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Context: Medicaid plays a critical role in low-income, minority, and medically underserved

communities, particularly in states that have expanded Medicaid under the Affordable Care Act.

Yet, the voices of underresourced communities are often unheard in decisions about how to

allocate Medicaid’s scarce resources, and traditional methods of public engagement are poorly

suited to gathering such input. We argue that deliberative public engagement can be a useful tool

for involving communities in setting Medicaid priorities.

Method: We engaged 209 residents of low-income, medically underserved Michigan commu-

nities in discussions about Medicaid spending priorities using an exercise in informed delibera-
tion: CHAT (CHoosing All Together). Participants learned about Medicaid, deliberated in small

groups, and set priorities both individually and collectively.
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Findings: Participants prioritized broad eligibility consistent with the ACA expansion, accepted
some cost sharing, and prioritized spending in areas—including mental health—that are histor-
ically underfunded. Participants allocated less funding beyond benefit coverage, such as spending
on healthy communities. Participants perceived the deliberative process as fair and informative,
and they supported using it in the policy-making process.

Conclusion: The choices of participants from low-income, medically underserved communi-
ties reflect a unique set of priorities and suggest that engaging low-income communities more

deeply in Medicaid policy making might result in different prioritization decisions.

Keywords Medicaid, deliberation, public engagement, public opinion, state policy
making

Budget constraints for states and the federal government generate frequent
policy debates about Medicaid’s funding structure, payment rates, enrollee
cost sharing, and eligibility. These debates are important, but they obscure
a central underlying issue: Given scarce resources, what benefits should
Medicaid prioritize? Should priority be given to those with the greatest
health needs, or should children in poor families have wellness and pre-
vention covered to promote a healthy start in life? Should out-of-pocket
spending be kept low, to decrease financial obstacles to care seeking, or
should some individuals face copayments or even premiums? Should pri-
ority be given to individual benefit coverage or to community-wide health
promotion? And what process should be used to make these decisions?

Consider California’s decision in 2009 to eliminate nine optional ben-
efits, most notably dental coverage for adult recipients, during the great
recession. The decision to focus spending cuts on adult dental services,
made unilaterally by the Schwarzenegger administration as part of a much
larger package of required budget cuts, was possible because the federal
government designates most dental services as optional benefits. Sub-
sequently, adult Medicaid recipients in California dramatically reduced
their use of routine and preventative dental services and increased their use
of emergency departments for dental problems, effects that were most
sharply felt by members of minority groups (Singhal et al. 2015). The
change increased demand for safety net services and stressed the
capacity of safety net providers, reducing their ability to serve their
communities (Wides, Rab Alam, and Mertz 2014). Yet, this decision was
made with little public debate or attempt to include the perspectives of
the people or communities most affected.

In contrast to this process in California, and the process underlying
many similar decisions about Medicaid coverage and eligibility around the
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country, we argue that setting priorities for Medicaid spending should
include the voices of those most affected: Medicaid recipients, their fam-
ilies, and other residents of low-income and medically underserved com-
munities. Making decisions about Medicaid priorities requires more than
technical expertise; justice demands that these decisions incorporate the
needs and values of the population served. Involving lay (nonprofessional)
members of the public in decision making about Medicaid priorities can
enhance the quality of these decisions by incorporating the perspectives
and situated knowledge of those directly affected by these decisions (Goold
1996; Fleck 2009). Despite this, little research has examined how the public
in general, or members of low-income communities in particular, would
prioritize Medicaid spending.!

In this article, we argue that deliberative public engagement can provide
a way for the public to play a role in complex health policy decisions like
the prioritization of Medicaid resources. Deliberative public engagement
involves members of the lay public in a structured process of education,
discussion, and recommendation. This combination of education and dis-
cussion with others encourages reasoning, reflection, and consideration of
the knowledge and values of others. The result is informed opinions from
members of the lay public that can serve as an input into policy processes
on even esoteric or highly complex policy topics. We adapted an existing
deliberative exercise, CHAT (CHoosing All Together), to facilitate delib-
eration among members of the lay public about Medicaid spending prior-
ities. We report on the CHAT-derived priorities of low-income communities
in Michigan, a state whose political and demographic composition make
it of particular interest to Medicaid policy makers (Ayanian 2013). We find
strong support for expanding Medicaid, generous funding for some ser-
vices classified as optional by Center for Medicare and Medicaid Services
(CMS) such as dental services, and less generous coverage for some par-
ticularly expensive areas, such as facility care and specialty care.

