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Florida’s Medicaid Reform Shows the Way 
to Improve Health, Increase Satisfaction, 

and Control Costs
Tarren Bragdon

•	 Florida’s Medicaid Reform Pilot shows how 
a truly patient-centered Medicaid program 
can offer a meaningful choice of plans, tai-
lored benefits, extra services not traditionally 
offered, a real focus on health and patient 
satisfaction, and monetary rewards for 
healthy choices and improved health.

•	 The Reform Pilot has achieved higher levels of 
patient satisfaction and above-average health 
outcomes compared to traditional Medicaid 
managed care or commercial HMOs.

•	 Per-person costs under the Reform Pilot 
have been flat for five years, saving Florida’s 
Medicaid program up to $118 million annu-
ally. Savings could reach up to $901 million 
annually when expanded across Florida.

•	 As the CMS reviews waiver applications, it 
should note the huge success of Florida’s 
Reform Pilot and the key lessons learned 
that have been built into the proposed State-
wide Expansion.

•	 If replicated nationwide, the Reform Pilot 
model could save Medicaid programs up to 
$28.6 billion annually.
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Abstract: During its five years of operations, Florida’s 
Medicaid Reform Pilot has been a decided success. It has 
improved the health of enrolled patients, achieved high 
patient satisfaction, and kept cost increases below average, 
saving Florida up to $118 million annually. Since then, 
Florida has passed its Statewide Reform, which promises 
to extend these benefits throughout the state, build on the 
lessons learned from the pilot program, and save up to 
$901 million annually. If Florida’s Medicaid Reform Pilot 
experience were replicated nationwide, Medicaid patient 
satisfaction would soar, health outcomes would improve, 
and Medicaid programs could save up to $28.6 billion 
annually.

Numerous studies have shown that the best cov-
erage for improving patient health is private insur-
ance. However, in today’s health care marketplace, 
not everyone has access to private coverage, and the 
social safety net of Medicaid is provided to the truly 
needy and those with disabilities.

There are two models of health care reform that 
have fundamentally different approaches. One model 
empowers consumers to choose from among com-
petitive, organized health plans based on measurable 
results important to the consumer. The second denies 
such freedom of choice to the consumer and instead 
relies on a centralized planning model in which gov-
ernment determines the type and scope of available 

http://report.heritage.org/wm
heritage.org


page 2

No. 2620 November 9, 2011

health services and how service providers are com-
pensated. Whichever model is chosen, the basic 
metrics for success are the same:

1. Patient health is improved and continually 
improving,

2. Patient satisfaction is high, and

3. Cost increases are below average.

The goals of Florida’s Medicaid Reform Pilot, 
proposed in 2005 under then-Governor Jeb Bush, 
were the same: Improve key indicators known to 
coincide with good health, ensure that consumers 
are provided choices, achieve high consumer satis-
faction, and keep cost increases below average. This 
paper examines how the Reform Pilot, now operat-
ing in five counties, has fared against these universal 
measures.

After five years, the evidence shows that Florida’s 
Medicaid Reform Pilot has:

•	 Maintained health outcomes at or above the 
national average for the majority of indicators 
and improved outcomes for recipients through 
financial incentives;

•	 Achieved patient satisfaction levels above the 
national averages of other state Medicaid pro-
grams and even commercial health maintenance 
organizations (HMOs); and

•	 Restrained costs, flattening the cost curve for per-
person spending over the past five years.

The Reform Pilot’s fiscal impact has been signifi-
cant, saving Florida Medicaid up to $118 million 
annually. If implemented statewide, it could reduce 
Medicaid spending by up to $901 million annually. 
If Florida’s Reform Pilot experience were replicated 
nationwide, Medicaid patient satisfaction would 
soar, health outcomes would improve, and state 
Medicaid programs could save up to $28.6 billion 
annually.

The Florida Legislature has since passed the 
Statewide Reform, which would extend these 
Reform Pilot benefits to nearly all Florida Medicaid 
recipients. Implementation of the Statewide Reform 
is pending approval of several waivers by the federal 
Centers for Medicare and Medicaid Services (CMS).

A Tectonic Shift in Medicaid
Florida’s Medicaid Reform Pilot represents a 

fundamental shift in the state approach to Medic-
aid. For four decades, nearly every state has largely 
managed Medicaid through central planning, with 
states and the federal government directing which 
services would be provided, how those services 
would be delivered, and how costs would be paid. 
With the state at the center of the program, provider 
rates were dictated without regard to market condi-
tions. This led to physician and provider shortages 
in specialties and failed to hold provider networks 
accountable for patient care. Scope of services and 
duration of benefits were based not on the patient’s 
needs, but in many cases on random budget deci-
sions. The patient was nothing more than a passive 
participant. The cost of this runaway system was 
borne exclusively by the state and federal taxpayers.

Under Governor Bush, Florida advanced a new 
approach that prioritized the patient. From the out-
set, the Medicaid Reform Pilot was designed to be 
patient-centered. Patients would have a meaning-
ful choice of multiple private plans, which offered 
varying sets of benefits and various provider net-
works. An innovative monetary rewards system 
would encourage and incentivize patients toward 
healthy, responsible behavior in managing and 
improving their own health. This was a tectonic 
shift away from central state management of indi-
viduals toward individuals managing their own care.

In addition, the Reform Pilot shifts risk. Taxpay-
ers would no longer bear the financial risk of fraud 
and abuse or overutilization driven by unscrupu-
lous providers. In the old system, the state simply 
paid claims, leaving taxpayers to pay hundreds 
of millions of dollars per year in fraud and abuse. 
Under the Bush plan, the private marketplace 
would absorb this risk as the state shifted to paying 
premiums rather than using the open-checkbook 
model of the fee-for-service system.

The premise was relatively simple. If the plans 
provided care management, limited provider net-
work options to providers with the appropriate 
skills and reputations, and ensured that patients 
with chronic conditions received the tools to pre-
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vent the need for acute interventions, they would 
succeed financially. In terms of accountability, if 
plans provided unsatisfactory access to providers or 
in any other way did not meet the test for success, 
the consumer could switch plans, and the market 
would punish the plan.

In the Reform Pilot model, the state’s role would 
shift from being an active participant in the market 
to focusing more on ensuring that the market was 
working, regulating the plans, and measuring the 
outcomes of the system.

Under traditional Medicaid, patients have one 
alternative to becoming uninsured: Medicaid. 
Under the Medicaid Reform Pilot, the patient has 
the freedom and power to choose among many 
meaningful options. The patient, not politicians or 
bureaucrats, controls the money and chooses which 
plan, based on his or her needs and desires, receives 
the taxpayer dollars.

Florida’s Medicaid Reform Pilot tests four 
straightforward strategies to realize this patient-
centered program for the low-income, disabled, and 
elderly populations:

•	 Give enrollees meaningful choices of customized 
managed care plans that can add benefits, mod-
ify certain optional services, vary copays (within 
federal limits) to promote consumer engagement 
in their care, limit or expand provider networks, 
customize drug formularies, and reward certain 
behaviors that lead to better health outcomes;

•	 Aggressively monitor patient health outcomes 
and satisfaction;

•	 Adjust managed care capitated rates through a 
risk-adjustment process based on health status 
to encourage appropriate care management; and

•	 Reward individuals with financial incentives to 
encourage responsible, healthy behavior.

The idea was that by implementing these four 
strategies, Florida’s Medicaid program would real-

ize universal success in improved health outcomes 
and patient satisfaction for Medicaid enrollees and 
limit increases in Medicaid spending per enrollee 
for state taxpayers.

The idea sparked controversy because some 
opposed such extensive involvement by private 
managed care companies. Philosophically, these 
opponents prefer a one-size-fits-all government-run 
system even if it must work with private providers. 
Opponents did not believe that private managed 
care companies should be allowed to add or limit 
benefits, expand provider networks, revise drug 
formularies, or incentivize certain behavior. They 
thought this would be a back door to limiting ser-
vices as a direct result of capping per-person pay-
ments to managed care plans.

In addition, many of these opponents draw 
political power from their ability to influence state 
Medicaid contracting and benefits. To surrender 
that authority to patients would be to cede their 
own political power.

Florida’s Medicaid Reform Pilot
The original legislation for the Reform Pilot 

passed with large bipartisan majorities of 39 to 1 
in the Florida Senate and 88 to 24 in the Florida 
House.1 The five-county pilot program covered the 
urban counties of Broward and Duval beginning in 
2006 and rural counties of Baker, Clay, and Nassau, 
which surrounds Duval county, beginning in 2007. 
Participation was mandatory for low-income fami-
lies and children and for those eligible for Medicaid 
who were receiving Supplemental Security Income 
(the elderly and those with disabilities). Enrollment 
was voluntary for other populations.

A Comprehensive, Diverse Pilot. These five 
counties have a diverse population of 2.93 million 
Floridians, a population greater than the population 
of 21 other states. Broward County, which includes 
Fort Lauderdale, has the same population as West 
Virginia. Today, 290,000 Medicaid recipients are part 

1. R. Paul Duncan, Lilliana L. Bell, Christy Harris Lemak, Niccie L. McKay, and Allyson G. Hall, “Summary Report on 
Section 1115 Waiver Process,” University of Florida, Department of Health Services Research, Management and Policy, 
July 2006, p. 8, at http://mre.phhp.ufl.edu/publications/summary%20report%20on%20the%20medicaid%20reform%20section%20
1115%20waiver%20process.pdf (October 4, 2011).
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Florida’s Reform Pilot: Objectives and Outcomes

B2620 heritage.org

Objective Reasoning Outcome Result

1 Increase 
individual choice 
by increasing 
the number and 
types of plans 
offered

Individuals deserve the freedom 
and power to choose and reward 
good plans that best meet their 
needs and desires in managing 
their own health futures.

Recipients can choose among two and 11 
plans, depending on county, and have the ability 
to choose the plan best customized to meet 
their health needs.

Success

2A Ensure access 
to services 
not previously 
covered

Individuals should not be 
restricted to traditional Medicaid 
benefi ts; they should have access 
to plans that can include extra 
services to improve satisfaction, 
health status, and health 
outcomes.

12 additional services have been added to 
Reform Pilot plans, and seven extra services 
are being offered in one or more plans.

Success

2B Improve access 
to specialists

Individuals need access to 
specialists to treat their complex 
health conditions properly and to 
improve their overall health.

