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Methods: A holistic, mixed-methods approach 
was used to investigate the research goal. 
Primary source telehealth reimbursement data 
obtained from the Medicaid offices of Florida 
and Nebraska, extensive literature review on 
Medicaid and telehealth policy, as well as 
secondary source data from online databases 
and previously published research were 
used to highlight the improvements needed 
to better implement telehealth programs 
across the country, as well as to identify 
precedential cases of policy changes regarding 
telemedicine.

Results: The primary and secondary source 
data analyzed in this article demonstrate the 
need for policy changes to address historically 
low physician acceptance of new patients 
through state Medicaid. Data obtained from 
Florida and Nebraska in Table 1 corroborate 
with the data in Table 2—both demonstrating 
how Florida reimburses at a much lower rate 

(0.79 to national Medicaid average) as compared 
to Nebraska (1.14 to national Medicaid average). 
Table 3 exhibits how national averages for 
Medicaid reimbursement, as well as Florida’s 
and Nebraska’s averages, fall below the national 
averages for Medicare reimbursement in all 
categories except for obstetric care, showing 
that Medicaid services are reimbursed at a lower 
rate than Medicare in most circumstances. 

Conclusions: Nationally, Medicaid 
reimbursement rates are among the lowest 
reimbursement rates of any insurer. Additionally, 
new Medicaid patients witness the lowest rates 
of acceptance by physicians, in large part due 
to low reimbursement rates. Medicaid policies 
and reimbursement rates vary across each 
state, making it difficult to enact any broad-
sweeping policies to improve the access to care 
for Medicaid beneficiaries in the United States. 
However, by drawing reference to several policy 
changes involving Medicare, Medicaid, and 
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telehealth, this article presents recommendations 
for an incentivized cross-state telehealth policy 
aimed at increasing Medicaid beneficiaries’ 
access to care. With nation-wide policy changes 
like those during the COVID-19 pandemic, 
there are historical examples and precedence 
to support policies focused on decreasing the 
limitations and barriers needed to practice 
telemedicine across state lines. This article offers 
a potential, but limited framework for states 
to consider implementing in their Medicaid 
programs after conducting further research on 
the state-by-state level. 

The Department of Health and Human 
Services defines telehealth as ‘the 
use of electronic information and 

telecommunication technologies to extend care 
when you and the doctor aren’t in the same place 
at the same time.’1 In general, telemedicine can 
range across a variety of forms, whether it is 
through an app on a patient’s phone, a virtual 
appointment with a doctor via live video, or 
even a virtual consult from a distant physician 
while at a hospital; however, the reimbursement 
rates for these services may differ by insurance 
provider, or the services may not be offered at 
all.2 Despite these varying policies, telemedicine 
is widely known for its ability to increase 
access to care for rural or underserved patient 
populations.3 

This article analyzes a common issue within 
state Medicaid fee-for-service: the connection 
between low reimbursement rates and low 
physician acceptance of new patients. The article 
presents data and state policies used to advocate 
for a potential modification of telehealth 
regulations for the Medicaid  
fee-for-service population in an effort to increase 
access to care for new Medicaid patients initially 
denied by their providers. Previous examples 
of changes in telehealth policy under Medicare 

and Medicaid, such as policy changes related to 
the COVID-19 pandemic, are used to represent 
historical precedence for the recommendations 
provided within the article.

METHODS
A mixed-methods approach involving analysis 
of raw data and utilization of literature review, 
online resources, previously published research, 
and databases was used to investigate the research 
problem. This study examines telemedicine 
reimbursement data specifically under fee-for-
service Medicaid rather than managed care plans, 
due to the fact that managed care reimbursement 
rates can vary from plan to plan within each 
individual state. Fee-for-service avoids this 
variability by having one reimbursement rate per 
code in each state Medicaid plan.4 Using fee-
for-service in this study allowed for results to 
be more easily compared across state Medicaid 
plans, as well as allowing for future research 
to be conducted more seamlessly in order to 
investigate potential scenarios in other locations 
across the United States.