Why Deliberation about Medicaid?

Discussions about priority setting in health policy often contain calls to
include the views of the broader public. These calls are often made from a
moral or ethical perspective. Fleck (2009) argues that since any health care
prioritization decision involves placing some needs above others, a process

1. For exceptions, see Grogan and Gusmano 2005, 2007; and Danis, Ginsburg, and Goold
2006.
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of open, public deliberation is necessary prior to setting priorities (see
also Goold 1996; Solomon, Gusmano, and Maschke 2016). Reaching
beyond technical experts to incorporate the views of the broader public
might yield more tangible benefits as well. Policy decisions that incor-
porate public input may be viewed as more legitimate, and thus enjoy
greater public support. Incorporating the views of the lay public can also
incorporate the situated knowledge of members of the lay public that may
be inaccessible to experts. Members of affected communities often know
the needs and special circumstances of their communities in ways that
outsiders cannot know (Young 2004).

Including the views of those most affected by health policy decisions is
particularly important for programs like Medicaid. Medicaid recipients
are almost by definition not represented among the various communities
of experts—health care professionals, federal and state bureaucrats, aca-
demics, and the like—who tend to make decisions about how to prioritize
Medicaid’s resources. This means that, while such experts can attempt to
do what they think is best for Medicaid recipients, they lack a direct con-
nection to the lived experiences of those who rely on such programs.
Advocacy organizations can fill some of this gap but may do so imperfectly
(Grogan and Gusmano 2007). To the extent that communities with large
numbers of Medicaid recipients tend to be politically disenfranchised,
these communities will also be less able to push back on prioritization
decisions they disagree with through the normal political process. Including
input from low-income communities in prioritization decisions can make
these decisions more just, and more suited to the needs, values, and expe-
riences of these communities.

Despite this, there is a dearth of research about what members of low-
income communities, or even the public as a whole, think about how
Medicaid should balance competing priorities. Some work examines the
role of public opinion in support for the program overall (Shaw 2009;
Barrilleaux and Rainey 2014; Grogan and Park 2017; KFF 2017). How-
ever, this research sheds little light on what the public thinks about specific
elements of Medicaid. Even less work examines the views of low-income
or minority populations about Medicaid. What work exists is focused
on what recipients think about controversial program features like work
requirements or required health savings accounts (Sommers et al. 2018),
or the ACA expansion itself (Epstein et al. 2014). While useful for eval-
uating these policies, this work tells us little about more common and
consequential prioritization decisions.
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This gap in knowledge about public priorities for Medicaid coverage
may well reflect the difficulty of soliciting the informed opinions about
prioritizing scarce health care resources. Discussions about health care and
financing can be complex, so people may be frustrated or intimidated by
attempts to probe their knowledge of these topics, and few citizens can offer
more than top-of-the-head opinions about policies like Medicaid (Zaller
1992; Weinfurt et al. 2006). Health concerns lack salience for healthy
citizens and talking about health insurance requires people to think about
illness and death, creating emotional tension when money appears to be
pitted against health (Danis et al. 2014). These challenges can be partic-
ularly difficult when trying to incorporate the views of those most affected
by Medicaid policy, as disadvantaged populations often lack resources of
time, money, and education, and can thus be particularly difficult to engage
using traditional methods like polls and public meetings (Bonevski et al.
2014). Finally, many common engagement methods tend to treat people as
isolated individuals, failing to truly incorporate a community perspective
into the decision-making process for shared, pooled resources.

Deliberative methods of engagement can address these concerns, allow-
ing the public to play a role in complex health policy decisions like the
prioritization of Medicaid resources. Deliberative engagement brings
together members of the lay public to engage in an intensive process of
learning about, discussing, and rendering judgement on important public
questions. By combining education with discussion among members of
the community, deliberative methods encourage reasoning, reflection, and
consideration of the knowledge and values of others. Moreover, incorpo-
rating discussion among members of the affected community encourages
participants to ask both what we should do as a community and what I want
as an individual. Deliberative methods have been shown to change indi-
vidual attitudes, increase knowledge (Fishkin 2009) and trust (Boulianne
2019), and, in some cases, they show evidence of public-spiritedness (Goold
et al. 2004). As we show in this project, deliberative engagement can be
conducted in a way consistent with the principles of Community Based
Participatory Research (CBPR) (Israel et al. 1998; Israel et al. 2012). Like
CBPR, deliberative engagement aims to include voices from communi-
ties that are often treated as the subjects of policy making rather than
partners in the policy-making process.