Access to and satisfaction with specialists are 
at or above national averages for those in 
Medicaid managed care and commercial plans.

Success

3 Improve enrollee 
outcomes

Health coverage should not 
only fi nance health care, but 
actually improve the health of the 
individual by treating illnesses and 
proactively preventing sickness.

A. Reform Pilot counties are exceeding the 
national Medicaid average for 53 percent of 
the HEDIS patient health outcome targets and 
are close to the national average in another 
15 percent of targets. Quality is improving to 
a greater extent for 68 percent of the targets, 
compared with non–Reform Pilot counties.

B. Patients in the Reform Pilot have been 
encouraged toward better outcomes with 
fi nancial incentives (Enhanced Benefi ts 
Reward$) totaling $31.2 million through 2010, 
about 1.1 percent of the $2.73 billion in total 
Reform Pilot spending.

Success. There has 
been signifi cant 
improvement from 
pre-reform to 
reform outcomes 
and in comparison 
with national 
benchmarks. While 
there continues to 
be opportunity for 
improvement, the 
metrics are headed in 
the right direction.

4 Enable individuals 
to opt out and 
obtain private 
coverage

Individuals should have the 
freedom and power to use the 
value of their Medicaid benefi t to 
purchase private insurance if it is 
available and cost-effective.

In June 2010, only 14 of some 262,000 Reform 
Pilot participants were enrolled in Opt Out.

Failure. Underlying 
structural design fl aws 
impeded success.

5 Increase patient 
satisfaction

Self-reported levels of satisfaction 
are a key indicator of the overall 
performance and effectiveness 
of a plan and the care being 
managed.

83 percent–100 percent of patient satisfaction 
measures were above the national benchmarks 
for Medicaid plans and commercial plans for 
both HMOs and PSNs.

Success

6 Increase Medicaid 
effi ciency and 
predictability of 
Medicaid costs 
over time

For Florida’s Medicaid program to 
be more sustainable for enrollees 
and affordable to taxpayers, cost 
growth per Medicaid patient 
must be lower than the national 
average and in line with infl ation. 
This will allow for greater 
predictability for policymakers 
and taxpayers and greater 
peace of mind for patients, who 
can confi dently rely on having 
coverage in the future.

Costs per enrollee for the Reform Pilot were 
fl at over the fi ve-year period. The Reform Pilot 
has saved the Florida Medicaid budget up to 
$118 million annually. If and when replicated 
statewide, the Florida Medicaid budget could 
save up to $901 million annually. In fact, if 
Medicaid savings nationally matched the 
Reform Pilot savings for these populations, 
Medicaid would spend $28.6 billion less in 
2012.

Success
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of the five-county Reform Pilot2—more individuals 
than the state Medicaid program in 17 states3 and 
more than the entire Medicaid managed care popu-
lations in 28 states, including the 17 states with no 
comprehensive Medicaid managed care programs.4

The Reform Pilot has five stated objectives:

1. To increase the number of plans and enhance 
individual choice, including offering different 
types of plans;

2. To ensure access to services not previously cov-
ered and improve access to specialists;

3. To improve enrollee health outcomes;

4. To enable individuals to opt out and obtain pri-
vate coverage; and

5. To increase patient satisfaction.5

This paper examines the actual outcomes for 
each of these five stated objectives, as well a desir-
able sixth objective:

6. To increase Medicaid efficiency and stabilize 
costs over time.

Objective 1: Increasing Individual Choice. 
Under the Reform Pilot, Medicaid patients were 
given a significantly larger number of plan choices. 
As Table 1 shows, the number of plans available to 
individuals in the Reform Pilot has been at least two 
and as many as 16 depending on the year and county. 
Recipients can choose between capitated managed 
care through HMOs or provider service networks 
(PSNs)—coordinated delivery networks more simi-

lar to managed care but with shared savings for the 
provider network rather than a pre-paid premium. 
In the rural counties with as few as 1,600 Medicaid 
recipients, individuals were offered a choice of two 
plans, the federal minimum for managed care.

The extent of choice in the Reform Pilot is impres-
sive, particularly compared to the private sector and 
other state Medicaid managed care programs. The 
number of choices is more important for two pri-
mary reasons.

First, there are meaningful differences between 
the Reform Pilot plans making choice a substantive 
one.

Second, patients can reward or punish plans 
based on exercising their freedom to choose.

For comparison, only about half of Florida 
employees work in private companies that offer 
health insurance, are eligible for coverage, and 
can choose from more than one plan.6 In Tennes-
see’s Medicaid program, the 1.6 million residents 
in mandatory comprehensive managed care can 
choose between only two managed care plans in 
each of the three regions.7 In contrast, a Florida 
Reform Pilot region similar in size to a Tennessee 
region offers 11 plans.

Medicaid patients have embraced this freedom 
of choice by making different choices over time, 
depending on their county of residence and their 
available options, as shown in Chart 1 and Table 2.

2. Florida Agency for Health Care Administration, “Comprehensive Medicaid Managed Care Enrollment Report,” July 2011, 
tab 2, at http://ahca.myflorida.com/mchq/managed_health_care/MHMO/docs/MC_ENROLL/Reform-NonReform_Plans/2011/
ENR_JULY2011.xls (October 4, 2011).

3. Henry J. Kaiser Family Foundation, “Monthly Medicaid Enrollment,” June 2010, at http://www.statehealthfacts.org/
comparemaptable.jsp?ind=774&cat=4 (October 4, 2011).

4. Henry J. Kaiser Family Foundation, “Medicaid Enrollment in Comprehensive Managed Care Plans, as of June 30, 2009,” 
at http://www.statehealthfacts.org/comparemaptable.jsp?ind=829&cat=4 (October 4, 2011).

5. Florida House of Representatives, Health and Human Services Committee, “Final Bill Analysis: CS/HB 7107,” pp. 11–12, 
at http://www.myfloridahouse.gov/Sections/Documents/loaddoc.aspx?FileName=h7107z.HHSC.DOCX&DocumentType=Analysis&
BillNumber=7107&Session=2011 (October 4, 2011).

6. Author’s calculation using data from U.S. Department of Health and Human Services, Agency for Healthcare Research and 
Quality, “2010 Medical Expenditure Panel Survey for Florida,” 2010, rows IIB2, IIB2A, and IIB2C, at http://meps.s-3.com/
mepsweb/data_stats/summ_tables/insr/excel/2010/Florida2010.xls (October 4, 2011).

7. Tennessee Department of Finance and Administration, “TennCare 101: Explaining the Basics of Medicaid in Tennessee,” 
January 2011, slide 7, at http://www.tn.gov/tenncare/forms/tenncareoverview.pdf (October 4, 2011).
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Some critics have claimed erroneously that 
beneficiaries are “moving in large numbers away 
from managed care to the PSN options available to 
them.”8

First, PSNs are managed care, just a model that is 
different from traditional HMOs. PSNs are provid-
er-owned or provider-run networks, but PSNs still 
manage care and are still at-risk financially under 
Florida’s Reform Pilot PSN contracting structure.

Second, total HMO enrollment has remained 
relatively constant since 2008. However, aggregate 
enrollment in PSNs has grown, as shown in Chart 
1. In some counties, the share of enrollees in PSNs 
has shrunk or remains flat. In other counties, it has 
grown. Clearly, individuals are voting with their 
feet—the entire point of freedom of choice.

By every measure, the choice strategy has been 
fully implemented. Medicaid patients have made 
varying choices over time, indicating both their 
interest and their eagerness to do so. This objective 
has been a success.

One measure of the real or perceived meaning-
fulness of plan choices is the portion of individuals 
who do not bother to select a plan and are simply 
automatically assigned to a plan. The higher the 
rate at which people are automatically assigned to 

Plans per County for Reform Pilot, FY 2007–FY 2012

Source: Florida Agency for Health Care Administration, “Managed Health Care,” at http://ahca.myfl orida.com/mchq/managed_health_care/MHMO/med_data.shtml 
(October 15, 2011).

Table 1 • B2620 heritage.org

FY2007 FY2008 FY2009 FY2010 FY2011 FY2012
HMOs PSNs HMOs PSNs HMOs PSNs HMOs PSNs HMOs PSNs HMOs PSNs

URBAN Broward 10 5 11 5 8 5 7 3 8 3 8 3

Duval 4 3 4 3 3 2 3 2 3 2 3 2

RURAL Baker – – 1 1 1 1 2 0 1 1 1 1

Clay – – 1 1 1 1 2 0 2 1 2 1

Nassau – – 1 1 1 1 2 0 1 1 1 1
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Pilot Enrollment by Plan Type

Source: Florida Agency for Health Care Administration, “Managed 
Health Care,” at http://ahca.myflorida.com/mchq/managed_health_care/
MHMO/med_data.shtml (October 15, 2011).

8. Joan Alker and Jack Hoadley, “As Legislators Wrestle to 
Define Next Generation of Florida Medicaid, Benefits of 
Reform Effort Are Far from Clear,” Georgetown University, 
Health Policy Institute, April 2011, p. 3, at http://hpi.georgetown.edu/floridamedicaid/pdfs/Medicaid_Reform_FL_2011.pdf 
(October 4, 2011).
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a plan, the lower the perceived difference among 
plans.

In the Reform Pilot over the past several years, 
70 percent to 80 percent of individuals have vol-
untarily selected their plans.9 This puts the Florida 
Reform Pilot among the highest-performing Medic-
aid programs. For Florida’s non–Reform Pilot man-
aged care counties, which are similar to traditional 
Medicaid managed care in most states, voluntary 
enrollment is at 60 percent.10 In some states, only 
half, or as few as one-fifth, of individuals bother to 
select their managed care plans.11

Objective 2A: Ensuring Access to Additional 
Services. As part of their plan designs, HMOs and 
PSNs may offer additional services not typically cov-
ered by the traditional Florida Medicaid program. 
Over the past five years, they have offered as part of 
the Reform Pilot:

•	 Additional adult hearing benefits,

•	 Acupuncture,

•	 Additional hospital inpatient days covered,

•	 Additional hospital outpatient coverage, and

•	 Therapeutic massage.

For fiscal year (FY) 2012, at least one plan is 
offering:

•	 Over-the-counter drugs ($10 to $25 per house-
hold per month);

•	 Adult preventive dental;

•	 Circumcisions for male newborns;

•	 Additional adult vision benefits;

•	 Nutrition therapy and products, possibly includ-
ing gym membership;

•	 Respite care; and

•	 Home-delivered meals following surgery.

