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Introduction 
 

States have tremendous flexibility when deciding how to administer their Medicaid programs. 

Congress has established a broad array of optional populations whom states can cover in 

Key Takeaways 
 

● Under current law, states have tremendous flexibility in designing their 

Medicaid programs to determine low-income people eligible and enroll 

them in coverage. 

 

● Medicaid operates efficiently by ensuring that low-income people are 

enrolled into coverage when they need it. 

 

● Medicaid coverage is designed to provide continuous coverage for pregnant 

people and newborns 

 

● Medicaid ensures that beneficiaries can get to their health care 

appointments through transportation assistance. 

 

● Medicaid contains protections designed to get beneficiaries who need 

prescription medication access to their treatment quickly 

 

● Medicaid gives beneficiaries the right to access the providers they need to 

treat their health conditions. 
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Medicaid, as well as a minimum baseline of populations who must be enrolled.1 States also 

have many choices as to how they operate their eligibility and enrollment processes. States 

routinely change their eligibility and enrollment systems and processes.2 States also have 

flexibility in covering services for beneficiaries. States can contract with providers directly, or 

offer access to Medicaid services through managed care arrangements.3 States determine how 

much to pay their providers or Medicaid managed care plans to deliver services and frequently 

adjust payment amounts to ensure that they have contracted with the right mix of providers.4 

 

Low-income people living in the United States often face urgent health care problems and 

need to access coverage quickly to ensure that they can get the health care services that they 

need. In addition, low-income individuals face serious risks when their coverage status 

changes and leaves them one health care emergency away from financial collapse. Medicaid 

includes a series of special protections to promote access to coverage and continuity of 

coverage to solve these problems. Medicaid is designed to include many protections that 

ensure that beneficiaries get the health care services they need when they need them. These 

protections are critical in ensuring that Medicaid provides the best benefit to individuals 

enrolled in coverage, including preventative services that can reduce higher Medicaid expenses 

in the future.  

 

This issue brief highlights select Medicaid protections designed to ensure access to coverage, 

care, and providers; their importance for low-income populations; and the potential harmful 

impact under proposals to cap or cut Medicaid spending. These protections include: 

 

● Prompt enrollment in Medicaid 

● Retroactive and point-in-time 

eligibility 

● Coordination of primary and specialty 

care services 

● Assurance of transportation to health 

care 

● Right to access to a range of health 

care providers  

● Freedom to choose the right provider 

for family planning services

Medicaid provides access to coverage  
 
Getting coverage quickly and without unnecessary delays is crucial to the health and safety of 

low-income people living in the United States. As of January 2023, all states accept 

applications online, forty-eight states offer online accounts that make it easier to submit and 

access coverage information, and forty-eight states report being able to make eligibility 

determinations within twenty-four hours of application.5 Without prompt access to coverage, 

low-income individuals are less likely to get the care that they need and more likely to have 

worse health outcomes while incurring bills and debt they cannot pay.6 When low-income 
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people do get care they need while uninsured, the health system—and especially safety-net 

providers and hospitals—often absorb the cost of delivering care.7 Medicaid attempts to 

address these concerns by including protections that require state Medicaid programs to 

process applications quickly and enroll people in coverage promptly. Limiting Medicaid 

enrollment to only certain times of the year could leave Medicaid-eligible individuals without 

access to health care coverage when they need it most, and it would subject them to 

bankruptcy and financial strain if they were forced to pay for services out-of-pocket. Medicaid 

utilizes an application and enrollment system that ensures access to coverage for low-income 

people. The special rules for enrollment in Medicaid are fundamental to keeping the program 

operating efficiently. 

 

Medicaid ensures prompt enrollment 

 

In recognition of the need for prompt access, the Medicaid Act grants Medicaid-eligible 

individuals the right to apply for the program “without delay.”8 Further, the Medicaid Act 

requires that Medicaid coverage “shall be furnished with reasonable promptness to all eligible 

individuals.”9 In other words, the law ensures that low-income individuals who need health 

care are able to apply and enroll in the program quickly at any time of the year, without being 

subject to an annual enrollment period. Low-income people have higher incidence of acute 

physical and mental health conditions that require quick access to care.10 Thus, the reasonable 

promptness protection is vital to ensuring that the program operates efficiently.  