Deliberative methods have increasingly been used to incorporate the
views of the public into bioethical and health policy decision making
(Abelson et al. 2013; Carman et al. 2013). However, these methods have
rarely been used to inform the design of states’ Medicaid programs. The
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most notable exception is Oregon’s attempt in the early 1990s to priori-
tize health care services using a process of extensive public engagement,
including 47 public meetings involving over a thousand state residents
(Garland and Hasnain 1990). While this effort has been cited as an example
of deliberative engagement applied to health care priority setting (IOM
2012: 110), critics noted that, despite the considerable expense of these
public engagement efforts, the program largely failed to represent the
views of the poor and minorities. (Goold 1996; Young 2001). Similarly,
Grogan and Gusmano (2005, 2007) analyzed Connecticut’s Medicaid Man-
aged Care Council from the perspective of deliberative democratic theory
but argued that this forum sidelined the voices of Medicaid recipients,
particularly minority recipients, and that professional advocates for recipi-
ents failed to faithfully represent their interests in the process. Moreover,
both of these examples predate the ACA expansion, and thus provide little
guidance about the informed views of the public about current policy
decisions facing Medicaid policy makers.

Methods

To facilitate deliberation about Medicaid priorities constrained by limited
resources, we adapted the existing exercise, CHAT, which aims to promote
informed, reasoned dialogue among ordinary citizens about complex and
value-laden allocation decisions (Goold et al. 2005). CHAT presents par-
ticipants with a game board that resembles a pie chart (figure 1). Each
wedge of the circle represents a category of spending. Within each cate-
gory, different amounts of spending are represented by different levels
within each wedge. For most categories, this includes the option to spend
no money on the category. Participants select the level of funding for each
category by allocating the number of markers required for the level they
select. However, the number of markers available to participants does not
allow them to select the highest level of spending for every category.
Thus, allocation decisions involve tradeoffs; choosing high spending
in one category requires lower or no spending in another. The costs and
coverage offered at each level were chosen to reflect actual costs and
benefits; thus, the cost-benefit tradeoffs faced by CHAT participants mir-
ror those faced by policy makers.

CHAT is played in four rounds in a group of roughly a dozen participants.
In the first round, participants set priorities as individuals; in the second
round they set priorities in small groups of two to four participants. After
rounds 1 and 2, the whole group hears and discusses scenarios (“events”)
that illustrate the consequences of their choices. In round 3, which generally
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Figure 1 Medicaid CHAT board.

takes up the bulk of the CHAT session, the entire group deliberates to
come to a collective decision about how to set priorities. Group deliber-
ation is led by a trained facilitator, who ensures broad participation, asks
participants to articulate reasons for their preferences, and encourages
them to make fair decisions on behalf of fellow community members. In
the fourth and final round, participants again make individual allocations,
which do not need to match the allocations made by their group and may
differ from individual priorities they selected in round 1.

Adapting CHAT to Medicaid Priority Setting

Adapting CHAT to the task of setting priorities for Medicaid spending
requires adapting the categories of spending, the possible levels of spending
within these categories, and the descriptions of each category and the ben-
efits provided under each level of spending to reflect the Medicaid program.
Since Medicaid budgets and costs are state-specific, we adapted CHAT
based on the actuarial information from a single state, Michigan. Michigan
is a particularly apt location for such a single-state study. It is a medium-
sized “purple” state that, at the time of this study, had a Republican governor
who supported expanding Medicaid, making it a useful case to study the
politics of Medicaid in the Affordable Care Act era (Ayanian 2013).
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To adapt CHAT to the task of setting priorities for Medicaid spending in
Michigan, we used a CBPR approach that involved working with community
partners in all phases of the project. This process was led by one academic
and one community codirector (Susan Goold and Zachary Rowe) and a
steering committee of eight members from community groups representing
minority populations, tribal groups, and urban and rural social service pro-
viders, and organizations from medically underserved communities, along
with four members from research organizations focused on health policy.
This geographically and culturally diverse steering committee represents
an attempt to bring the principles of CBPR to the state level (Goold et al.
2016). Members of the steering committee drew on their own experience
to help shape the project, and also served as points of contact with a broader
set of community groups and individual community members from their
constituencies and geographic regions. This allowed the steering com-
mittee to draw on a wide range of perspectives, experiences, and expertise
when shaping the research project.