People on Medicaid are similar to everyone else. 
Their plan choices should reflect their individual 
needs, wants, and situations. For example, in Bro-
ward County, only the South Florida Community 
Care Network plan offers a maternity benefit of 
home-delivered meals for families of newborns 
(two meals delivered for up to four people). This 
plan has a market share of 13 percent of all women 
ages 21–54 but 26 percent of all newborns.

Pilot Enrollment by Plan Type and County, 2008–2011

Sources: Florida Agency for Health Care Administration, “Managed Health Care,” at http://ahca.myfl orida.com/mchq/managed_health_care/MHMO/med_data.
shtml (October 15, 2011), and U.S. Department of Health and Human Services, Agency for Healthcare Research and Quality, CAHPS Benchmarking Database: 
Comparative Data.

Table 2 • B2620 heritage.org

Broward Duval Baker Clay Nassau

Number
% County 

Total Number
% County 

Total Number
% County 

Total Number
% County 

Total Number
% County 

Total

HMO – June 2008 92,508 79% 51,326 70% 683 29% 3,137 39% 1,211 36%

HMO – August 2011 87,305 54% 51,176 49% 947 30% 11,456 82% 1,878 33%

PSN – June 2008 23,930 21% 22,321 30% 1,664 71% 4,875 61% 2,122 64%

PSN – August 2011 73,237 46% 54,325 51% 2,181 70% 2,538 18% 3,783 67%

9. Florida Agency for Health Care Administration, Florida Medicaid Reform: Quarterly Progress Report, April 1, 2011–June 
30, 2011, p. 22, at http://ahca.myflorida.com/medicaid/medicaid_reform/pdf/reform_qtrly_report_q4_year5_04-01-11_06-30-
11_final_08-29-11.pdf (October 4, 2011).

10. Orlando Pryor, Florida Agency for Health Care Administration, e-mail, September 30, 2011.

11. Kathleen Gifford, Vernon K. Smith, Dyke Snipes, and Julia Paradise, A Profile of Medicaid Managed Care Programs in 2010: 
Findings from a 50-State Survey, Henry J. Kaiser Family Foundation, September 2011, pp. 2 and 21, at http://www.kff.org/
medicaid/upload/8220.pdf (October 4, 2011).
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These data suggest that South Florida Commu-
nity Care is more attractive to pregnant women and 
has captured a greater market share because of the 
extra service targeted to expectant mothers.12 Only 
one other plan offers an extra benefit targeted at 
newborns: Better Health offers circumcision cover-
age during an infant’s first three months.

Enrollees like extra benefits, and the more ben-
efits a plan offers, the greater market share it has. 
In Broward County, the 44 percent of plans with 
the highest number of extra benefits (three or four) 
enroll 62 percent of recipients. Conversely, the plan 
that offers no extra benefits has only a 3 percent 
market share. Likewise, the one-third of plans that 
offer the highest range of hospitals in-network (13 
to 15) enroll 41 percent of all recipients.13

In addition, plans may vary copays within allow-
able federal limits or waive copays entirely, and 80 
percent of plans do not charge any copays.14 Plans 
may also limit units of service covered and/or dollar 
benefits of certain Medicaid optional services. For 
example, plans for nondisabled parents and chil-
dren have the following choices for benefits:

•	 Chiropractor (nine visits, 24 visits, or nine visits 
and $150 benefit);

•	 Dental (emergency and dentures only, $250 ben-
efit, or $300 benefit);

•	 Durable medical ($250 benefit or other limits);

•	 Hearing (one device and one evaluation every 
three years or a $150 benefit per year);

•	 Home health (24 visits, 60 visits, or 10 visits and 
$200 benefit);

•	 Podiatrist (nine visits, 24 visits, or seven visits or 
$150 benefit); and

•	 Vision (one pair of glasses every two years or 
$150 benefit).15

The Reform Pilot also provides specialized pack-
ages. Positive Healthcare provides a customized 
plan for Medicaid patients with HIV+/AIDS. This 
plan offers $250 per year in nutritional products or 
gym membership, three hours per week of respite 
care, $1,000 annually for dental services, an unlim-
ited pharmacy benefit, and higher durable medical 
equipment benefits.16

HIV+/AIDS patients need different benefits to 
manage their disease successfully. In Broward, the 
Reform Pilot plan offers them a plan tailored to their 
needs and condition. Whereas private individual 
insurance would often deny coverage to someone 
with HIV, the Reform Pilot welcomes them with a 
plan specifically tailored to their unique needs and 
with financial incentives to reward proper disease 
management.

As expected, Medicaid recipients respond favor-
ably to extra services, more expansive hospital 
networks, and customized benefits. They like and 
select plans that offer them more options.

Objective 2B: Improving Access to Specialists. 
The Reform Pilot includes extensive client satisfac-
tion surveys, which are administered by the Uni-
versity of Florida using the nationally recognized 
Consumer Assessment of Healthcare Providers and 
Systems (CAHPS) instrument. While the Univer-
sity of Florida has reported on the experiences of 
Reform Pilot recipients,17 it has provided few details 

12. Florida Agency for Health Care Administration, “Welcome to Broward County Florida Medicaid,” revised August 2011, 
pp. 5–6, at http://www.flmedicaidreform.com/brochures/English_CF_Broward.pdf (October 4, 2011), and “Medicaid Managed 
Care [1915(b)] and Medicaid Pilot (1115) Enrollment Reports,” August 1, 2011, “PILOT-PLAN” tab, at http://ahca.
myflorida.com/mchq/managed_health_care/MHMO/docs/MC_ENROLL/Reform-NonReform_Plans/2011/ENR_AUG2011.xls 
(October 4, 2011).

13.  Ibid.

14. Florida Agency for Health Care Administration, Florida Medicaid Reform: Year 4 Annual Report, July 1, 2009–June 30, 2010, 
pp. 15–16, at http://ahca.myflorida.com/medicaid/medicaid_reform/pdf/reform_final_annual_report_yr4_070109-063010.pdf 
(October 4, 2011).

15. Florida Agency for Health Care Administration, “Welcome to Broward County Florida Medicaid,” pp. 5–6, and 
“Welcome to Baker, Clay, Duval and Nassau Counties Florida Medicaid,” revised August 2011, pp. 4–5, at http://www.
flmedicaidreform.com/brochures/English_CF_BCDN.pdf (October 4, 2011).

16. Florida Agency for Health Care Administration, “Welcome to Broward County Florida Medicaid,” p. 6.
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on how the results compare with national bench-
marks for Medicaid managed care and commercial 
plans.

Table 3 shows the responses of those surveyed in 
Broward and Duval counties compared with nation-
al benchmarks taken directly from the Agency for 
Healthcare Research and Quality.18 In both mea-
sures, Reform Pilot HMO enrollees report the qual-
ity and ease of access to specialists at the national 
average for both Medicaid and commercial plan 
recipients. Reform Pilot PSN enrollees reported 
quality and access to specialist care at far above the 
national averages for both Medicaid and commer-
cial plan recipients.

Objective 3: Improving Enrollee Outcomes. 
The most universal measure of health plan enrollee 
outcomes is the National Committee for Quality 

Assurance’s Healthcare Effectiveness 
Data and Information Set (HEDIS), 
which is used by 90 percent of U.S. 
managed care health plans.19 HEDIS 
measures are required in 25 state 
Medicaid programs.20

Table 4 shows the HEDIS out-
comes for Reform Pilot counties com-
pared to non–Reform Pilot counties 
and the national average for Medic-
aid HMOs for the most recent three 
years available.21 On these enrollee 
health measures—including the four 
overall averages for diabetes, mental 
health, preventive-child, and preven-
tive-adult measures—Reform Pilot 
counties outperformed non–Reform 
Pilot counties in 64 percent of the 

measures and exceeded the national average in 53 
percent. For 68 percent of the measures, Reform 
Pilot counties showed greater improvement than 
non–Reform Pilot counties. In 78 percent, health 
outcomes improved in the Reform Pilot over the life 
of the measure. In another five measures (15 per-
cent), Reform Pilot counties are within 5 percentage 
points of the national Medicaid average.

Clearly, more work can be done, but Reform 
Pilot counties are exceeding the national average 
in 53 percent of the HEDIS patient outcome mea-
sures and are near the national average in another 
15 percent. In the aggregate, patients participating 
in the Reform Pilot are experiencing better health 
outcomes and greater improvements in health out-
comes over time while exceeding the national aver-
age a majority of the time. This may not achieve 

Reform Pilot Enrollees’  Experience with Specialists

Source: R. Paul Duncan et al., “Medicaid Reform Enrollee Satisfaction, Year Two Follow-Up 
Survey,” Vol. 2, “Plan Type Estimates,” University of Florida, Department of Health Services 
Research, Management and Policy, March 2011, pp. 11 and 14, at http://ahca.myfl orida.com/
Medicaid/quality_management/mrp/contracts/med027/Medicaid_Reform_Enrollee_Satisfaction-
Year2_Follow_Up_Survey_Vol2_PlanType_Estimates.pdf (October 4, 2011).

Table 3 • B2620 heritage.org

2009
(Year 2

of Reform 
Pilot)

National 
Benchmark, 

2009 Medicaid 
Adult

National 
Benchmark, 

2009 
Commercial

Specialty Care Satisfaction
  (% responding 9 or 10 on 10-point scale)

HMOs – 61%
61% 62%

PSNs – 69%

Ease of Getting Specialist Appointments
  (% responding “Almost Always”)

HMOs – 49%
49% 48%

PSNs – 55%

17. R. Paul Duncan et al., Medicaid Reform Enrollee Satisfaction: Year Two Follow-Up Survey, Vol. 2, Plan Type Estimates, 
University of Florida, Department of Health Services Research, Management and Policy, March 2011, pp. 11 and 14, at 
http://ahca.myflorida.com/Medicaid/quality_management/mrp/contracts/med027/Medicaid_Reform_Enrollee_Satisfaction-Year2_
Follow_Up_Survey_Vol2_PlanType_Estimates.pdf (October 4, 2011).

18. U.S. Department of Health and Human Services, Agency for Healthcare Research and Quality, CAHPS Benchmarking 
Database: Comparative Data, at https://www.cahps.ahrq.gov/CAHPSIDB/Public/about.aspx (October 4, 2011).