In an effort to gain more insights into the 
current telehealth landscape within Medicaid 
fee-for-service telemedicine, our team solicited 
telemedicine reimbursement information 
from Medicaid offices, departments of health, 
offices of health and human services, regional 
telehealth resource centers, and various other 
state offices and organizations across all 50 
states and the District of Columbia via email and 
phone under the Freedom of Information Act. 
Among the states that responded with data, the 
provided information was analyzed and cross-
checked for common data points, which would 
allow the research team to identify cross-state 
comparisons. 

Two states, Florida and Nebraska, were chosen 
to analyze for the purpose of this study based on 
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the information these states provided. Florida 
was chosen to represent the non-parity Medicaid 
states within the United States. Florida’s 
Medicaid policies have no mention of payment 
parity, which means that there is no requirement 
for telehealth services to be reimbursed at the 
same rate as in-person services.5 Nebraska was 
chosen to represent states that reimburse not only 
with parity but also reimburse at higher rates than 
national Medicaid averages. Nebraska Medicaid 
reimburses at 114% of the national average of all 
state Medicaid offices, while Florida Medicaid 
reimburses at a rate of 79% of the national 
average.6 The policies proposed in this study are 
simply a recommendation to be considered by 
Medicaid offices, and is not currently functional 
between the states of Florida and Nebraska at the 
time this article was written.

Florida and Nebraska Medicaid provided the 
Current Procedures Terminology (CPT) code 
and descriptions for the codes reimbursed by 
Medicaid via telehealth in their state, along with 
the reimbursement rates for each service within 
the given year. The data provided by Florida did 
not distinguish reimbursement rates between 
types of provider, whereas Nebraska recorded 
rates for various provider types such as MD/
DO, PA, and Dental. For the purpose of this 
study, Nebraska MD rates were used to compare 
with Florida’s provider rates. In the cases where 
an MD rate was not available for a Nebraska 
code, the physician rate was used. To determine 
the codes to analyze for the study, the Florida 
and Nebraska codes were cross-referenced in 
order to identify the in-common codes between 
the two states within the 2017–2018 year. This 
resulted in nine mutual fee-for-service codes 
and reimbursement rates, as shown in Table 1, 
in which the percent differences in average 
reimbursement rates were calculated in order 
to allow for comparison and further analysis of 
the common data between the two states. 

In addition to the data provided by Florida and 
Nebraska Medicaid, a literature review was 
conducted on the current and historical policy 
landscape of telehealth through Medicaid 
and Medicare. Focus was given to literature 
in reputable medical, health, telehealth, and 
policy-related online journals and publications 
published within the last 15 years. Topic areas 
for review included state Medicaid regulations 
regarding telemedicine, Interstate Medical 
Licensure, policy changes to increase the use of 
telemedicine, and the impact of telemedicine on 
access to care within the United States across 
different insurance providers. 

Along with literature review, online databases 
and websites, such as the Center for Connected 
Health Policy and Nebraska and Florida 
Medicaid websites, were utilized to obtain 
the most up-to-date state-by-state policies 
and regulations on telemedicine, Medicaid 
reimbursement, historical telehealth policy 
changes, and the overall landscape of healthcare 
across states. This information was used not 
only as a way to best construct the current 
understanding and functionality of telemedicine 
today, but also to highlight commonly 
referenced areas for improvement within the 
way states practice and reimburse for services 
provided via telemedicine and how these 
improvements might be applied in tangible 
cross-state telemedicine policies like the ones 
proposed in this article.

The use of several methods allowed for a 
holistic approach that, with further research 
and increased telemedicine usage data 
from each state, could lead to an incentivized, 
cross-state framework for telemedicine via 
Medicaid fee-for-service that would aim 
to eliminate the historically low physician 
acceptance of new Medicaid patients across 
the United States.
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RESULTS 
Using a mixed-methods approach, results for the 
investigation include primary source data sets 
provided by the Florida and Nebraska Medicaid 
offices, as well as other relevant secondary source 
data and literature focusing on the reimbursement 
landscape of Medicaid. All of these results are 
available to the public in online publications or 
via the Freedom of Information Act.