Working with this steering committee, we developed a series of cate-
gories that captured current and potential areas of Medicaid spending (e.g.,
coverage for primary care, spending on community health). These cate-
gories were designed to reflect categories of spending that were mean-
ingful to both health policy makers and to the communities who would
be involved in the research. This process involved the examination of cur-
rent spending in Michigan’s Medicaid budget and the Medicaid budgets
of several other states, interviews with providers and community mem-
bers, consultation with our actuarial partner Milliman, Inc., and exten-
sive deliberation within the steering committee itself. The result was sixteen
categories of spending. Most categories reflect areas of health insurance
coverage but also some categories that are not about coverage, such as
spending on community health or initiatives to promote quality and equity,
since they generally accrue to the same governmental units.

Within each category, we aimed to have a level that reflected current
spending in Michigan, and levels that reflected both more and less spending
in those areas. For instance, in the Who Is Covered category (eligibility),
level 1 reflected pre-expansion eligibility; level 2 reflected current eligibil-
ity, and thus spending, for Michigan’s current Medicaid expansion under the
ACA,; and level 3 added spending to include legal noncitizen residents and
adults up to 200% of the federal poverty level. Levels that represented
increased or decreased spending were designed in cooperation with our
steering committee to ensure they described realistic policy options that
addressed the health needs of affected communities. Categories and levels
were reviewed by our actuarial partner, who provided estimates of the
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relative costs of each option and advice on adjusting descriptions of levels
in each category to present credible cost estimates for tradeoffs.

The result of this process is displayed in the CHAT board shown in
figure 1 and the category and level descriptions shown in table 1. Each
category had up to three spending levels that could be selected; the cost
of each level is cumulative, so that higher levels (toward the center of the
wheel) cost more markers and provide better coverage. The game board
had 177 open spaces for markers; however, participants were only given
100 markers, reflecting current spending levels in Michigan.? Participants
were given the choice to spend no money, and thus provide no coverage,
on most categories. However, three categories (Chronic Conditions, Cost
Sharing, and Who Is Covered) required participants to select at least level
1. For Chronic Conditions this was because actuarial estimates suggested
that choosing no coverage in this area, rather than level 1 coverage, would
actually increase overall costs. For the categories of Cost Sharing and
Who Is Covered, we required a choice of at least level 1 spending to reflect
the need to have an explicit description of the lowest level of spending (as
opposed to no coverage) in those categories.

The descriptions of levels and categories were designed with the help
of the steering committee to be credible and comprehensible to members
of the communities who would participate in the research. Final content
(which included definitions and explanations of several scientific terms)
had a Flesch-Kincaid readability score of 60.6 and was written at an 8th
grade reading level. All content was translated into Spanish and Arabic.

Alongside the categories and levels, we worked with the steering com-
mittee to develop informational material for participants. The steering
committee initially helped identify their community’s informational needs.
Background information was drawn from public facing sources (e.g., the
Kaiser Family Foundation) that seek to inform the public about Medicaid-
related issues. In consultation with the steering committee, we selected
material that was understandable to lay members of their communities, that
met their informational needs, and that was seen as credible and unbiased.
We also worked with the steering committee on how to present the infor-
mation in a way that was culturally sensitive, respectful, and enabled
participants with various backgrounds and educational levels to gain a

2. Fiscal year 2015 Michigan Medicaid costs were based on capitation rates for the risk-
based managed care plans. Additional costs were added to account for behavioral health and
long-term care fee-for-service costs and dental carve-out costs. The 100 markers allotted to par-
ticipants represent the total expected cost of Michigan’s Medicaid program for fiscal year 2015:
$12,061,042,000. Participants allocated these 100 markers to sixteen categories to prioritize
Medicaid spending, with each marker representing a cost of $120,611,000.
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baseline of knowledge about Medicaid. This information is listed in
appendix B.

