November 7, 2022
To:

Centers for Medicare & Medicaid Services, Department of Health & Human Services

Subject:

Streamlining the Medicaid, Children’s Health Insurance Program, and Basic Health
Program Application, Eligibility Determination, Enrollment, and Renewal Processes,
87 Fed. Reg. 54,760 (proposed Sept. 7, 2022) (CMS-2421-P)

The Institute for Policy Integrity (Policy Integrity) at New York University School of Law 1
respectfully submits the following comments to the Centers for Medicare & Medicaid Services
(CMS) regarding its proposal to simplify the processes for eligible individuals to enroll and retain
eligibility in Medicaid, the Children’s Health Insurance Program (CHIP), and the Basic Health
Program (BHP) (Proposed Rule). 2 Policy Integrity is a non-partisan think tank dedicated to
improving the quality of government decisionmaking through advocacy and scholarship in the fields
of administrative law, economics, and public policy.
In keeping with the goals of the Affordable Care Act (ACA), the Proposed Rule will provide the
United States’ low-income population with broader and more consistent access to health insurance.
CMS calculates that the Proposed Rule will increase Medicaid enrollment by 2.81 million by 2027
and CHIP enrollment by 0.12 million by 2027. 3 But while CMS’s regulatory impact analysis (RIA)
extensively analyzes how this additional enrollment will affect federal and state spending, the agency
does not pay similarly close attention to enrollment’s social benefits, such as reduced annual
mortality. Nor does the RIA expressly discuss the Proposed Rule’s desirable distributional
consequences. To strengthen its economic justification for the Proposed Rule, CMS should:
● More thoroughly analyze the Proposed Rule’s benefits, which include improvements to health
and increased labor force productivity.
● Discuss the Proposed Rule’s distributional impacts and potential to increase health equity.
We expand on these suggestions below.
I.

CMS should analyze the myriad benefits of increasing Medicaid, CHIP, and BHP
enrollment in its Regulatory Impact Analysis.