Information received from Florida’s Medicaid 
Office via the Freedom of Information Act 
comprised discreet data collected from both 
telemedicine and non-telemedicine encounters 
for 2016–2017 and 2017–2018 under Medicaid 
fee-for-service. The data included the number 
of distinct recipients, claim lines, and the 
reimbursement amounts per procedure code 
(CPT) under fee-for-service as well as Managed 
Care Medicaid within Florida. Information was 
categorized by year, with 16 telemedicine fee-
for-service CPT codes reported in 2016–2017 
and 20 in 2017–2018. 

Information from Nebraska’s Medicaid 
Office provided a list of CPT and Healthcare 
Common Procedure Coding System (HCPCS) 
codes covered when performed via telehealth 
using the GT modifier (for telehealth claims, 
modifier means “via  interactive audio and video 
telecommunications systems) for 2018–2019.” 
Along with the codes was the description of 
each service and the rate at which each service 
is reimbursed when performed by various 
practitioners, including MD, DO, PA, APRN, 
Dental, and Vision. 

The data set received from Nebraska is congruent 
with the Medicaid Fee-for-Service Physician 
Fee Schedule found on the website of Nebraska 
Medicaid Department of Health and Human 
Services.7 Using the Nebraska Medicaid website, 
it became clear that the rates for the codes 

identified in Table 1 were reimbursed at the same 
rates in 2017–2018 and 2018–2019. For this 
reason, we were able to compare the 2017–2018 
reimbursement rates from Florida and Nebraska, 
as shown in Table 1.

Values from Florida were calculated as the total 
amount reimbursed by Medicaid per procedure 
code divided by the number of claims within a 
given year for that code, resulting in the average 
reimbursement rate per code. Nebraska’s values are 
not linked to a population; rather, they are the state-
mandated reimbursement rates for each particular 
code, which do not vary unless changed by the 
state. Nebraska’s telehealth rates are reimbursed at 
an equal rate to the equivalent in-person services 
due to payment parity within the state.8 The 
“% difference” was calculated using the formula 
(Nebraska Rate − Florida Rate) / ((Nebraska 
Rate + Florida Rate) / 2)) × 100, rounded to the 
second decimal using Excel functions.

Table 2 exhibits data collected by Zuckerman 
et al.9 from the Urban Institute’s report on 
Medicaid physician fees. The data show how 
Florida’s and Nebraska’s Medicaid fee schedules 
compare to the national average of all state 
Medicaid reimbursement rates. Florida Medicaid 
is measured below the national average for 
fee-for-service reimbursement in all categories 
except for obstetric care, where it is 5% above 
the national reimbursement average. Nebraska 
Medicaid reimburses above the national average 
for fee-for-service in all the categories analyzed. 
Of all 50 US states and the District of Columbia, 
20 states fall below the national reimbursement 
average for Medicaid reimbursement, while 30 
rank above the national average. Tennessee is not 
included here, as a fee-for-service program does 
not exist in the state.6

As this article investigates and as history 
demonstrates, Medicaid services are reimbursed 
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at lower rates than Medicare and private payers 
for the same services.10 Table 3, consisted of 
information collected from the Urban Institute’s 
study, demonstrates the phenomenon that Medicaid 
reimburses at lower rates across the country than 
Medicare for all fee-for-service codes.9 

As shown in Table 3, the average of “All 
Services” under Medicaid within the 

United States are reimbursed at 72% of the 
Medicare national average. Florida Medicaid 
reimburses at 56% of Florida Medicare rates for 
“All Services,” while Nebraska reimburses at 
92% of the Medicare reimbursement average for 
“All Services” in Nebraska. Florida is below the 
national reimbursement average, while Nebraska 
is above the national reimbursement average of 
Medicaid-to-Medicare Reimbursement Fees.