Sampling and Recruitment

Methods of recruitment for deliberative engagement are contested. Some
deliberative practitioners advocate for recruitment strategies that aim for a
demographic composition that matches that of the general population (e.g.,
Knobloch et al. 2013), or even a random sampling approach mirroring that
of public opinion polls (Fishkin 2009). However, others worry that for-
mal inclusion by itself will not lead to influence for disadvantaged groups
(Sanders 1997; Young 2000). To address this, some argue that recruitment
for deliberative forums should focus on representing diverse perspec-
tives instead of mirroring the demographic composition of some under-
lying population (Davies, Blackstock, and Rauschmayer 2005; Dryzek
and Niemeyer 2008). Decisions about Medicaid coverage most directly
affect currently Medicaid-eligible residents of communities with large
Medicaid-eligible populations,? and those with particular health chal-
lenges such as mental health issues, precisely those whose voices might
be lost in deliberation conducted with a demographically representative
sample. Thus, we opted for a purposive recruitment strategy that was
designed to include the perspectives of those most affected by Medicaid
resource allocation decisions.

To this end, participants from low-income, minority, and medically
underserved communities were recruited primarily through community-
based organizations (e.g., Michigan Center for Urban African American
Aging Research, Arab Community Center for Economic and Social Ser-
vices) around the state as well as flyers posted in public locations, espe-
cially libraries and other community centers, a variety of local advertising
(newspapers, Craigslist, radio) in English and Spanish, and through our
community partners’ personal contacts. The steering committee had sig-
nificant reach in their respective communities, which enabled them to
utilize their relationships and partnerships with organizations and the
community to support the recruitment process. Some participants were also
recruited through the University of Michigan heath research recruitment
website (UMHealthResearch.org). Exclusion criteria included currently
working in health care or health research and being under 18 years of age.
We aimed to recruit equal numbers of men and women, and to have

3. For example, by influencing the financing and service capacity of community health centers
and community mental health providers (Han, Luo, and Ku 2017).

Downloaded from http://read.dukeupress.edul/jhppl/article-pdf/45/3/373/797321/373myers.pdf
by UNIV OF MN LIBRARIES user



Myers et al. = Low-Income Communities and Medicaid Spending 391

disproportionately high representation of minority and low-income resi-
dents. All participants were paid a $45 honorarium. These recruitment
efforts, constrained by our budget and staff capability, yielded a sample of
209 participants.*

Study Procedures

Groups were convened in locations familiar to, and convenient for, par-
ticipants to maximize open and frank dialogue. To ensure representation
of non-English-speaking communities, all study materials were translated
into Spanish and Arabic, the two non-English languages most com-
monly spoken in Michigan. Two groups were conducted in Spanish,
and three groups were conducted in Arabic. The Institutional Review Board
at the University of Michigan deemed this project exempt human sub-
jects research for posing no more than minimal risk to participants (HUM
00090413).

After arriving and being welcomed, participants completed a pre-session
survey. To ensure that deliberations would be informed, and that all par-
ticipants would start with some basic information about Medicaid, the
session started with a video that addressed common questions about Med-
icaid, the Affordable Care Act, and the Medicaid expansion in Michigan
(the Healthy Michigan Plan).5 Following the video, participants were
given 15-20 minutes to review the informational materials about Med-
icaid (see appendix B). While we did not track what resources participants
consulted, facilitators established clear norms that this time should be used
to study the informational material (e.g., by asking participants not to do
other things like talk or use their phones), and report that nearly all par-
ticipants actively engaged with the background materials during this time.
After this informational material was reviewed, participants were instructed
how to play CHAT, and played through the exercise’s four rounds. Sessions
lasted roughly three hours; deliberation in round 3 lasted an average of 48
minutes. After round 4, participants completed a postsession survey, were
thanked for their participation, and received the $45 gift card as compen-
sation for their time.

The center of the CHAT session was group deliberation in round 3, which
was facilitated by a trained facilitator. To ensure the quality of deliberation,

4. In addition to these deliberating groups, we randomly assigned 181 participants to a non-
deliberating control condition to determine the causal effect of deliberation on priorities. These
control participants completed the CHAT exercise individually. Results of this randomized control
trial are reported in Goold et al. 2018.