In discussing the benefits of the Proposed Rule, CMS focuses almost exclusively on administrative
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cost savings that will result from the Rule’s simplification of the Medicaid, CHIP, and BHP
enrollment processes. But by increasing program enrollment and reducing churn, the Proposed Rule
will also generate improved health and economic outcomes for beneficiaries. Per the Department of
Health and Human Services’ Guidelines for Regulatory Impact Analysis, these indirect consequences
of increased government healthcare spending “should be taken into account in [any HHS subagency’s]
benefit-cost analysis.” 4 CMS can thus strengthen its RIA for the Proposed Rule by describing the
health and economic benefits of expanded and more consistent access to health insurance.
A. The Proposed Rule will improve health by expanding access to health insurance.
A substantial body of empirical literature links increased access to government health insurance
programs with a variety of health benefits—including reduced annual mortality, receipt of earlier and
more successful treatment, behavioral improvements, and better mental health.
1. Mortality reduction
Several studies have found that Medicaid expansion following the passage of the ACA reduced annual
mortality. For example, one study found that states that expanded Medicaid experienced a 9.4%
reduction in annual mortality compared to non-expansion states. 5 Another study determined that
Medicaid expansion resulted in approximately 11.8 fewer annual deaths per 100,000 adults and
concluded that each percentage point decrease in a state’s proportion of uninsured residents resulted in
1.6 fewer deaths per 100,000 adults. 6 A third study found that the mortality reduction attributable to
Medicaid expansion was worth between $21 and $102 billion per year from 2014 to 2017. 7 These
positive impacts are distributed across the population. One study found that a 10% increase in
Medicaid/CHIP eligibility (for example, from 30% of children in a particular age group to 40%)
resulted in a roughly 4% decline in child mortality. 8 Another found that Medicaid expansion following
the ACA saved the lives of at least 19,200 adults aged 55 to 64 over a four-year period. 9 Conversely,
15,600 older adults died prematurely because of other states’ decisions not to expand Medicaid. 10
2. Improved access to care
Studies have also shown that post-ACA Medicaid expansion led to increased consumption of
preventive care and more successful post-care outcomes. Having Medicaid increased a person’s
probability of obtaining cholesterol checks, blood tests, mammograms, and pap tests; 11 it also
increased the probability of having a personal doctor by 6% and the probability of receiving an HIV
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test by 5%. 12 Additionally, Medicaid expansion was associated with a significantly greater likelihood
of patients presenting with earlier, less complicated diseases at the time of hospital admission and an
increased likelihood of receiving optimal care after admission for certain conditions. 13
3. Healthier behaviors
Medicaid expansion led to behavioral improvements that may contribute to lower mortality rates and
increases in quality of life. Studies have found that Medicaid expansion resulted in a decrease in the
purchase of sugar-sweetened beverages 14 and a reduction in cigarette consumption. 15
4. Improved mental health and quality of life
As a result of Medicaid expansion following the ACA, adults with chronic health conditions experienced
a reduction in self-reported poor mental health days and depression diagnoses. 16 One study found that
expanding access to Medicaid increased the probability of screening negative for depression by 7.8%. 17
Medicaid expansion also resulted in improvements to physical health, including self-reported physical
health. 18 Evidence suggests that early childhood access to Medicaid improved an index of health
outcomes for individuals in their prime working years, 19 and children whose mothers became eligible
for Medicaid while they were in utero experienced improved later-life health outcomes, such as fewer
hospital visits related to diabetes and obesity. 20
B. The Proposed Rule will improve health by reducing churn.
In addition to expanding insurance access, the Proposed Rule will benefit health by reducing churn, a
phenomenon characterized by losing and regaining healthcare coverage within a short time period. 21 If
patients lose insurance coverage for even a few months, their health can deteriorate. Gaps in healthcare
coverage are associated with delays in the screening, detection, and treatment of cancer, which may
result in higher mortality. 22 Churn may reduce the effectiveness of disease management programs 23
and results in greater use of emergency rooms, higher rates of hospitalizations for conditions that can
be mediated by effective primary care, and higher rates of serious mental health problems leading to
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hospitalization.24 Finally, the administrative burdens imposed by churn may themselves worsen health
outcomes by introducing more stress into applicants’ lives, 25 which research demonstrates is
detrimental to health. 26
CMS should discuss these and any other significant health benefits of the Proposed Rule in its final RIA.
C. The Proposed Rule will yield broader economic benefits.
In addition to improving the health of Medicaid, CHIP, and BHP enrollees, the Proposed Rule could
yield sizable benefits for the broader economy.
1. Increased labor productivity
Expanding health insurance coverage leads to a healthier and more productive workforce. Medicaid
has made it easier for enrollees both to look for work and to work once they have a job. 27 This is
important because the costs of health-related work absence are substantial, potentially in the hundreds
of billions of dollars every year. 28 One study found that workers with health insurance missed 76.5%
fewer workdays (1.7 versus 7.25 days per year) than workers without health insurance. 29 Access to
Medicaid is also associated with higher lifetime earning potential. Research demonstrates that
lengthening childhood Medicaid eligibility lowered the amount of money that affected individuals
received from the Earned Income Tax Credit program later in life and resulted in increases in those
individuals’ federal tax payments; 30 by the time an affected individual turned 28, the federal
government regained 58 cents of each dollar it spent on that child’s Medicaid coverage. 31
2. Reduced evictions
Medicaid expansion has been found to reduce the rate of evictions—a phenomenon that contributes to
long-term poverty and increases reliance on governmental assistance 32—by 1.15 per 1,000 renteroccupied households. 33
3. Increased educational attainment
Expansions in childhood Medicaid eligibility are associated with lower high school dropout rates and
higher college completion rates. 34 Evidence suggests that better health during teen years is a driving
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force behind this result. 35
4. Reduced crime
Medicaid expansion is linked to reductions in crime. States that expanded Medicaid experienced a
5.3% reduction in annual reported violent crime rates relative to non-expansion states, or 17 fewer
incidents per 100,000 people. 36 This decrease in crime amounted to an estimated annual cost savings
of approximately $4 billion. 37
CMS should address these and any other significant economic benefits of the Proposed Rule in its final
RIA.
II.

CMS should describe why the transfers caused by the Proposed Rule are desirable as a
distributional matter.