 

In addition, ensuring that low-income individuals can enroll in coverage quickly benefits the 

entire health care system. First, prompt access to necessary coverage means that low-income 

individuals are more likely to get care.11 As a result, providers are less likely to have to absorb 

the costs of providing care to low-income, uninsured patients.12 Second, because low-income 

individuals are more likely to get care when they have coverage, they are more likely to seek 

preventative care and to treat their health conditions earlier, before they progress to the point 

of requiring more invasive and expensive interventions.13 Encouraging people to get care 

quickly helps the health care system to operate more efficiently and, by treating conditions at 

their onset, can reduce Medicaid expenses in the long term. 

 

Capped funding schemes, such as block grants, would undo this important protection by 

allowing states to cap enrollment of individuals who are eligible for Medicaid coverage. For 

example, when Oregon implemented a cap on its Medicaid Expansion program prior to the 

passage of the Affordable Care Act (ACA), the outcomes were bleak: individuals who were 

locked out of Medicaid because of the cap were less likely to use health care services 

(including primary care, preventive care, and acute care); they spent more for the care they 
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did receive and were more likely to incur medical debt (including more bills sent to collection); 

and they reported worse physical and mental health statuses than those who were able to 

enroll in Medicaid.14 If funding cuts were implemented, states might impose waiting periods 

for enrollment, which would likely cause similarly negative outcomes in access to care and 

health status.15 

 

Medicaid provides for retroactive and point-in-time eligibility 

 

The Medicaid Act also guarantees that low-income people can get Medicaid coverage when 

they need it. Most private health insurance plans, including those purchased on the 

“Marketplace” or “Exchange,” enroll consumers in a health plan one to two months after they 

apply.16 Medicaid enrollees often have urgent medical needs, and they lack the means to pay 

for care while they wait for their health coverage to start.17 To solve this problem, Medicaid 

uses a unique “point-in-time” eligibility system, which makes enrollment effective on the date 

of application, even if the application is not processed immediately.18 Further, because a 

medical event can render an individual unable to apply for coverage for some amount of time, 

Medicaid will offer retroactive coverage in most circumstances. Generally, Medicaid will pay for 

health care services during the three months prior to the month of application if the individual 

would have qualified for Medicaid during those prior three months.19  

 

These provisions are important to Medicaid recipients because it helps ensure that they receive 

care and it protects them from overwhelming medical bills. Studies suggest that low-income 

people in the United States are more likely to experience accidents, including car accidents 

and unintentional house fires, that require immediate medical attention.20 Medicaid’s 

retroactive and point-in-time eligibility protections mean that low-income people can focus on 

getting the health care services they need to treat their illness or injury, and not stress about 

immediately applying for coverage in hopes of avoiding medical bills and debt. Importantly, 

these provisions also protect the health care system, as providers and health systems have a 

source of payment for care that otherwise would be uncompensated.21 Thus, this provision not 

only protects low-income individuals from medical bills they cannot afford, but it also makes an 

investment in the health care system by ensuring that health care providers get paid for the 

care they deliver. 

 

Medicaid guarantees access to care 
 

Medicaid’s service package is a critical component of ensuring that low-income people have 

access to effective health care coverage.22 Coverage is only as good as the individual’s access 

to health care services and providers. Medicaid is designed to include many protections that 
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ensure that beneficiaries get more than a coverage card.23 Medicaid ensures that beneficiaries 

have access to a range of services specifically designed for their needs. These include services 

that have not historically been available in private insurance plans, such as occupational 

therapy, behavioral health, prenatal care, and long term services and supports.24 These 

protections are critical in ensuring that Medicaid provides the best benefits to individuals 

enrolled in coverage, and that the program is cost-effective. 