5. See appendix B.
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facilitators were recruited from the communities participating in the pro-
ject if they had some previous experience facilitating group discussion.
Prior to conducting any sessions, we brought together the facilitators for
a day of training in specifically deliberative facilitation. Facilitators were
trained to encourage dialogue and reason giving within the deliberative
session, with reason giving defined broadly to include things like per-
sonal testimony, storytelling, and the like (Sanders 1997; Young 2000).
They were also trained to seek, though not force, participation from group
members who were less vocal, and to manage participants who threatened
to dominate discussion. Finally, because the CHAT session involved set-
ting a spending level for each of 16 categories, facilitators were trained to
keep the group on task.

Deliberation in round 3 generally proceeded in the following way. At
the start of the round, the facilitator asked for someone to suggest a cate-
gory to start discussion. The participant who volunteered a category was
asked what level of funding they thought was appropriate and why they
thought that was the appropriate level of funding. Other participants then
chimed in, usually on their own but occasionally prompted by the facili-
tator, to either support the original suggestion or suggest a different funding
level. In either case, if the participant did not elaborate on why they held
this opinion, the facilitator would prompt them to explain. Discussion on a
category usually concluded when a group consensus was reached, though
facilitators actively solicited disagreement with a group’s apparent con-
sensus prior to concluding discussion, and also encouraged those who
indicated support nonverbally or with a simple “yes” to provide reasons for
their support. In cases where a consensus could not be reached, groups
would put the decision to a vote, or agree to return to the category later in
the deliberation. Discussion then moved onto a new category, again soli-
cited by the facilitator. Groups could and frequently did revisit previous
decisions, particularly as the number of markers dwindled.

Data Collection

We collected two forms of data about deliberators’ preferences for the
allocation of resources within Medicaid. First, CHAT software recorded
which categories and levels individuals and groups selected in each round.
Our analyses focus on the group allocations made in round 3 as a measure
of group preferences, and the individual allocations made in round 4 as
measures of informed, postdeliberation individual preferences. Ten par-
ticipants (4.8%) did not select priorities at round 4 and so were excluded
from round 4 analyses.
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In addition to the allocation of markers in the CHAT game, pre- and post-
CHAT surveys measured attitudes and opinions about insurance and
Medicaid adapted from existing surveys (Goold et al. 2005; Danis, Gins-
burg, and Goold 2006; Kurtovich 2010). These surveys asked partici-
pants to choose up to three insurance features they considered to be most
important as well as the copay that participants thought should be assigned
toa variety of services. These surveys provide a second measure of informed
priorities for Medicaid. The pre-survey also asked a series of questions
about demographic and health characteristics of participants, and post-
surveys included questions evaluating participants’ experience with Med-
icaid CHAT. Missing data for survey responses ranged from 0% to 7%.

Analysis

We describe the proportion of individuals and groups allocating money to
each spending category at the end of deliberation as well as the proportion
choosing each funding level. All analyses used Stata 14.2.

Results

This article reports on data collected from 209 participants in 22 deliber-
ating groups from December 2015 to September 2016 across the state
of Michigan. Deliberating groups ranged in size from 5 to 16, with most
between 8 and 12 participants.

Participant Characteristics

The average age of the 209 participants was 44 years, ranging from 18
to 81, with slightly more women (61.7%) than men. Of the participants,
34.9% identified themselves as white, 25.4% as black/African American,
8.6% as Hispanic, 10.5% as Native American, 15.8% as Arab American,
Arab, or Chaldean, and 4.3% not reporting a race or ethnicity. Most par-
ticipants (80%) had annual incomes less than $35,000, more than half
(57%) were under the federal poverty level, and one in five (20%) lived in
rural areas. Participants had poorer self-reported health status than the
general population, with 6.7% reporting poor health and 26% fair health
compared to 3.3% with poor health and 19.7% with fair health in the
contemporaneous National Health and Nutrition Examination Survey
(CDC 2014), and about two-thirds (64.2%) had at least one chronic con-
dition. Most participants (87.1%) were insured: 40.7% were covered by
Medicaid, 25.8% by private insurance, 23.4% by Medicare, and 13.9% by

Downloaded from http://read.dukeupress.edul/jhppl/article-pdf/45/3/373/797321/373myers.pdf
by UNIV OF MN LIBRARIES user



394 Journal of Health Politics, Policy and Law

other public insurance providers (e.g., VA, Indian Health Service, county
health plans).® Roughly one in five participants (7.7%) covered by Med-
icaid also reported being covered by Medicare, indicating that they were
dual-enrolled. Full participant characteristics are listed in appendix A.