19. National Committee for Quality Assurance, “HEDIS & Quality Management,” at http://www.ncqa.org/tabid/59/Default.aspx 
(October 4, 2011).

20. National Committee for Quality Assurance, “34 State Require HEDIS/CAHPS,” April 2010, at http://www.ncqa.org/LinkClick.
aspx?fileticket=XmVBU_qCs0E%3D&tabid=135&mid=819 (October 4, 2011).

21. Florida Agency for Health Care Administration, “2010 Managed Care Performance Measures,” received via e-mail, August 
30, 2011.
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Reform Pilot Outcomes on Improving Health of Medicaid Patients 
(Part 1 of 2)

Table 4 • B2620 heritage.org

HEDIS Measures by Year

Non-Reform Counties Reform Pilot Counties
Medicaid 

Managed Care

2008 2010 2008 2010 National Mean
Blood Pressure
  Controlling Blood Pressure 52.7% 53.0% 46.3% 53.4% 52.9%

Asthma Management
  Appropriate Medications for Asthma n/a 87.0% n/a 87.6% 86.9%

Dental
  Annual Dental Visit n/a Pending 15.2% 33.4% 42.5%

Diabetes Management
  Diabetes–HbA1c Testing 74.7% 76.4% 78.9% 82.8% 78.0%
  Diabetes–HbA1c Poor Control INVERSE 48.5% 46.4% 48.3% 44.9% 48.7%
  Diabetes–Eye Exam 36.3% 48.3% 35.7% 45.4% 51.4%
  Diabetes–LDL Screening 75.6% 77.9% 80.0% 83.5% 71.1%
  Diabetes–LDL Control 29.5% 33.8% 29.3% 36.1% 30.6%
  Diabetes–Nephropathy 77.1% 77.1% 79.2% 81.9% 74.6%
  Overall Average 57.5% 61.2% 59.1% 64.1% 59.5%

Mental Health–General
  Follow-Up After Mental Health Hospital–7 day 30.5% 24.2% 20.6% 25.4% 39.1%
  Follow-Up After Mental Health Hospital–30 day 47.0% 41.4% 35.5% 41.3% 57.7%
  Antidepressant Medication Management–Acute n/a 46.8% n/a 56.3% 42.8%
  Antidepressant Medication Management–Continuation n/a 29.2% n/a 43.8% 27.4%
  Overall Average 38.8% 35.4% 28.1% 41.7% 41.8%

Mental Health–Child
  Follow-Up Care for Children Prescribed
     ADHD Medication, Initiation Phase

n/a 37.8% n/a 43.6% 34.4%

Preventive–Babies and Children
  Prenatal Care 71.7% 69.5% 66.6% 75.2% 81.2%
  Postpartum Care 58.5% 52.7% 53.0% 52.1% 59.1%
  Frequency of Prenatal Care n/a 54.3% n/a 46.9% 59.3%
  Well-Child, First 15 Months, Zero Visits INVERSE 2.8% 4.2% 4.9% 6.0% 3.8%
  Well-Child, First 15 Months, Six Visits 44.0% 46.1% 44.4% 35.4% 55.6%
  Well-Child, 3-6 Years 71.1% 74.9% 71.3% 72.7% 66.8%
  Childhood Immunization Combo 2 n/a 71.4% n/a 70.0% 72.3%
  Childhood Immunization Combo 3 n/a 63.7% n/a 62.7% 65.6%
  Lead Screening n/a 53.1% n/a 52.0% 61.5%
  Adolescent Well-Care 41.9% 45.7% 44.2% 46.3% 43.6%
  Overall Average 64.1% 63.7% 62.4% 62.3% 66.9%

Preventive–Adults
  Adults’ Access to Preventive Care, 20–44 Years n/a 67.9% n/a 71.2% 76.8%
  Adults’ Access to Preventive Care, 45–64 Years n/a 81.2% n/a 84.9% 82.4%
  Adults’ Access to Preventive Care, 65+ Years n/a 66.9% n/a 83.7% 78.8%
  Cervical Cancer Screening 56.6% 55.3% 48.2% 50.8% 65.7%
  Breast Cancer Screening n/a 50.1% n/a 56.9% 50.0%
  Adult BMI Assessment n/a 31.2% n/a 41.9% 24.0%
  Overall Average 56.6% 58.8% 48.2% 64.9% 63.0%

Count of Measures 20 33 21 34 34
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Reform Pilot Outcomes on Improving Health of Medicaid Patients 
(Part 2 of 2)

Source: Florida Agency for Health Care Administration, “2010 Managed Care Performance Measures,” received via e-mail, August 30, 2011.

Table 4 • B2620 heritage.org

Comparison of Reform to Non-Reform and National Benchmark

Greater Improvement 
in Reform Compared 
to Non-Reform Over 

Life of Measure

Reform 
Outcome 

Improved Over 
Life of Measure

Reform 
Above Non-
Reform in 

2010

Reform Above 
National 
Medicaid 

Average in 2010

Reform Within 5 
Percentage Points of 
National Medicaid 
Average in 2010

Blood Pressure
  Controlling Blood Pressure Yes Yes Yes Yes

Asthma Management
  Appropriate Medications for Asthma Yes Yes Yes Yes

Dental
  Annual Dental Visit Yes

Diabetes Management
  Diabetes–HbA1c Testing Yes Yes Yes Yes
  Diabetes–HbA1c Poor Control INVERSE Yes Yes
  Diabetes–Eye Exam Yes
  Diabetes–LDL Screening Yes Yes Yes Yes
  Diabetes–LDL Control Yes Yes Yes Yes
  Diabetes–Nephropathy Yes Yes Yes Yes
  Overall Average Yes Yes Yes Yes

Mental Health–General
  Follow-Up After Mental Health Hospital–7 day Yes Yes Yes
  Follow-Up After Mental Health Hospital–30 day Yes Yes
  Antidepressant Medication Management–Acute Yes Yes Yes Yes
  Antidepressant Medication Management–Continuation Yes Yes Yes Yes
  Overall Average Yes Yes Yes Yes

Mental Health–Child
  Follow-Up Care for Children Prescribed 
     ADHD Medication, Initiation Phase

Yes Yes

Preventive–Babies and Children
  Prenatal Care Yes Yes Yes
  Postpartum Care Yes
  Frequency of Prenatal Care
  Well-Child, First 15 Months, Zero Visits INVERSE Yes Yes Yes
  Well-Child, First 15 Months, Six Visits
  Well-Child, 3-6 Years Yes Yes
  Childhood Immunization Combo 2 Yes Yes
  Childhood Immunization Combo 3 Yes Yes
  Lead Screening
  Adolescent Well-Care Yes Yes Yes
  Overall Average Yes

Preventive–Adults
  Adults’ Access to Preventive Care, 20–44 Years Yes Yes
  Adults’ Access to Preventive Care, 45–64 Years Yes Yes Yes Yes
  Adults’ Access to Preventive Care, 65+ Years Yes Yes Yes Yes
  Cervical Cancer Screening Yes Yes
  Breast Cancer Screening Yes Yes Yes Yes
  Adult BMI Assessment Yes Yes
  Overall Average Yes Yes Yes Yes

Count of Measures 21 (68%) 25 (78%) 21 (64%) 18 (53%) 5 (15%)
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the far-above-average ideal, but it is exceeding the 
benchmark.

Another innovative feature of the Reform Pilot 
is the Enhanced Benefits Reward$ program, which 
gives financial rewards to individuals who receive 
certain preventive services, comply with mainte-
nance and disease management programs, and keep 
appointments.

In the private sector, employers use wellness 
programs to encourage employees to take control 
of their own health status and to reduce the cost 
curve of private health insurance. Recent studies 
show the positive physical and fiscal impacts of pro-
moting employee health and wellness. For example, 
employers with more than half of employees com-
pleting an adult health exam, health risk assessment, 
or biometric screening had a 1 percentage point to 
1.5 percentage point lower cost trend compared 
with employers with low employee participation. 
As expected, increasing financial incentives dramat-
ically increased participation in certain health risk 
assessments and other wellness programs. In addi-
tion, building a health-focused work culture and 
requiring participation in programs also increased 
employee participation.22

However, despite widespread use in large private 
companies’ health plans, state-run Medicaid pro-
grams have been very slow in adopting such best 
practices. Only West Virginia, Idaho, and Florida 
have adopted such practices in any significant way.23

•	 West Virginia required patients to participate in a 
wellness plan, undergo regular checkups, and lis-
ten to doctors’ orders to receive enhanced Med-
icaid benefits. However, West Virginia’s program 
was recently gutted due to changes in federal 
regulations prompted by passage of the Afford-
able Care Act.24

•	 In Idaho, children in the state’s Children’s Health 
Insurance Program (CHIP) who are up to date 
on their well-child visits receive a $30 credit per 
quarter. Credits can go toward monthly premi-
ums for the CHIP program, which is $15 per 
month for a child in a family at 151 percent of 
poverty.25 A recent study showed that the pro-
gram has had a substantial impact in two years, 
increasing “the percentage of CHIP children who 
were up-to-date with well-child visits…by 116 
percent (from 23 percent to 49 percent), com-
pared with a 13 percent increase (from 29 percent 
to 32 percent) among children with Medicaid, 
who were not eligible for the incentive.”26

•	 In Florida, the Benefits Reward$ is one of the 
most prominent but least analyzed features of the 
Reform Pilot. In a typical month, 31,000–37,000 
individuals were awarded credits. Through June 
2010, $15 million of the $31 million awarded 
had been redeemed.27 Individuals may earn up 
to $125 in credits per year for a variety of activi-
ties,28 which are listed in Table 5.

Since the start of the Reform Pilot through FY 
2010, $31.2 million has been awarded as Benefits 

22. Steven Nyce, “Boosting Wellness Without Breaking the Bank,” Towers Watson, July 2010, at http://www.towerswatson.com/
assets/pdf/2395/2395.pdf (October 4, 2011).

23. Aimee Miles, “Medicaid to Offer Rewards for Healthy Behavior,” Kaiser Health News, April 11, 2011, at http://www.
kaiserhealthnews.org/Stories/2011/April/08/Medicaid-incentives.aspx (October 4, 2011).

