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REFORMING MEDICAID WITH 1ECHNOLOGY

by Merrill Matthews, Ph.D.

Every state is looking for ways to reduce its Medicaid spend-
ing. Here’s an untested idea: integrate existing technology to
help Medicaid beneficiaries and their health care providers
monitor and manage their health care.

MEDICAID’S SCOPE

The federal-state Medicaid program is by far the largest
health insurance plan, covering 62 million Americans, and it
is the first or second biggest budget item in most states. Actu-
ally, Medicaid is three different programs.

* It provides health insurance for low-income children,
pregnant women and some adults, covering about 40 per-
cent of all births, and

in an ambulatory setting likely costs Medicaid beneficiaries
income—income they may not be able to lose. That’s one
reason why low-income families tend not to establish doc-
tor-patient relationships with a family doctor, opting for the
emergency room instead.

Medicaid covers millions of rural Americans who don’t have
easy access to doctors, and particularly specialists. And even
if they did, Medicaid’s low reimbursement rates have led
many doctors to refuse taking new Medicaid patients.

In addition, the Medicaid population has a higher incidence of
chronic medical conditions than the general population, and a
disproportionate share of smoking and obese populations, put-
ting them at greater risk of high-cost medical episodes.
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and adults account for
75 percent of total beneficiaries, they only spend 34 percent
of Medicaid funds. The disabled, by contrast, are 15 percent
of the Medicaid population but account for 42 percent of
expenditures.

MEeDICAID PorULATIONS FACE MANY CHALLENGES

Medicaid populations have lower education levels and tend
to work in hourly jobs that do not let them take off with-
out clocking out. Yet most clinics and doctors’ offices are
open during business hours, which means seeing a doctor

ing between $30,000
and $50,000;

* 85 percent of rural households have a mobile phone;

* And since the poor tend to be disproportionately
younger households, it’s important to note that 97 per-
cent of those between the age of 18 and 29 have a mobile
phone.

That means if we really want the Medicaid population access-
ing health care, their mobile device could become their
“medical home.” How can we do that?



How TecuNoLoGYy CouLp HELP MEDICAID

There are a number of ways that existing technology widely
available to consumers—referred to as “edge of the network”
technology—is already being applied to health care. This
field is broadly referred to as health IT, and it can include
mobile devices, including mobile phones as well as note-
books, but also the use of applications and video connections,

called telehealth.

Integrating health IT into Medicaid could actually address
many of the challenges faced by the Medicaid population.

Continuation of Care—Low-income patients don’t natu-
rally gravitate to a “medical home,” so we need to create a
mobile medical home that takes advantage of mHealth visits.
Wireless medical devices could monitor some chronic condi-
tions and let the health care provider know if a problem arises.

Doctors’ appointments—Given the job constraints and
travel challenges facing many low-income and unemployed
workers, especially mothers with young children, a virtual
doctor’s appointment could be the first option, with an in-
person visit occurring only when necessary.

Pharmacy—Pharmacists are actively looking for more ways
to be involved in patient health, and they are developing
apps to help patients manage their pharmaceutical needs and
usage. But they could be much more involved by monitoring
when and what drugs Medicaid patients use.

Compliance—Compliance with drug and medical regimens
is a challenge for any demographic group, but especially with
low-income populations. Regular texts could be sent to Med-
icaid beneficiaries’ mobile phones reminding them that it is
time to take their medication.

Chronic care management—According to the Centers for
Disease Control, about 75 percent of health care spending is
on chronic diseases. Helping Medicaid patients monitor and
manage chronic care diseases could dramatically lower health
care costs and improve their quality of life.

Lifestyle changes (smoking/obesity/sedentary)—Low-
income populations have a higher incidence of smoking
and obesity. And many don’t exercise regularly. There are
mHealth services that encourage people to change that
behavior. Participation in such programs should be manda-
tory for those on Medicaid.

Home monitoring/long term care—The disabled and long
term care populations are responsible for the lion’s share of
Medicaid spending. Helping them remain in their homes
while monitoring their care could lower the need for nursing
home care and in-home visits, and reduce the need for them
to make difficult visits to their health care provider.

Telehealth/remote access—The poor often live in small
and rural communities where there is little or no access

to physicians, and particularly specialists. Both distance
and the inability to take off from work without eco-
nomic consequences affect rural populations. The Veterans

Administration has demonstrated the value of telehealth
services extensively, covering 80,000 people in 2012 with
200,000 visits.

While nurse practitioners have increasingly been stepping
into this role, the poor still need access to a doctor. Virtual
appointments with distant physicians, perhaps coordinated
by the local nurse, could facilitate their access to care.

Personal health records—Medicaid could set a standard

by creating a personal health record for each beneficiary,
which allows individuals to keep some basic health informa-
tion readily available. Health care providers would need easy
access to it, and they need to be able to record any care deliv-
ered or monitor it for unusual or inappropriate care, such as
too many prescription drugs (such as painkillers).

While the general population has yet to widely embrace
PHRs, by using the 50 state Medicaid programs as labora-
tories of innovation, we may discover a system that is both
functional and useful.

CONCLUSION

Technology is opening new doors to health care reform, and
Medicaid could play a leading role in that effort. But neither
the states nor Washington have embraced health IT for Med-
icaid. The goal of health care reform was to increase access

to care, lower costs and improve quality. It is doubtful that
the Patient Protection and Affordable Care Act will achieve
any of those goals, but integrating technology into Medicaid
coverage could.
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