Spending Priorities

We report the priorities of individuals and groups in two ways: First, the
categories of coverage that groups and individuals provided at least some
funding for; and second, the level of funding provided in each category. We
interpret the choice of whether or not to provide any funding for a category
as qualitatively different from the decision of how much funding to pro-
vide. The former represents a choice about whether, given scarce resources,
Medicaid should spend any money in this area; the latter a decision about
what level of spending once that choice has been made.

What Should Medicaid Fund?

The left panel of table 2 shows the decisions by groups and individuals
about which categories to fund at any level.” All groups allocated at least
some funding to Medications and Supplies, and Mental Health. Primary
Care, Dental Care, and Hospital Care each had allocations from all but
one group, while all but two or three groups allocated funding to Home
Care, Hospice Care, and Emergency Care. Roughly three-quarters of groups
provided funding for Specialty Care and (E)Quality (quality and equity),
while slightly fewer provided coverage for the Connecting to Care category.
Only 12 of 22 groups provided funding for Community Health programs.

Coverage decisions by individuals after group deliberation largely
mirrored these priorities, although there were some notable deviations.
While all groups provided at least some funding to Mental Health and for
Medications and Supplies, some individuals (9.1% and 8.1%, respec-
tively) declined to provide coverage in these areas. Individuals were more
supportive of providing coverage for Specialty Care, with 88.9% of indi-
viduals allocating at least some money to this area, as compared to only
77.3% of groups. Individuals were also considerably more likely than
groups to provide funding for Connecting to Care (78.8% vs. 68.2%) and

6. Percentages add up to more than 100 because some respondents reported more than one
source of insurance.

7. Note that all groups were required to provide at least some funding to the Who Is Covered?,
Chronic Conditions, and Cost Sharing categories.
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Healthy Communities (75.3% vs. 54.6%). Individuals were most likely to
disagree with their group’s funding decisions about Healthy Communities
and Facility Care coverage; about one-quarter of individuals whose groups
did not fund these areas chose, as individuals, to provide funding.

What Level of Funding Should Medicaid Provide?

Beyond the decision about whether to provide funding in a spending cat-
egory, groups and individuals could indicate how generous they thought
funding should be in an area by selecting it at a higher or lower level. The
right panel of table 2 shows the percentage of groups choosing each cov-
erage level, while figure 2 displays this graphically.

Among groups, the highest levels of coverage were provided for Chronic
Conditions, and Medications and Supplies, where roughly four out of five
groups provided the highest possible level of coverage. A plurality or near
plurality of groups also provided the highest level of coverage for Dental
Care, Emergency Care, Hospice Care, and Cost Sharing. For some cate-
gories, most groups favored some coverage, but generally at a middle level,
including Mental Health, Primary Care, and Specialty Care. Of particular
interest are the categories where most groups favored coverage at the low-
est possible level. These included Facility Care, Home Care, and Hospital
Care. The categories with the highest variance between groups tended to be
those outside of core medical services, including Healthy Communities,
(E)Quality, and Connecting to Care.

Again, individual choices of the level of funding largely mirrored the
funding levels chosen by groups. We report individual priorities in table 2
and graphically in Figure 3. However, individuals generally favored higher
funding in the Connecting to Care and Healthy Communities categories.
In contrast, fewer individuals than groups favored high levels of coverage
for Mental Health, Chronic Conditions, and Medications and Supplies.
The biggest drop in support from individual compared to group delib-
eration, however, was for the Who Is Covered category. Support for the
most expansive eligibility requirements dropped from 40.9% of groups
to 22.1% of individuals.

Survey Measures of Insurance Preferences

In addition to allocating scarce resources to areas of coverage, standard
survey items measured participant’s preferences for health care plans,
shown in table 3. First, participants were asked to choose up to three
insurance features they considered the most important. The top priority,
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Table 3 Importance of Insurance Features

Of the following, which are the most important to you (choose up to three)

Having health insurance pay for as many different services as possible .70
Having very small (or no) co-payments for doctor visits and medicine .50
Being able to get a doctor appointment immediately .29
Having a good selection of primary care doctors to choose from .29
Being treated with respect by my healthcare providers .29
Having a good selection of specialties to choose from 18
Having a choice of which hospital I go to 22
Having doctors available who are close to where I live 22

Note: When calculating the percentages, those who did not participate in the survey were
excluded from the denominator.

selected by 70% of participants, was having health insurance pay for as
many services as possible. This was followed by having small copayments,
selected by 50% of participants. Participants placed a lower priority on
features related to the breadth of the provider network as well as on being
treated with respect by health care providers.