24. Doug Trapp, “Federal Rule Drastically Cuts Wellness Program in West Virginia,” American Medical News, November 12, 
2010, at http://www.ama-assn.org/amednews/2010/11/08/gvsf1112.htm (October 4, 2011).

25. Henry J. Kaiser Family Foundation, “Premium Payments and Enrollment Fees for Children at Selected Income Levels, 
January 2011,” January 2011, at http://www.statehealthfacts.org/comparereport.jsp?rep=78&cat=4 (October 4, 2011).

26. Jessica Green, “Using Consumer Incentives to Increase Well-Child Visits Among Low-Income Children,” Medical Care 
Research and Review, Vol. 68, No. 5 (October 2011), pp. 579–593.

27. Florida Agency for Health Care Administration, Florida Medicaid Reform: Quarterly Progress Report April 1, 2010–June 30, 
2010, p. 48, Table 25, at http://ahca.myflorida.com/Medicaid/medicaid_reform/pdf/FL_1115_Q4_YR_4_Reprt_4-1-10_6-30-10_
Final_10-07-10.pdf (October 4, 2011).

28. Florida Agency for Health Care Administration, “Enhanced Benefits Reward$ Program,” at http://ahca.myflorida.com/
Medicaid/Enhanced_Benefits/eba_welcome_letter_english-spanish.pdf (October 4, 2011).
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Reward$. This represents about 1.1 percent of the 
$2.73 billion spent on Reform Pilot individuals. 
Individuals may use the Benefits Reward$ to pur-
chase over-the-counter (OTC) items at pharma-
cies. Reward$ costs are built into the capitated rates 
and are not additional costs to the program. Most 
individuals use Benefits Reward$ to purchase child-
rearing items such as diapers, OTC child medica-
tions, and similar child care items.29

The vast majority of the Benefits Reward$ mea-
sures encourage better outcomes, such as blood 
pressure management, asthma management, dia-
betes management, and preventive adult services. 
However, $23 million in Benefits Reward$ (almost 
three-fourths of all credits) has gone toward encour-
aging child preventive measures, which have been 
flat the past three years.

The Benefits Reward$ program is administered 
by the state and operates outside of the plan itself. 
Integrating it into and administering it through the 
managed care plan would seem to make more sense. 
It could then be tailored to the populations being 
served—such as those with HIV, the elderly, those 
with disabilities, children, and adults—and aligned 
with the other customized benefits and services. 
This integrated approach is used in the Statewide 
Reform.

Obtaining a better understanding of the impact 
of Benefits Reward$ in the Reform Pilot will ulti-
mately require analysis similar to that completed in 
Idaho. By the same token, Idaho’s experience and 
Florida’s experience dramatically show the power 
of a Reward$-type program, which costs little (1 
percent) but can dramatically improve vital health 
behaviors.

Objective 4: Opting Out of Medicaid and 
Choosing Private Coverage. The Reform Pilot 
allows individuals to opt out of Medicaid and, when 
available and cost-effective for the state, to use the 
dollar value of their Medicaid benefits to pay the 
employee’s share of the premium for family cover-
age provided through their employers. This option 
is important as patients with private coverage 
repeatedly have been shown to have better health 
outcomes than those with Medicaid or the unin-
sured.30 Thus, the best option is private coverage, 
with the second-best being the best-designed, per-
sonalized Medicaid plan.

At the end of FY 2010, only 14 individuals were 
enrolled in the Opt-Out program, and 75 individu-
als had enrolled in the benefit.31 A 2008 report from 
the Florida Legislature’s Office of Program Policy 
Analysis and Government Accountability noted that 
only 91 individuals expressed interest in the Opt-
Out program during the first 18 months. Of these, 
15 were ineligible, 59 choose not to participate, and 
17 enrolled their families, for a total of 30 enroll-
ees.32 Therefore, about 22 percent of those eligible 
and referred to the program enrolled. Yet by any 
measure, participation has been extremely small.

In 2010, the U.S. Government Accountability 
Office reported on enrollment in state Medicaid 
premium assistance programs (similar to Opt-Out) 
in 39 states as of June 2009. Florida had the sev-
enth-lowest number of enrolled individuals (21) of 
any state despite having the fourth-largest Medic-
aid program.33 For the 32 states reporting enroll-
ment, just 0.28 percent of child and adult Medicaid 
enrollees were enrolled in these premium assistance 
programs, or Opt-Out. However, the portions of 

29. Florida Agency for Health Care Administration, Florida Medicaid Reform: Year 4 Annual Report, pp. 61–62, 66, and 81–83.

30. Debra Sherman, “Privately Insured Heart Patients Had Best Outcomes,” Reuters, July 8, 2011, at http://www.reuters.com/
article/2011/07/08/us-insurance-idUSTRE76762Z20110708 (October 4, 2011).

31. Florida Agency for Health Care Administration, Florida Medicaid Reform: Year 4 Annual Report, p. 53.

32. Florida Legislature, Office of Program Policy Analysis and Government Accountability, “Medicaid Reform: Few 
Beneficiaries Have Participated in the Opt-Out Program,” June 2008, p. 5, at http://www.oppaga.state.fl.us/MonitorDocs/
Reports/pdf/0837rpt.pdf (October 4, 2011).

33. Carolyn L. Yocom, “Medicaid and CHIP: Enrollment, Benefits, Expenditures, and Other Characteristics of State Premium 
Assistance Programs,” letter to Senator Charles E. Grassley and Representative Henry A. Waxman, January 19, 2010, pp. 
2, 24, and 26, at http://www.gao.gov/new.items/d10258r.pdf (October 4, 2011).
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Impact of Enhanced Benefi t Reward$ on Reform Pilot 
Patients’ Health Outcomes    

Sources: Florida Agency for Health Care Administration, “2010 Managed Care Performance Measures,” received via e-mail, August 30, 2011; Florida Medicaid 
Reform: Quarterly Progress Report April 1, 2010–June 30, 2010, p. 48, Table 25, at http://ahca.myfl orida.com/Medicaid/medicaid_reform/pdf/FL_1115_Q4_YR_4_
Reprt_4-1-10_6-30-10_Final_10-07-10.pdf (October 4, 2011); and “Enhanced Benefi ts Reward$ Program,” at http://ahca.myfl orida.com/Medicaid/Enhanced_Ben-
efi ts/eba_welcome_letter_english-spanish.pdf (October 4, 2011).

Table 5 • B2620 heritage.org

HEDIS Measures 
by Year for Reform 

Pilot Counties*

Has Enhanced 
Benefi t Reward$ 
Associated With 
Outcome With 
Credits Awards Benefi t Reward$ Credits Awarded 2008 2010

Blood Pressure
  Controlling Blood Pressure 46.3% 53.4%  $30,270 Hypertension Disease Management ($25)

Asthma Management
  Appropriate Medications for Asthma n/a 87.6% $16,895 Asthma Disease Management ($25)

Dental
  Annual Dental Visit 15.2% 33.4% $2,360,983 Dental Exam ($25/child and $15/adult, 3 annually)

Diabetes Management
  Diabetes–HbA1c Testing 78.9% 82.8% $23,035 Diabetes Disease Management ($15 and/or $25, 1 time)
  Diabetes–HbA1c Poor Control INVERSE 48.3% 44.9%
  Diabetes–Eye Exam 35.7% 45.4% $1,230,068 Eye Exam ($25)
  Diabetes–LDL Screening 80.0% 83.5% Offi ce Visit–Child/Adult ($25 or $7.50 for keeping appts.)
  Diabetes–LDL Control 29.3% 36.1%
  Diabetes–Nephropathy 79.2% 81.9%
  Overall Average 59.1% 64.1%

Mental Health–General
  Follow-Up After Mental Health Hospital–7 day 20.6% 25.4% Offi ce Visit–Child/Adult ($25 or $7.50 for keeping appts.)
  Follow-Up After Mental Health Hospital–30 day 35.5% 41.3% Offi ce Visit–Child/Adult ($25 or $7.50 for keeping appts.)
  Antidepressant Medication Management–Acute n/a 56.3% Compliance with Maintenance Drugs ($7.50, 4 times)
  Antidepressant Medication Management–Continuation n/a 43.8% $2,049,375 Compliance with Maintenance Drugs ($7.50, 4 times)
  Overall Average 28.1% 41.7%

Mental Health–Child
  Follow-Up Care for Children Prescribed
     ADHD Medication, Initiation Phase

n/a 43.6% Compliance with Maintenance Drugs ($7.50, 4 times)

Preventive–Babies and Children
  Prenatal Care 66.6% 75.2% Offi ce Visit–Child/Adult ($25 or $7.50 for keeping appts.)
  Postpartum Care 53.0% 52.1% Offi ce Visit–Child/Adult ($25 or $7.50 for keeping appts.)
  Frequency of Prenatal Care n/a 46.9% Offi ce Visit–Child/Adult ($25 or $7.50 for keeping appts.)
  Well-Child, First 15 Months, Zero Visits INVERSE 4.9% 6.0% $13,093,758 Child Preventive Care ($25, up to 5 with exam)
  Well-Child, First 15 Months, Six Visits 44.4% 35.4% $10,089,308 Offi ce Visit–Child/Adult ($25 or $7.50 for keeping appts.)
  Well-Child, 3-6 Years 71.3% 72.7% Offi ce Visit–Child ($25 or $7.50 for keeping appts.)
  Childhood Immunization Combo 2 n/a 70.0% Child Preventive Care ($25, up to 5 with exam)
  Childhood Immunization Combo 3 n/a 62.7% Child Preventive Care ($25, up to 5 with exam)
  Lead Screening n/a 52.0% Child Preventive Care ($25, up to 5 with exam)
  Adolescent Well-Care 44.2% 46.3% Child Preventive Care ($25, up to 5 with exam)
  Overall Average 62.4% 62.3%

Preventive–Adults
  Adults’ Access to Preventive Care, 20–44 Years n/a 71.2% $139,155 Adult Preventive ($15, 2 times)
  Adults’ Access to Preventive Care, 45–64 Years n/a 84.9% $17,853 Prostate PSA ($15)
  Adults’ Access to Preventive Care, 65+ Years n/a 83.7% $66,350 Colorectral Screening ($25)
  Cervical Cancer Screening 48.2% 50.8% $1,105,038 Pap Spear ($25)
  Breast Cancer Screening n/a 56.9% $97,670 Mammogram ($25)
  Adult BMI Assessment n/a 41.9% Offi ce Visit ($15 or $7.50 for keeping appts.)
  Overall Average 48.2% 64.9%

Count of Measures 21 34  $30,319,755 
(97% of all credits 

awarded) 
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individuals in premium assistance varied dramati-
cally from 0.00 percent in Florida to 6.5 percent in 
Rhode Island.34

The characteristics of successful programs show 
that Florida could improve and expand Opt-Out by:

•	 Making private coverage mandatory if cost-effec-
tive. If the private insurance option is mandatory, 
enrollment is six times higher (1.9 percent) than 
if it is voluntary (0.3 percent).