Table 1. Comparing reimbursement rates for nine telemedicine codes in Florida and Nebraska
Medicaid Fee-for-Service Reimbursement Rates for Telemedicine Services, 2017–2018
Procedure code Florida Medicaid ($) Nebraska Medicaid($) % difference
90791 76.18 179.32 80.74
90792 64.79 250.77 117.87
99211 2.13 32.18 175.17
99213 29.02 64.45 75.81
99214 50.33 88.80 55.3
99252 43.19 65.68 41.32
99253 66.14 94.30 35.1
99254 95.00 110.70 15.26
99255 114.33 126.28 9.93
Source: Office of Public Records at the Agency for Health Care Administration for the State of Florida; Public Records 
Department for the Health and Human Services Department for the State of Nebraska. 

Table 2. Comparing state and national reimbursement rates under Medicaid fee-for-service.9

Medicaid Physician Fee Index, 2016 United States Florida Nebraska
All services 1 0.79 1.14
Primary care 1 0.74 1.02
Obstetric care 1 1.05 1.14
Other services 1 0.75 1.45

Table 3. Comparing Medicaid fee-for-service reimbursement rates with Medicare fee-for-service reim-
bursement rates.9

Medicaid-to-Medicare Fee Index, 2016 United States Florida Nebraska
All services 0.72 0.56 0.92
Primary care 0.66 0.48 0.71
Primary care for physicians eligible for increased fee null 0.53 1.01
Obstetric care 0.81 0.82 1.05
Other services 0.82 0.58 1.33
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DISCUSSION
The data presented above show that physicians 
are reimbursed at a lower rate when treating 
Medicaid patients than for Medicare patients 
for the same services. The data also highlight 
how Florida Medicaid reimburses at a lower 
rate (79% of the national average) compared 
to Nebraska Medicaid (114% of the national 
average).9 

The results of studies reveal that low 
reimbursement rates impact providers’ 
likelihood to treat patients. Research conducted 
by the Medicaid and Children’s Health 
Insurance Program (CHIP) Payment and Access 
Commission (MACPAC) in 2019 showed that 
providers are 70.8% likely to accept a new 
Medicaid-insured patient, 85.3% likely to 
accept a new Medicare-insured patient, and 
90.0% likely to accept a new privately insured 
patient.11 These statistics show disparity in 
physician access for the Medicaid population 
compared to other insurers. The MACPAC 
study also found that physicians located in 
states with a high Medicaid-to-Medicare 
reimbursement ratio, such as Nebraska, are 
81.1% likely to accept a new Medicaid-insured 
patient, whereas physicians in states with low 
Medicaid-to-Medicare reimbursement ratios, 
such as Florida, are only 64.5% likely to accept 
and treat new Medicaid-insured patients.11 
Based on this information about physician 
preference as well as the data presented 
in Table 3 about Medicaid-to-Medicare 
reimbursement rates, connections can be drawn 
between reimbursement rates for Medicaid 
services and the likelihood of physicians to 
accept new Medicaid patients. As found by 
the Medicaid and CHIP Payment and Access 
research, physicians are shown to be more 
likely to accept and treat Medicaid patients in 
states where the fee-for-service reimbursement 

rates are more closely reimbursed to the 
Medicare reimbursement rates within 
that state.11 

Table 2 shows that Florida Medicaid 
reimburses providers at 79% of the national 
Medicaid reimbursement average in the United 
States.9 Studies point to low reimbursement 
rates compared to other insurers as one of the 
main reasons physicians deny treating new 
Medicaid patients.12 According to the General 
Medicaid Policy for the state of Florida, 
physicians reserve the right to refuse service 
for any reason, except for emergencies, patient 
inability to pay a copay at the time of service, 
or for any discriminatory reasons against race, 
beliefs, or disability of the patient.13 This 
allows Florida physicians to deny acceptance 
of a new Medicaid patient for any other 
reason, which includes denial due to low 
reimbursement rates for their plan. Recent 
healthcare policies like the Affordable Care 
Act and increased implementation of Managed 
Care plans have aimed to augment Medicaid 
coverage by increasing reimbursement rates 
and extending coverage to more Americans, 
but recent research has proved that these 
policies did not show significant increase 
in physician acceptance of new Medicaid 
patients; however, the policies successfully 
provided insurance coverage to a larger 
population.12,14