Executive Order 12,866 directs agencies to consider “distributive impacts” and “equity” when
assessing a potential rule’s costs and benefits. 38 Executive Order 13,563 likewise affirms the
importance of accounting for “equity, human dignity, fairness, and distributive impacts” in regulatory
analysis. 39 In keeping with these orders, the Office of Management and Budget’s Circular A-4, the
executive branch’s principal guidance on cost-benefit analysis, advises agencies to “provide a separate
description of distributional effects (i.e., how both benefits and costs are distributed among subpopulations of particular concern) so that decision makers can properly consider them along with the
effects on economic efficiency” and to describe distributional effects “quantitatively to the extent
possible.” 40 Circular A-4 also acknowledges distributional fairness as a value that can justify
regulation. 41
In light of this executive branch guidance, and the fact that one of the ACA’s primary purposes is to
expand healthcare coverage, 42 CMS should discuss why the Proposed Rule’s distributional
consequences are desirable. In particular, the Proposed Rule will enhance fairness by providing
households with benefits they are entitled to under law and reducing income- and race-based
disparities in access to healthcare.
A. The Proposed Rule will further basic fairness by removing arbitrary barriers to
program enrollment.
The ACA and various executive orders recognize the need for the government to remove barriers to
access for people who qualify for healthcare coverage under Medicaid, CHIP, and BHPs. Executive
Order 14,009 specifically calls for agencies to remove barriers to obtaining coverage for the millions
of individuals who are eligible for healthcare but remain uninsured. 43 Executive Order 14,070 similarly
35
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directs federal agencies to identify ways to help more Americans enroll in quality health coverage. 44
The ACA itself includes a number of provisions designed to expand healthcare access by simplifying
Medicaid and CHIP enrollment processes and requiring the establishment of a seamless system of
coverage for all insurance affordability programs. 45 For example, under the ACA, individuals must be
able to obtain a determination of eligibility for all state medical assistance programs using a single
application. 46
Many people who are entitled to healthcare under these programs do not currently receive coverage
due to unnecessary barriers. The Proposed Rule identifies that in 2019, 7.7% of Medicaid-eligible
children did not have any health insurance, and in 2017, only about half of eligible Medicare
beneficiaries were enrolled in Medicare Savings Programs. 47 Evidence suggests that restrictive state
enrollment policies contribute to coverage disruptions and create churn as people lose Medicaid and
CHIP coverage and re-enroll. 48
By streamlining program enrollment, the Proposed Rule will enable low-income households to access
the benefits they are entitled to under law, resulting in a transfer 49 of $61.9 billion over five years to
Medicaid and CHIP beneficiaries through additional healthcare spending by those programs. 50 Not
only will this transfer enhance the health of the United States’ low-income population, but it is also
likely to improve their financial well-being. One study found that for adults with family incomes
between 100 and 138% of the federal poverty line, living in a state that expanded Medicaid was
associated with a $344 decline in average out-of-pocket spending. 51 Another found that, among people
residing in zip codes with the highest share of low-income, uninsured individuals, Medicaid expansion
significantly reduced the number of unpaid bills and the amount of debt sent to third-party collection
agencies. 52
In its final RIA, CMS should expressly discuss whether and why removing barriers to health insurance
enrollment for otherwise-eligible individuals is consistent with basic fairness.
B. The Proposed Rule will reduce income- and race-based disparities in access to
healthcare.
The ACA includes provisions designed specifically to advance health equity. 53 For example, the law
requires that all states establish outreach and enrollment plans for vulnerable and underserved
populations eligible for benefits, including children, racial and ethnic minorities, rural populations, and
individuals with mental health or substance-related disorders. 54 The law also prohibits discrimination
Exec. Order No. 14,070, 87 Fed. Reg. 20,689 (Apr. 5, 2022).
See Patient Protection and Affordable Care Act, Pub. L. No. 111-148, §§ 1413, 2201, 124 Stat. 119, 233–35, 289–91
(2010) (codified at 42 U.S.C. §§ 18071, 1396w-3).
46
Id. § 1413(c)(1), 124 Stat. at 234 (codified at 42 U.S.C. § 18083(c)(1)).
47
Proposed Rule, supra note 2, at 54,761.
48
Id.
49
See CIRCULAR A-4, supra note 40, at 38 (identifying transfers as “monetary payments from one group to another that do
not affect total resources available to society,” whereas benefit and cost estimates “reflect real resource use”).
50
Proposed Rule, supra note 2, at 54,833.
51
Fredric Blavin et al., Medicaid Versus Marketplace Coverage for Near-Poor Adults: Effects on Out-of-Pocket Spending
and Coverage, 37 HEALTH AFFS. 299, 299 (2018).
52
Luojia Hu et al., The Effect of the Affordable Care Act Medicaid Expansions on Financial Wellbeing, 163 J. PUB. ECON.
99, 99 (2018).
53
Katie Keith, How Insurers Can Advance Health Equity Under the Affordable Care Act, COMMONWEALTH FUND (Aug.
10, 2021), https://perma.cc/SB8M-PSLD (highlighting ACA provisions that advance health equity, such as civil rights
protections, coverage of essential health benefits, and inclusion of essential community providers such as Indian healthcare
providers and family planning providers).
54
See Patient Protection and Affordable Care Act § 2201, 124 Stat. at 289–90 (codified at 42 U.S.C. § 1396w-3(b)(1)(F)).
44
45

6

based on race. 55 More recently, President Biden issued an executive order on “Advancing Racial
Equity and Support for Underserved Communities Through the Federal Government,” which charged
Federal agencies with identifying potential barriers that underserved communities may face to
enrollment in programs like Medicaid, CHIP, and BHPs. 56 By expanding access to Medicaid, CHIP,
and BHPs, the Proposed Rule will further the ACA and Biden Administration’s goal of reducing raceand income-based disparities in access to healthcare.
People of color are disproportionately likely to rely on Medicaid for their health coverage and are
correspondingly disproportionately likely to benefit from the expansion of Medicaid access. 57 In 2019,
nearly 60% of Medicaid enrollees were people of color, compared to 35% in employer-sponsored
insurance. 58 An examination of federal survey data showed that, nationwide, after the implementation
of the ACA, the gap between Black and white adult uninsurance rates dropped by 4.1%, and the gap
between Hispanic and white uninsurance rates decreased by 9.4%. 59 This drop was concentrated in
states that chose to expand Medicaid. 60 One recent study even found that the reduction in mortality
associated with Medicaid expansion was greatest among women and Black residents. 61
In its final RIA, CMS should discuss whether and why the Proposed Rule can be expected to reduce
race- and income-based disparities in access to healthcare.
Respectfully,
Jack Bolen
Libby Dimenstein
Jack Lienke
Yidi Wu
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