 

Medicaid ensures that beneficiaries have access to coordinated primary and 

specialty care 

 

Medicaid beneficiaries have unique health care needs. Low-income people living in the United 

States tend to have worse health than their higher-income counterparts. They are more likely 

to have chronic health conditions, multiple co-occurring conditions, and to experience acute 

illnesses. Low-income people are also more likely to have disabilities and lack access to the 

supports and services they need to equally participate in their communities. Medicaid provides 

a mix of primary, specialty, and long-term care that can ensure that the health needs of low-

income people are met.25  

Medicaid is also designed to ensure that the delivery of services is coordinated, such that the 

beneficiary’s care is efficient and organized, and the potential for positive health outcomes is 

maximized. For example, Medicaid is at the forefront of using “patient-centered medical 

homes” (PCMHs), which is a health care delivery model in which a primary care provider works 

with a care team to coordinate all aspects of patient care.26 PCMHs are designed to serve 

beneficiaries with multiple health needs, provide easy access to providers through extended 

office hours and phone consultations, coordinate prescriptions across multiple providers, and 

encourage shared decision making between providers and patients.27 Patients who are part of 

PCMHs tend to use services more efficiently and report better health outcomes.28 This model 

has been shown to be particularly effective at ensuring that people with chronic conditions 

receive the care they need in a coordinated and efficient manner.29 

 

Medicaid ensures that low-income individuals have transportation to health care 

 

Lack of transportation poses a serious barrier to health care. By one study, nearly 5.8 million 

adults miss or delay needed care each year due to difficulties with transportation.30 These 

barriers are especially acute for low-income people, and particularly those with functional 

impairments, who tend to have fewer transportation options and more significant health care 

needs.31 Under the Medicaid Act, all states must perform administrative functions necessary 

for the proper and efficient operation of their Medicaid programs.32 CMS has long interpreted 
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this provision to require states to ensure that enrollees have access to necessary 

transportation to and from Medicaid providers.33 This requirement ensures that beneficiaries 

are able to access the health care services that Medicaid provides, in keeping with the core 

purpose of the program.34  

 

Research suggests that providing Medicaid beneficiaries with transportation not only improves 

health outcomes, but can also save Medicaid programs’ money. Transportation barriers are 

associated with significantly reduced medication adherence.35 Medication adherence can 

improve control of chronic conditions, reducing costly hospitalizations or emergency 

department visits.36 Thus, offering transportation assistance to low-income individuals with 

common chronic conditions, like asthma, diabetes, and heart disease, can actually save more 

than the transportation benefit costs.37 Similarly, improving access to prenatal and postnatal 

visits through transportation reduces parent and infant mortality and helps prevent birth 

complications, including premature birth, which can significantly reduce health costs 

associated with pregnancy, childbirth, and postnatal care.38 

 

Medicaid ensures access to providers 
 

Health coverage is only as good as the individual’s access to health care providers who can 

deliver services that they need. Beneficiaries must be able to find a provider who accepts 

Medicaid and who has the right training and expertise. Because many health care services—

such as reproductive and sexual health and behavioral health services—are particularly 

dependent on trust and sensitivity in the patient-provider relationship, beneficiaries also need 

to be able to choose a provider who is culturally competent and a good fit for their individual 

needs. Medicaid has protections aimed at preserving beneficiaries’ choice of provider and 

ensuring that there are providers with a wide range of expertise participating in the program.  

 

Medicaid protects low-income individuals’ right to access a range of providers 

who deliver the care they need 

 

In order to guarantee access to health care, a diversified set of qualified providers must be 

made available to Medicaid beneficiaries. Finding a provider who is the “right fit” is more than 

just a matter of evaluating a provider’s credentials and education. Particularly for low-income 

individuals with medically complex conditions, or multiple chronic conditions, it means finding 

a provider with the experience, knowledge, and training to manage a multifaceted treatment 

plan in a culturally competent manner. When beneficiaries are able to choose their providers, 

they experience greater patient satisfaction and higher quality care.39 For low-income 

individuals who need services that are sometimes stigmatized, such as mental health care or 
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substance use disorder services, finding a provider with whom they feel comfortable is 

especially important.40  

 

The Medicaid Act contains explicit protections to ensure that, regardless of the beneficiaries’ 

need, they will be able to find a provider who accepts Medicaid.41 For this reason, Medicaid 

regulations require state Medicaid programs to make available information about participating 

providers—whether in fee-for-service programs or in managed care.42 These requirements 

ensure that Medicaid beneficiaries know which providers are available to them and can locate 

providers to make appointments when they need care. 