Surveys by the National Center for Health 
Statistics show that 40.9% of Florida physicians 
and 13.0% of Nebraska physicians did not 
accept new Medicaid patients in 2011.15 
Following the logic of aforementioned studies, 
lower reimbursement rates for services coincide 
with higher denial rates of new Medicaid 
patients. That said, Florida’s relatively low 
reimbursement rates would correlate with a 
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higher denial rate of new Medicaid patients, 
while Nebraska’s relatively high reimbursement 
rates would correlate with a lower denial rate. 
The data received from the Medicaid offices of 
Florida and Nebraska (see Table 1) corroborate 
this theory and aid in explaining why Florida 
physicians are 27% less likely to accept new 
Medicaid patients as compared to Nebraskan 
physicians.15 While there appears to be a 
correlation between reimbursement rates and 
acceptance rates of new Medicaid patients, 
further research is needed to determine the 
causes.

Of the codes surveyed, Florida Medicaid 
reimburses at a lower rate than Nebraska 
Medicaid for all nine codes. Code 99211, 
an office or outpatient visit/evaluation of 
an established patient, shows a 1,410.8% 
difference between Florida’s and Nebraska’s 
reimbursement rates according to the 2017–
2018 data provided by the states. This scenario 
emphasizes how drastic the disparity of 
Medicaid reimbursement rates can be across 
states. Moreover, as shown in Table 3, Florida 
Medicaid reimburses at about half the rate 
of Medicare, making practicing on Medicare 
and privately insured patients more profitable 
for physicians than practicing on Medicaid 
patients.16

Based on this cost information  and the findings of 
several studies on lack of physician acceptance of 
Medicaid patients, Medicaid patients are shown to 
run the risk of limited access to care compared to 
Medicare or privately insured patients. This study 
recommends a potential framework to utilize 
telehealth technologies and state partnerships 
in an effort to decrease the amount of Medicaid 
patients across the country who are denied 
access to care compared to beneficiaries of other 
insurance providers.

The policy landscape surrounding telehealth 
has changed widely over the past decade. 
In most of these cases, a telehealth policy is 
designed to resolve a certain issue affecting 
a patient population. The following policies 
and regulations were taken into consideration 
when drafting the overarching policy 
recommendation.

Precedent 1—COVID-19: One of the most 
recent changes to telehealth policy relates to 
the COVID-19 pandemic, where the Center 
for Medicare and Medicaid Services (CMS) 
temporarily modified several key policies 
regarding the utilization and practice of 
telehealth services on the state and national 
levels in an effort to curtail the spread of 
the virus by minimizing the amount of in-
person contact and allowing for more virtual 
consultations via telemedicine.17 According 
to CMS, a temporary addition of 85 new 
reimbursable telemedicine codes are now 
reimbursable under Medicare due to the 
Public Health Emergency declared over the 
coronavirus.18 These codes cover many services, 
including those for “new patients” and services 
where the patient is located at their own home. 
Additionally, the temporary policy eliminates the 
requirement for a patient to be located in a rural 
area and waives licensure laws for providers.4 
Prior to these temporary changes, Medicare 
patients could only utilize telemedicine services 
if they were located in a designated rural area, 
if they had an established relationship with their 
physician, and if the provider has an individual 
license for each state in which they intend to 
practice telemedicine.17 Medicaid policies related 
to COVID-19 vary by state; however, all 50 
states and the District of Columbia have released 
updates related to telehealth usage during the 
pandemic.19 These policy modifications, however 
temporary, represent unprecedented access to 
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telemedicine in the Medicare and Medicaid 
patient populations.

Precedent 2—Bipartisan Budget Act: An 
additional example of telehealth policy being 
transformed in order to improve access to care 
for a certain population involves the Bipartisan 
Budget Act of 2018. In this act, changes were 
made to the originating site requirements for 
Medicare beneficiaries with end-stage renal 
disease and acute stroke, allowing the home and 
mobile stroke units to be eligible originating 
sites for telemedicine.20,21 Unlike the COVID-19 
policy changes, the Bipartisan Budget Act is not 
temporary, yet both aim to provide increased 
access to care for a certain population who, 
without these added policies, may be unable 
to receive appropriate medical attention at the 
same cost.