•	 Including non-group (individual) health insur-
ance. Half of the top-performing states (more 
than 2 percent enrolled) included non-group 
coverage.

•	 Offering Opt-Out to both Medicaid and CHIP 
enrollees. States offering options in both pro-
grams averaged 8 percent higher enrollment in 
Medicaid, possibly the result of children moving 
between Medicaid and CHIP premium assistance 
based on family income.

Certainly, higher-income limits on Medicaid 
eligibility affect the enrollment in premium assis-
tance because those with higher incomes are more 
likely to have access to employer-sponsored cover-
age. However, even for states with Medicaid income 
limits similar to Florida’s, 0.3 percent of all children 
and adults in Medicaid are enrolled in premium 
assistance. For example, Texas had about 3 million 
people in Medicaid in June 2009 compared to 2.5 
million in Florida, yet Texas had 8,671 individuals 
in premium assistance compared to just 21 in Flor-
ida.35 To reach the 0.3 percent threshold, Florida 
would need to enroll 5,900 people.

From the Reform Pilot experience, Florida need-
ed to revamp and expand Opt-Out and replicate the 

success of other states. However, Florida also should 
consider rebranding the program from Opt-Out to 
Private Insurance Option to reflect more accurately 
that individuals are receiving coverage through pri-
vate insurance with Medicaid paying the premium, 
not opting out of coverage altogether.

Objective 5: Increasing Patient Satisfaction. 
Despite spending hundreds of billions of dollars 
annually, Medicaid tracks enrollee satisfaction only 
to a limited degree. The most nationally recog-
nized instrument is the Consumer Assessment of 
Healthcare Providers and Systems conducted by the 
Agency for Healthcare Research and Quality in the 
U.S. Department of Health and Human Services. 
In 2009, the most recent year for which state and 
national results are publicly available, Florida was 
one of 12 states with Medicaid programs participat-
ing in and reporting results to the national CAHPS 
Benchmarking Database. Florida had 13 Medicaid 
managed care plans participating, the second-high-
est of any state, constituting more than one-tenth of 
the 126 Medicaid managed care plans reporting for 
adults.36

For Reform Pilot HMO plans, 83 percent of mea-
sures were at or above the national Medicaid bench-
mark and at or above the national commercial plan 
benchmarks.37 For Reform Pilot PSNs, all measures 
were at or above the national Medicaid benchmark, 
and 83 percent were at or above the national com-
mercial plan benchmarks.38 (See Table 6.)

Objective 6: Increasing Efficiency and Cost 
Predictability. Florida’s Reform Pilot has produced 
health outcomes that are at the national average for 
Medicaid managed care programs and that—most 
important—are improving. In addition, the Reform 

34.  Ibid., p. 26; Medicaid enrollment taken from Henry J. Kaiser Family Foundation, “Distribution of Medicaid Enrollees by 
Enrollment Group, FY2007,” at http://www.statehealthfacts.org/comparetable.jsp?typ=1&ind=200&cat=4&sub=52 (October 4, 
2011).

35. Yocom, “Medicaid and CHIP: Enrollment, Benefits, Expenditures, and Other Characteristics of State Premium Assistance 
Programs,” pp. 17–18, 24–25, and 28–29.

36. U.S. Department of Health and Human Services, Agency for Healthcare Research and Quality, “Survey Respondents and 
Health Plan Samples by State: 2009 and 2010,” p. 2, at https://www.cahps.ahrq.gov/CAHPSIDB/Public/Files/Doc3_Health_
Plan_Samples_by_State_2010.pdf (October 4, 2011).

37. See Duncan et al., Medicaid Reform Enrollee Satisfaction: Year Two Follow-Up Survey, and U.S. Department of Health and 
Human Services, CAHPS Benchmarking Database: Comparative Data.

38.  Ibid.
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Pilot has produced patient satisfaction levels above 
the national average for both Medicaid managed 
care and commercial HMOs. The Reform Pilot has 
given individuals meaningful choices, and indi-
viduals are clearly using that freedom and power 
in choosing (and rewarding) good plans and select-
ing the doctors and hospital networks that best 
meet their needs and desires. Individuals are also 
being financially rewarded for making wise choices 
in managing their health futures and in following 
chronic care guidelines.

How has the Reform Pilot performed financially 
in comparison with the overall averages for Florida 

and the U.S.? The two key data sources in answer-
ing this question are the capitated HMO rates for 
the Reform Pilot’s two contract regions (Broward 
and Duval with the three adjacent rural counties 
combined) and the recorded spending for similar 
Medicaid populations according to the Centers for 
Medicare and Medicaid Services’ Medicaid Statisti-
cal Information System (MSIS) dataset.39

In the Reform Pilot, HMOs are paid a capitated flat, 
fixed monthly rate for all individuals over one year 
old. Different rates apply for children under three 
months old and children between three months and 
12 months. Although PSNs have a different con-

Reform Pilot Enrollees’ Patient Satisfaction, 2009

Sources: U.S. Department of Health and Human Services, Agency for Healthcare Research and Quality, CAHPS Benchmarking Database: Comparative Data, 
and R. Paul Duncan et al., “Medicaid Reform Enrollee Satisfaction, Year Two Follow-Up Survey,” Vol. 2, “Plan Type Estimates,” University of Florida, Department of 
Health Services Research, Management and Policy, March 2011, pp. 11 and 14, at http://ahca.myfl orida.com/Medicaid/quality_management/mrp/contracts/med027/
Medicaid_Reform_Enrollee_Satisfaction-Year2_Follow_Up_Survey_Vol2_PlanType_Estimates.pdf (October 4, 2011).
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National Benchmark 

Reform 
Pilot

Medicaid
(Adult)

At or Above 
Medicaid 

Benchmark
Commercial 

HMOs

At or Above 
National 

Commercial 
Benchmark 

Health Care Satisfaction HMOs 60%
49%

Y
48%

Y
  (% responding 9 or 10 on 10-point scale) PSNs 64% Y Y

Health Plan Satisfaction HMOs 52%
54%

N
38%

Y
  (% responding 9 or 10 on 10-point scale) PSNs 61% Y Y

Personal Doctor Satisfaction HMOs 72%
62%

Y
63%

Y
  (% responding 9 or 10 on 10-point scale) PSNs 77% Y Y

Specialty Care Satisfaction HMOs 61%
61%

Y
62%

Y
  (% responding 9 or 10 on 10-point scale) PSNs 69% Y Y

Ease of Getting Needed Care, Tests, or Treatment HMOs 53%
53%

Y
57%

N
  (% responding “Almost Always”) PSNs 56% Y N

Ease of Getting Specialist Appointments HMOs 49%
49%

Y
48%

Y
  (% responding “Almost Always”) PSNs 55% Y Y

Measures at or Above National Benchmarks HMOs 83% 83%
PSNs 100% 83%

39. To download the data, see Centers for Medicare and Medicaid Services, Medicaid Statistical Information System State 
Summary Datamart, at http://msis.cms.hhs.gov/ (October 4, 2011). For a listing of the populations and services portion of 
the Reform Pilot, see Florida Agency for Health Care Administration, Florida Medicaid Reform: Application for 1115 Research 
and Demonstration Waiver, October 30, 2005, p. 70, Table 2, at http://ahca.myflorida.com/medicaid/medicaid_reform/waiver/
pdfs/medicaid_reform_waiver_final_101905.pdf (October 13, 2011).
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tract arrangement, they are required to meet simi-
lar financial benchmarks. In Florida, the current set 
of HMO contract rates is approved through August 
2012, providing longer-term comparison.

These Reform Pilot capitated rates are then risk-
adjusted based on each individual’s health status. In 
Florida’s non-Reform managed care, rates are varied 
based on age, gender, category of Medicaid eligi-
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Fiscal Performance: Comparing Spending on Florida’s Pilot Program 
to U.S. and Florida Medicaid

Sources: Florida Agency for Health Care Administration, “Florida Medicaid Reform Pilot,” at http://ahca.myflorida.com/Medicaid/medicaid_reform/index.shtml 
(October 15, 2011), and Centers for Medicare and Medicaid Services, Medicaid Statistical Information System State Summary Datamart (MSIS).

Note: Figures for U.S. Medicaid (MSIS) and Florida Medicaid Average (MSIS) for fiscal years 2010 through 2012 are projected based on historical growth rates.
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bility, and geography and are not risk-adjusted for 
health status.40 With the Reform Pilot’s risk adjust-
ment for health status, managed care companies 
have a strong financial incentive to enroll sicker 
patients and effectively coordinate their care and 
improve those patients’ health.

Given the superior fiscal performance of the 
Reform Pilot, as shown below, and the superior 
health outcomes of Reform Pilot patients, the health-
based risk-adjustment process is clearly achieving 
its desired goals. That is good for everyone—Med-
icaid patients, taxpayers, and the managed care 
companies. And that is likely why two-thirds of 
Medicaid managed care programs nationwide risk-
adjust their rates based on health status.41

Using the Reform Pilot HMO contracts and the 
MSIS dataset,42 Chart 2 show the fiscal performance 
of the Reform Pilot compared with the average 
spending for a population similar to the population 
of Florida and for the U.S. population for individu-
als more than one year old. The U.S. and Florida 
Medicaid spending per person for FY 2010 through 
FY 2012 is projected based on the historical annual 
growth rates for each category as described in the 
methodology appendix.