 

Of course, public information about providers is not enough. Medicaid programs must ensure 

that there are a sufficient number of providers participating in the program to deliver the 

services that beneficiaries need. When a state delivers services on a fee-for-service basis, 

federal regulations require Medicaid programs to monitor access to care on a regular basis in 

the following areas: primary care services (including those provided by a physician, Federally 

Qualified Health Center, clinic, or dental provider); physician specialist services; behavioral 

health services (including mental health and substance use disorders); pre- and post-natal 

obstetric services (including labor and delivery); home health services; any other services 

where the state has recently reduced payment rates; and any other services for which the 

state or the Centers for Medicare & Medicaid Services (CMS) has identified as an access 

issue.43 The state must also establish a mechanism for beneficiaries and providers to notify 

them of potential access problems so that the state can investigate further.44 

 

Similarly, when states contract with Medicaid managed care plans to deliver services, they 

must take steps to ensure that those plans contract with “a network of providers that is 

sufficient in number, mix, and geographic distribution to meet the needs of the anticipated 

number of enrollees in the service area.”45 States must set standards for their Medicaid 

managed care plans to ensure that they provide access to adult and pediatric primary care; 

OB/GYNs; adult and pediatric behavioral health providers (for mental health and substance 

use disorders); adult and pediatric specialists; hospitals; pharmacies; pediatric dentists;46 and 

providers of long-term services and supports.47 In addition, whenever a beneficiary needs a 

service that is not available from one of the providers in a plan’s network, Medicaid rules 

require the plan to allow the beneficiary to see an out-of-network provider to receive that 

service.48 Thus, Medicaid contains protections to ensure that beneficiaries will have access to 

the providers they need to improve and maintain their health. 
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Medicaid ensures that beneficiaries can choose the right provider for family 

planning services 

 

To get effective family planning services, individuals often need to divulge personal and 

sometimes sensitive information to their health care providers. Beneficiaries are more likely to 

obtain the reproductive health services they need, such as family planning, when they can 

choose a provider with whom they are comfortable.49 Choice also ensures that beneficiaries 

can find a provider who offers the particular contraceptive method that is best for them.50 

Giving beneficiaries a choice is particularly important because, in many states, providers refuse 

to provide certain family planning services due to a moral or ethical objection.51 In addition, 

there may be times when—for their own safety or wellbeing—beneficiaries must seek these 

services confidentially, which is facilitated by provider choice.52  

 

In recognition of the importance of choice in this context, Congress required state Medicaid 

programs to allow beneficiaries to receive family planning from the provider of their choice, 

even if they are enrolled in a managed care plan that otherwise limits provider choice.53 

Additionally, states cannot set unreasonable qualification standards or otherwise take action 

against family planning providers that could interfere with beneficiaries’ access to those 

providers.54 Qualified family planning providers can include individual providers, physician 

groups, outpatient clinics, and hospitals, even if they separately provide family planning 

services or the full range of legally permissible gynecological and obstetric care, including 

abortion services (as permitted by state and federal law), as part of their scope of practice.55 

This “freedom of choice” protection is critical to ensuring that Medicaid beneficiaries can 

choose a provider with whom they are comfortable, is familiar with their health history, and 

can provide immediate and time-sensitive care.  

 

Conclusion 
 

With an array of optional benefits and services, as well as optional eligibility categories, states 

can design their Medicaid programs to best suit the needs of their residents. This flexibility, 

however, is threatened by proposals to limit federal Medicaid funding. If enacted, states will 

lose billions of dollars in federal Medicaid funding under per capita caps or block grants, which 

will invariably lead to cuts in services. These cuts will threaten access to coverage, care, and 

providers for low-income and underserved populations, such as people with chronic conditions, 

children, pregnant people, older adults, and people with disabilities. The impact of these cuts 

will reach far beyond Medicaid enrollees, as communities will experience the long-term effects 

of children who go without needed health care and an aging population that may face 

institutionalization because they lack access to home and community-based care. 



National Health Law Program Spring 2023 

 

What Makes Medicaid, Medicaid? – Access 9 

Additional Resources 

 For information on other aspects of Medicaid, see our entire series on What Makes 

Medicaid, Medicaid. 

 

https://healthlaw.org/resource/what-makes-medicaid-medicaid/
https://healthlaw.org/resource/what-makes-medicaid-medicaid/
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