Precedent 3—Medicaid Electronic Health 
Record Incentive Program: In 2011, the Center 
for Medicare and Medicaid Services established 
a plan in connection with the Affordable 
Care Act that would provide incentives for 
Medicaid providers and hospitals who adopt and 
continually utilize electronic health records.22 
Certain eligibility requirements, such as the 
percentage of Medicaid patients treated by the 
provider, must be achieved by practitioners in 
order to receive the monetary incentive, which 
could be as much as $63,750 over the course of 
6 years.23 This program provides a key example 
of Medicaid’s focus on the modernization of 
coverage for its beneficiaries,24 and the form of 
a monetary incentive program sets a precedent 
for future incentivized programming through 
Medicaid.

Precedent 4—SUPPORT Act: In an attempt 
to increase coverage and treatment for patients 
with substance-use abuse, CMS instituted the 
Support Use-Disorder Prevention that Promotes 

Opioid Recovery and Treatment for Patients 
and Communities Act in 2019. This policy 
allows telehealth services related to substance 
abuse and co-occurring mental health disorders 
to be performed at the patient’s home.25,26 This 
modification of the Medicare policy exemplifies 
how the use of telemedicine can be used to 
increase access to care for certain critical 
patient populations by eliminating barriers 
such as low reimbursement or restrictive 
regulations.27

Precedent 5—Interstate Medical Licensure 
Compact (IMLC): In addition to the 
governmental policies addressed above, the 
IMLC was drafted in 2014, with its first 
operational model being released in 2017, to 
address a rising issue around the costly and 
timely process involved in obtaining state 
medical licensure.28 As a result of the increased 
use of telemedicine, the need for state-by-state 
licensure has been cited as one of the major 
barriers to implementation of telehealth, as it 
limits providers to practice only within the states 
in which they have a license.29 For this reason, 
the IMLC can be utilized as a way to not only 
facilitate simpler and more cost-effective ways 
for practitioners to obtain various licenses, but 
also as a way to catalyze cross-state telemedicine 
practice.30 The Compact allows physicians from 
member states to practice in other member states 
through the agreement to honor each state’s 
medical licensure laws.31 Currently 29 states are 
members of the Interstate Medical Licensure 
Compact.28 

The five aforementioned policies and programs 
exemplify the historical precedence within 
Medicare and Medicaid to alter current 
policy in order to increase access to care via 
telehealth, as well as the shift toward cross-state 
practice exemplified by the increased utilization 
of the IMLC. In each scenario, a particular 
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issue related to a subset of beneficiaries was 
targeted, the most prevalent being the need 
for increased access to care for patients with 
certain health conditions. The changes made 
in these policies were taken into consideration 
when developing this manuscript’s potential 
solution to the historical lack of care for new 
Medicaid patients, as was analyzed in the data 
in Tables 1–3. 

RECOMMENDATIONS
The policy proposed in this article 
encompasses several of the precedential cases 
explored above in an effort to combat the 
historically low acceptance rates of Medicaid 
patients across the country as examined earlier 
in this article. For the first aspect of the policy, 
state agencies should consider modeling or 
encouraging programs similar to Precedent 5, 
the IMLC. Cross-state telemedicine serves a 
major role in the increased access to care for 
patients who otherwise struggle to receive 
care, whether it is due to a geographic 
restriction or due to a lack of medical 
personnel in the area.32 However, individual 
state-by-state licensure requirements introduce 
financial and regulatory burdens on providers 
applying for cross-state or multiple-state 
licensure, potentially deterring providers from 
obtaining multiple licenses and therefore 
limiting their ability to practice telemedicine 
outside of their state.33 Given the ability of 
telehealth to enhance quality of care while 
surpassing boundaries, state licensure laws 
impede the number of physicians who wish 
to practice out of state using telemedicine. 
With physicians able to practice across state 
lines using virtual technology, this policy 
could allow increased access to care for the 
Medicaid population, extending not only 
across their state, but also across the country. 
Considering the expected physician shortage 
in the United States within the next decade,34 

cross-state telemedicine practice could play 
a crucial role in the Medicaid population and 
beyond. 