In all cases, the Reform Pilot has a much lower 
growth rate than the U.S. or Florida averages. For 
2007 through 2009, for which there are directly 
comparable data, per-person Medicaid spending for 
Temporary Assistance for Needy Families (TANF) 

Estimated Medicaid Savings from Florida’s Reform Pilot and With 
Statewide Expansion, FY 2012

Source: Florida Agency for Health Care Administration, “Florida Medicaid Reform Pilot,” at http://ahca.myfl orida.com/Medicaid/medicaid_reform/index.shtml (Octo-
ber 15, 2011), and Centers for Medicare and Medicaid Services, Medicaid Statistical Information System State Summary Datamart.
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Children and Families Aged and Disabled Total

Florida 
Average–MSIS

Florida Reform 
Pilot  Average

Florida 
Average–MSIS

Florida Reform 
Pilot  Average

Enrollment (based on October 2011 enrollment)  1,573,553  231,249  323,999  36,183 

Cost per Person  $1,902  $1,583  $11,348  $10,115 

Estimated Savings from Reform Pilot  $73,735,220  $44,618,111 $118,353,331 

Savings if Reform Pilot Costs Applied
to All of Florida Medicaid $501,737,417 $399,530,811 $901,268,228 

Based on Actual Reform Pilot HMO Rates and Comparable Projected Average Statewide Spending per Person

40.  Medicaid Reform: Risk-Adjusted Rates Used to Pay Medicaid Reform Health Plans Could Be Used to Pay All Medicaid Capitated 
Plans, Office of Program Policy Analysis and Government Accountability, Report No. 08-54, September 2008, p. 2, at 
http://www.oppaga.state.fl.us/reports/pdf/0854rpt.pdf (October 4, 2011).

41. Gifford et al., A Profile of Medicaid Managed Care Programs in 2010: Findings from a 50-State Survey, p. 22.

42. The methodology was as follows: The comparison for Reform Pilot TANF population over one included MSIS individuals 
over age 1; not dual eligible; not medically needy; with a basis of eligibility of children, adults, unemployed adults, foster 
care children; and excluding ICF/MR services for fiscal years 2006, 2007, 2008, and 2009. The comparison for Reform 
Pilot SSI population over one included MSIS individuals over age 1; not dual eligible; not medically needy; with a basis 
of eligibility of aged and blind/disabled; and excluding ICF/MR services for fiscal years 2006, 2007, 2008, and 2009. All 
50 states and the District of Columbia reported for FY 2006–FY 2008, but only 47 states and the District of Columbia 
reported for FY 2009. Ozzy Celebi at CMS was very helpful in providing assistance in the data query process.
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children and adults grew 12.0 percent nationally 
and 6.1 percent in Florida but dropped 11.7 per-
cent in Duval and the rural counties and 7.8 percent 
in Broward county. Per-person Medicaid spending 
for the Supplemental Security Income (SSI) elderly 
and disabled grew 12.6 percent nationally; dropped 
9.4 percent in Florida overall; dropped slightly in 
Duval and the rural counties (1.6 percent); and 
increased slightly in Broward (3.3 percent). In both 
groups, the Reform Pilot cost much less than the 
U.S. Medicaid average.

Florida’s Reform Pilot has produced real savings 
to the state Medicaid budget. Based on enrollment 
figures for October 2011 and projected 2012 spend-
ing per person from the MSIS data for Florida, the 
Reform Pilot has saved the Medicaid budget up to 
$118 million annually. If and when expanded state-
wide, the Florida Medicaid budget could save up to 
$901 million annually, as shown in Table 7.

In fact, if Medicaid spending nationally matched 
the Reform Pilot savings in per-person costs for these 
populations (16.8 percent for families and children 
and 10.9 percent for aged and disabled), Medicaid 
would spend $28.6 billion less in 2012, as shown in 
Table 8. The federal government would benefit from 
about 57 percent of those savings ($16.3 billion),43 
with the rest going to state budgets ($13.3 billion 
in 2012).

2011 Statewide Medicaid Managed Care
Based on the successes of the Reform Pilot and 

the lessons learned over the past five years, the 
Florida Legislature passed and Governor Rick Scott 
signed legislation in spring 2011 to apply the les-
sons learned from the Reform Pilot in creating the 
new Statewide Reform program. The Statewide 
Reform applies five lessons from the Reform Pilot.

Lesson #1: Copy what works.

Policy: Expand mandatory participation 
beyond the poor, elderly, and physically disabled. 
The Statewide Reform expands mandatory managed 
care beyond the individuals in the Reform Pilot to 
include medically needy individuals on Medicaid. 
Those with developmental disabilities, participating 
in home and community-based services waivers, or 
in certain mental health or juvenile justice institu-
tions are excluded from mandatory managed care 
under the statewide expansion.

Lesson #2: Proactive steps are needed to 
increase rural plan choices.

Policy: Create incentives to expand access in 
rural areas. One lesson learned from the Reform 
Pilot is to create multicounty regions that have a crit-
ical mass large enough to attract a significant num-
ber of plans and that added incentives are needed 
to support multiple plans in certain less populated, 

National Savings in FY 2012 If U.S. Medicaid Matched the Florida 
Reform Pilot Program

Source: Florida Agency for Health Care Administration, “Florida Medicaid Reform Pilot,” at http://ahca.myfl orida.com/Medicaid/medicaid_reform/index.shtml (Octo-
ber 15, 2011), and Centers for Medicare and Medicaid Services, Medicaid Statistical Information System State Summary Datamart.
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Families and Children Aged and Disabled Total

Per-Person Spending (FY2012 estimated)  $2,569  $17,757 
Enrollment (based on FY2009 fi gures)  42,579,425  5,333,277  47,912,702 
U.S. Average per-Person Savings in Reform Pilot 16.8% 10.9%

Total U.S. Savings If U.S. Medicaid Matched Florida Reform Pilot  $18,339,998,858  $10,291,185,459  $28,631,184,317 

43. U.S. Department of Health and Human Services, Centers for Medicare and Medicaid Services, Office of Public Affairs, 
“Medicaid Spending Projected to Rise Much Faster Than the Economy,” October 17, 2008, at http://www.hhs.gov/news/
press/2008pres/10/20081017a.html (October 4, 2011).
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rural regions. For example, the four smallest Reform 
Pilot counties are included in the broader Region 4.

To ensure an adequate number of plans in rural 
areas, the legislature divided Florida’s 67 coun-
ties into 11 regions with five-year plan contracts. 
Each of the regions has a minimum of two plans, 
including one PSN, and a maximum of between 
two and 10.44

Region 1 (four counties) and Region 2 (14 coun-
ties) are in Florida’s rural panhandle and can have 
a minimum and maximum of two plans each. To 
encourage participation in these rural counties, 
plans that bid successfully in either region are given 
the choice of another region in which that plan 
would receive a guaranteed contract, assuming that 
it bid on that other region and charges an accept-
able rate. However, if that plan terminates its con-
tract in Region 1 or Region 2, it automatically loses 
its additional region.45 Thus, winning in the rural 
panhandle is a guaranteed gateway to winning in a 
larger, more densely populated region of the state.

Lesson #3: Medical liability costs 
affect patient access to providers.

Policy: Lower the cap on non-
economic medical malpractice 
damages for providers when treat-
ing Medicaid patients. To encour-
age access to providers, the Statewide 
Expansion legislation lowers the cap 
on noneconomic damages for pro-
viders treating Medicaid patients. In 
2003, the legislature capped noneco-
nomic damages at $500,000 for doc-
tors and $750,000 for hospitals to 
reduce medical malpractice expens-
es. As Table 9 shows, it worked. Pre-
miums dropped 36 percent due to 
lower payouts and fewer cases.

The Statewide Reform builds on 
this medical malpractice reform by 
reducing the cap on noneconomic 
damages for Medicaid patients to 

$200,000 for individuals and $300,000 per inci-
dent. Combined with increases in physician reim-
bursement, this additional malpractice reform 
should increase access by reducing the cost of treat-
ing Medicaid patients.

Lesson #4: Greater accountability and trans-
parency for plans is better for patients.

Policy: Change the contracting process and 
patient disclosure to further improve patient 
satisfaction. The Reform Pilot showed the impor-
tance and impact of tracking patient satisfaction 
and health outcomes—something too few states do 
even now. Building on this, the Statewide Reform 
requires plans that are awarded contracts for each 
region to maintain those contracts, absent contract 
violation, for five years. This provides continuity for 
patients and encourages long-term provider con-
tracting and better networks for patients. In addi-
tion, plans are required to increase reimbursement 
to physicians, matching Medicare rates, to expand 

Overview of Statewide Expansion

Source: Florida House of Representatives, “Final Bill Analysis: CS/HB 7107,” p. 30.
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Region

Number 
of 

Counties

Number 
of Current 
Medicaid 
Enrollees

Number of Plans

Part of Reform PilotMinimum Maximum

1 4  96,365 2 2
2 14  113,027 2 2
3 16  251,892 3 5
4 7  280,501 3 5 Includes four pilot counties
5 2  184,448 2 4
6 5  380,476 4 7
7 4  334,845 3 6
8 7  191,176 2 4
9 5  234,709 2 4
10 1  229,399 2 4 Broward County Pilot
11 2  544,224 5 10

Total 67  2,841,062 

44. Florida House of Representatives, “Final Bill Analysis: CS/HB 7107,” p. 30.

45.  Ibid., p. 24.
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access; host online the listing of the prescription 
drug formulary; accept prior authorization requests 
electronically; have adequacy standards for provid-
er networks; publish quality data measures online; 
and host an up-to-date online service that shows 
patients the physicians, specialists, other health 
providers, and hospitals in their networks, as well 
as whether or not they are accepting new patients 
and their contact information and working hours.

Despite the five-year contract, plans may alter 
their benefits, add extra benefits, or make other 
benefit changes annually. Individuals may also 
change plans annually or at a qualifying event, thus 
maintaining choice and plan customization and 
specialization.

Lesson #5: Link Benefits Reward$ to the plan 
and make it patient-centered.

Policy: Customize and tailor Benefits Reward$ 
to match plan design and patient needs. One-
size-fits-all does not work for Benefits Reward$. 
The Statewide Reform changes administration of the 
Benefits Reward$ and allows the plan to customize 
the program to align best with the plan designs and 
patient populations.

The current Reward$ program is not as effective 
and efficient as it could be. Although those with 
HIV have a customized plan, only one Reward$ cat-
egory specifically targets this population. Obviously, 
a Reward$ program for those with HIV should be 
dramatically different from one for infants in need of 

extensive preventive care and immunizations. The 
Statewide Reform recognizes this and makes this 
important change. This change will also allow plans 
to monitor and publicly report how the Reward$ 
program is helping their patients and improving 
their patients’ health outcomes.

