department
visit, such as responding to patient phone calls,
coordinating with other providers, covering the
salary of a care manager to help patients with
chronic conditions, or addressing patients’ social
determinants of health.

In Florida, implementing
Medicaid managed care
doubled the primary care
providers in each network,
as shown through a study
of hospital length of stay
and inpatient costs under
managed care conducted
between 2006 and 2012.13
Iowa’s global ratings of a
child’s doctor, health care
and health plan improved
upon implementing Medicaid
managed care, according to a
2017 beneficiary satisfaction
survey.14
In 2016, Louisiana MCOs
continued to demonstrate
improvement on access
measures from the 2011 premanaged care baseline.15

Conclusion
States and MCOs have developed important
capabilities related to access to care to the benefit
of Medicaid beneficiaries. These capabilities,
including network adequacy standards,
more rigid provider network credentialing
requirements, and care coordination and health
system navigation support benefit consumers in
improving access and directing them to needed
care. These capabilities are not guaranteed in FFS
programs. To achieve better access and outcomes,
MCOs have available to them payment levers
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that can bolster participation in their networks,
including in provider shortage areas. These
flexibilities can stabilize and smooth provider
revenues in times of instability and increase
provider reimbursement rates over FFS. As a
result, MCOs can reduce gaps in access to routine,
primary and specialty care, and encourage
person-centered care through partnerships.
For these reasons, states continue to shift their
programs from FFS models to managed care.
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