In order for providers to practice on patients 
via telemedicine, state Medicaid and Medicare 
offices hold certain requirements regarding 
the need for an established patient–provider 
relationship prior to a telemedicine interaction, 
as well as the location of the patient during 
the interaction. 4,20,25,35 Policy changes during 
the COVID-19 pandemic, the Bipartisan 
Budget Act, and SUPPORT Act lessened these 
requirements in order to allow for increased 
access to care for specific patient populations 
who may have difficulty receiving traditional 
care. State Medicaid offices should consider 
eliminating the requirements of preexisting 
patient–provider relationships for telehealth 
encounters for Medicaid patients who have been 
denied access to care by an in-person physician. 
Additional measures, such as broadening eligible 
originating sites, should be considered if issues 
of high denial rates for new Medicaid patients 
persist. State Medicaid offices should consider 
implementing policies like these, specifically for 
the population of new Medicaid recipients who 
are initially denied in-person access to care by a 
provider. 

Based on the changes made in the Affordable 
Care Act regarding incentivized programs, state 
Medicaid offices could be encouraged to accept 
new Medicaid patients in their practice in return 
for a monetary incentive. As the Medicaid 
Electronic Health Record Incentive Program 
requires providers to treat a minimum volume 
of 30% Medicaid patients in order to receive the 
incentive,23 providers should only be eligible 
for an incentive if they accept the designated 
percentage of new Medicaid patients on a yearly 
basis. This percentage should be decided and 
agreed upon by the states.
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These recommendations are summarized 
below in a flow chart showing the path in 
which policies can be enacted and utilized to 
address the historical issues related to limited 
access to care for new Medicaid patients (see 
Recommendations 1 and 2). 

CONCLUSIONS
This study proposes a potential policy framework 
to be utilized by state Medicaid offices in the 
attempt to increase access to care within the 
Medicaid population. Connections are drawn 
between data observed on low reimbursed rates 
for Medicaid and the high rates of physician 

denial for new Medicaid patients. The data 
demonstrate the need for state and federal 
agencies to give more attention to this subset 
of the Medicaid population and enact policies 
that will increase access to care. The policy 
recommendations made in this article are drawn 
upon precedential changes in healthcare policy, 
particularly with regard to the utilization of 
telehealth as a way to surpass boundaries in 
access to care for certain vulnerable populations. 

The recommendations, although not all-
encompassing, propose the implementation of 
policy changes to allow for increased cross-state 
telemedicine practice, modifications to eligible 
originating sites and pre-existing patient–provider 
relationships via telemedicine, or incentivizing 
the in-person practice on new Medicaid patients. 
If enacted, these policies would largely benefit the 
Medicaid populations in states with low Medicaid-
to-Medicare reimbursement rates, such as Florida, 
where providers denied 40.9% of new Medicaid 
patients in 201115—a much higher denial rate than 
in states where Medicaid reimbursement is higher. 

Studies anticipate rising enrollment into Medicaid 
programs across the country as a result of the 
economic downturn associated with the COVID-
19 pandemic.36,37 As the data in Table 1–3 
demonstrate, current Medicaid beneficiaries 
already experience difficulties accessing care 
from physicians who deny new Medicaid patients. Recommendation 1—Policy-based approach for 

increased telemedicine utilization.

Recommendation 2—Incentivized approach for increased telemedicine utilization. (Applies mainly to states 
where the Medicaid reimbursement rate is lower than the rates for other insured groups). 

https://doi.org/10.30953/tmt.v5.182
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With the expected increase in enrollees, this 
issue should be addressed in order to proactively 
advocate for Medicaid patients needing care. 

The policies recommended in this article do 
not directly address issues raised about low 
reimbursement rates for Medicaid compared 
to other plans. Further research should be 
conducted at the state and national levels to 
determine the policies that could best mitigate 
this, and other issues not analyzed in this article.
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