Additional Policy Recommendations
The Statewide Reform does not include all of the 

policy recommendations resulting from this analy-
sis of the Reform Pilot and the key lessons learned. 
As the legislature fine-tunes the Statewide Reform, it 
should consider:

•	 Encouraging at least three plan choices in 
each region and combining regions if neces-
sary to achieve this level of choice. A ceiling or 
floor of only two plans for a region, as required 
by federal law, undermines the point and inno-
vation of the Reform Pilot. The Reform Pilot has 
shown that some rural counties and regions are 
too small for extensive choices. In the Statewide 
Expansion, all regions should be large enough 
to support a minimum of three or, ideally, four 
plans to create choices that have meaningful dis-
tinctions in benefits and networks.

•	 Fixing Opt-Out by copying successful premi-
um assistance programs in other states. The 
Reform Pilot showed how not to run premium 
assistance. Although the legislature made some 
of these changes in the enabling legislation, such 
as including non-group health plans, the State-
wide Reform as currently planned maintains too 
many features of the unsuccessful program in 
its current form. Florida should fix Opt-Out by 
making private coverage mandatory if cost-effec-
tive, expanding premium assistance to CHIP, and 
rebranding it as the Private Insurance Option.

•	 Studying whether to expand Statewide 
Reform to include children covered by CHIP. 
The Reform Pilot was not available to CHIP chil-
dren. However, given the success of the Reform 
Pilot, expanding Statewide Reform to include 
this population and tailoring it accordingly could 
make sense. Plans could copy Idaho by using 
Reward$ for the CHIP to offset any monthly pre-
miums charged to families. In addition, CHIP 

Impact of Medical Liability Reform 
in Florida

Source: Florida Offi ce of Insurance Regulation, “2011 Annual 
Report: Medical Malpractice Financial Information Closed Claim 
Database and Rate Filings,” October 1, 2011, at http://www.fl oir.com/
siteDocuments/MedicalMalReport10012011.pdf (October 15, 2011).
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2004 2010 Change

Closed Cases 3,574 2,520 –29%
Payouts (millions) $664 $594 –11%
Premiums (millions) $860 $559 –35%
Loss Ratio (Payouts/Premiums) 77% 106%
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children and their parents could then have the 
same freedom and power to choose that those in 
the Statewide Reform have.

Conclusion
Florida’s Medicaid Reform Pilot is one of the most 

comprehensive, innovative, and significant Med-
icaid reforms of the past decade. It has improved 
health, produced high patient satisfaction, and dra-
matically flattened the Medicaid cost curve. The 
Florida Legislature and Governor Scott wisely built 
on the Reform Pilot to create Statewide Reform, 
which will allow all Florida Medicaid recipients to 
benefit from this improved, patient-centered Med-
icaid program. A few additional reforms would 
improve the Statewide Reform even further.

Implementation of Florida’s Statewide Reform 
cannot take effect unless the CMS approves several 
waivers. As the CMS reviews the waiver applica-

tions, it should note the huge success of the Reform 
Pilot and the key lessons learned that have been 
built into the proposed Statewide Expansion.

Other states seeking to improve health, increase 
satisfaction, and control costs should consider rep-
licating Florida’s reforms. If the results of Florida’s 
Reform Pilot were replicated nationwide, Medicaid 
patient satisfaction would soar, health outcomes 
would improve, and Medicaid programs could save 
up to $29 billion annually.

Not only should the CMS approve Florida’s State-
wide Reform waivers, but the Obama Administra-
tion should use its bully pulpit to encourage other 
states to replicate Florida’s experience to improve 
Medicaid for both patients and the taxpayers.

—Tarren Bragdon is President and CEO of the 
Foundation for Government Accountability, a free-mar-
ket think tank in Naples, Florida.
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Appendix
Methodology for Fiscal Analysis

Enrollment
Enrollment for FY 2012 was based on the Florida Agency for Health Care Administration’s October 2011 

Comprehensive Managed Care Enrollment report.46

Families and Children (TANF). Reform Pilot enrollment was based on the TANF enrollment for those 
in Reform Pilot counties and over age 1 (245,494 – 14,245 (under 1 year old) = 231,249).47

Statewide TANF Medicaid enrollment was based on the TANF enrollment in non-Reform Pilot counties48 
(1,670,438) and adjusted based on the assumption that a similar portion of TANF enrollees in non-Reform 
Pilot counties were over age 1 as in Reform Pilot counties (231,249/245,494 = 94.2%) for an estimated 
statewide non-Reform Pilot TANF enrollment of 1,573,553 (1,670,438 * 94.2%).

Elderly and Disabled (SSI). Reform Pilot enrollment was based on the SSI enrollment of those in 
Reform Pilot counties, over age 1, and not on Medicare49 (36,370—187 (under 1 year old) = 36,183).

Statewide SSI Medicaid enrollment was based on the SSI enrollment in non-Reform Pilot counties50 
(325,627) and adjusted based on the assumption that the portion of SSI enrollees in non-Reform Pilot coun-
ties over age 1 was similar to the portion in Reform Pilot counties (36,183/36,370 = 99.5%). This yielded 
an estimated statewide non-Reform Pilot SSI enrollment of 323,999 (325,627 * 99.5%).

Per-Person Costs
Per-person costs for FY 2012 were based on the Florida Agency for Health Care Administration’s com-

posite monthly HMO capitated rate for Reform Pilot enrollees51 and a projection for 2012, which was based 
on historical average annual growth of actual spending for similar populations in the CMS Medicaid Statisti-
cal Information System52 for Florida and the U.S. as a whole in 2009.

Families and Children (TANF). Reform Pilot annual Medicaid per-person costs were based on the 
weighted average, which was based on enrollment of the FY 2012 TANF HMO capitated rate for those in 
the Reform Pilot counties over age 1 ($131.78 per month in Broward County and $132.09 per month in 
the other Reform counties).53

46. Florida Agency for Health Care Administration, “Comprehensive Medicaid Managed Care Enrollment Report,” October 1, 
2011, at http://www.fdhc.state.fl.us/mchq/Managed_Health_Care/MHMO/docs/MC_ENROLL/Reform-NonReform_Plans/2011/
ENR_OCT2011.xls (October 27, 2011).

47.  Ibid., PILOTTANF worksheet.

48.  Ibid., DISTRICT-TANF-SSI worksheet.

49.  Ibid., PILOTSSI worksheet.

50.  Ibid., DISTRICT-TANF-SSI worksheet.

51. Florida Agency for Health Care Administration, “Actual Reform Pilot HMO Rates,” in Karen Chang, Bureau Chief, 
Medicaid Program Analysis, Florida Agency for Health Care Administration, e-mail to author, October 26, 2011.

52. For the data, see Centers for Medicare and Medicaid Services, Medicaid Statistical Information System State Summary 
Datamart, at http://msis.cms.hhs.gov/ (October 4, 2011).

53. Florida Agency for Health Care Administration, “Actual Reform Pilot HMO Rates,” FY 2012.
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Statewide Florida TANF Medicaid per-person costs were based on MSIS spending for a population com-
parable to the Reform Pilot TANF over age 1 for FY 2006–FY 2009.54 Costs were projected to 2012, based 
on the historical growth rate of per-person spending from 2007, when the Reform Pilot began, to 2009, the 
most recent year for which data were available.

The United States average for TANF Medicaid per-person costs was based on MSIS spending for a popu-
lation comparable to the Florida Reform Pilot TANF over age 1 for FY 2006–FY 2009.55 Costs were pro-
jected to 2012, based on the historical growth rate of per-person spending from 2007 to 2009, the most 
recent year for which data were available.

Elderly and Disabled (SSI). Reform Pilot annual Medicaid per-person costs were based on the weighted 
average, based on enrollment of the FY 2012 SSI HMO capitated rate for those in the Reform Pilot counties 
over age 1 and not on Medicare ($888.25 per month in Broward County and $781.40 per month in the 
other Reform Pilot counties).56

Statewide Florida SSI Medicaid per-person costs were based on the MSIS spending for a population com-
parable to the Reform Pilot TANF over age 1 for FY 2006–FY 2009.57 Costs were projected to 2012, based 
on the historical growth rate of per-person spending from 2006 to 2009, the most recent year for which 
data were available.

The U.S. average for SSI Medicaid per-person costs was based on the MSIS spending for a population 
comparable to the Florida Reform Pilot SSI over age 1 for FY 2006–FY 2009.58 Costs were projected to 
2012, based on the historical growth rate of per-person spending from 2006 to 2009, the most recent year 
for which data were available.

54. The comparison for Florida TANF population over age 1 included MSIS individuals who were over age 1, not dual-
eligible, and not medically needy, with a basis of eligibility of children, adults, unemployed adults, and foster care 
children. It excluded ICF/MR services for FY 2006–FY 2009. All 50 states and the District of Columbia reported for FY 
2006–FY 2008, but only 47 states and the District of Columbia reported for FY 2009. Ozzy Celebi at CMS provided very 
helpful assistance in the data query process.

55. The comparison for U.S. average for the TANF population over age 1 included MSIS individuals for all reporting states 
who were over age 1, not dual-eligible, and not medically needy, with a basis of eligibility of children, adults, unemployed 
adults, and foster care children. It excluded ICF/MR services for FY 2006–FY 2009. All 50 states and the District of 
Columbia reported for FY 2006–FY 2008, but only 47 states and the District of Columbia reported for FY 2009.

56. Florida Agency for Health Care Administration, “Actual Reform Pilot HMO Rates,” FY 2012.

57. The comparison for Florida SSI population over age 1 included MSIS individuals who were over age 1, not dual-eligible, 
and not medically needy, with a basis of eligibility of aged and blind or disabled. It excluded ICF/MR services for FY 
2006–FY 2009. All 50 states and the District of Columbia reported for FY 2006–FY 2008, but only 47 states and the 
District of Columbia reported for FY 2009.

58. The comparison for U.S. average SSI population over age 1 included MSIS individuals for all reporting states who were 
over age 1, not dual-eligible, and not medically needy, with a basis of eligibility of aged and blind or disabled. It excluded 
ICF/MR services for FY 2006–FY 2009. All 50 states and the District of Columbia reported for FY 2006–FY 2008, but 
only 47 states and the District of Columbia reported for FY 2009. Ozzy Celebi at CMS provided very helpful assistance in 
the data query process.