We also asked participants about copayments for specific services.
Participants rated a range of medical services on a 1 to 4 scale where 1
indicated they thought there should be no copayment for the service and 4
that they thought there should be a high copayment for the service. Full
results are shown in table 4. Participants were least accepting of copay-
ments for vaccines, basic treatments for chronic conditions, primary care
visits, and ER and hospitalization for urgent problems. They were most
accepting of high co-payments for services that were presented as optional
or nonurgent, such as brand name medicines when a generic is available or
ER visits for nonurgent problems.

Participants’ Evaluation of Medicaid CHAT

The democratic legitimacy provided by deliberative engagement depends
in part on the quality of deliberation among participants. While a full
examination of the quality of discussion in these sessions is beyond the
scope of this article, other recent work has shown that CHAT sessions
generally succeed in meeting standards to be considered deliberative
(Goold et al. 2005; Goold et al. 2019). Here, we report one measure of
deliberative quality: participants’ perceptions of the quality of discussion
during deliberation, the quality of information and choices offered in the
exercise, and whether participants supported using the results of their
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Table 4 Assigning Co-payments in the Post-Surveyb

Standardized item
Mean (SD)  random effecta p?

Vaccines (measles, flu, etc.) 1.4 (7) -9.41 <.001

Hip replacement surgery 2209 5.65 <.001

Admission to a hospital for pneumonia 1.7 (.8) —4.51 <.001

Inhalers for asthma 1.5(7) -7.50 <.001

Medicine for heartburn 2.0 (1.0) 1.90 .06

Generic medicine 1.8 (.9) —-4.23 <.001

Brand name medicine when a generic 2.7 (1.0) 11.66 <.001
is available

Brand name medicine when there is 2.1 (.8) 1.22 22
no generic available

Primary care visits 1.7 (.8) -5.53 <.001

Specialist care visits 2.0 (1.0) 98 33

ER visit for a non-urgent problem 251D 9.93 <.001

ER visit for an urgent problem 1.6 (.8) —6.09 <.001

Stop-smoking services 1.9 (.9) -.59 .55

Certain scans (such as MRI or CAT scans) 2.3 (1.1) 6.41 <.001
that guidelines say aren’t necessary

Equipment for home testing 1.7 (.8) —4.76 <.001
(e.g., blood pressure, blood sugar)

Motorized wheelchair 2.1(.9) 4.37 <.001

aStandardized random co-payment service intercepts from fitting two-way crossed-effects
model to copayment level responses for all 16 co-payment services from all participants. The
crossed-effects are CHAT groups and the 16 copayment services. A positive (or negative) value
means higher (or lower) copayment levels for that service relative to average level across all 16
different services. The corresponding p-value tests for the significance of each service’s random
intercepts, that is, whether the level of support for a copayment is significantly higher or lower,
relative to overall mean across all 16 services.

bQuestion text: “Copayments (also called copays) are what you pay yourself for a specific
health care service, for example a visit, prescription, or procedure. . . . Please check the co-pay you
think each service should have. You need to make sure there are some in the Medium and High
columns; not everything can be $0!” Responses can range from 1=no copay to 4=high.

group’s deliberation in the policy-making process. These were measured
with twenty questions in the post-deliberation survey; table 5 shows mean
responses to these items, which we grouped based on a factor analysis
of the same battery of questions administered in a different deliberative
exercise (Goold et al. 2019).

Participants reported generally positive views of all aspects of delibera-
tion. The average ratings for the battery measuring the quality of information
and choices and the battery measuring discussion quality were both 3.9 out
of 5 (1 =strongly disagree, 5 = strongly agree). Ratings were the highest for
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Table 5 Perceptions of Deliberative Quality

How much do you agree or disagree with the following statements?
(5 =strongly agree; 1=strongly disagree; reverse coded

indicated with [-]) Mean (SD)
Sufficient Information and Choices 3.9
Information given to us was believable. 4.4 (0.1)
Choices offered in the exercise were realistic. 4.3 (0.9)
Choices in the exercise included all the choices I could have wanted. 3.8(1.2)
We did not have enough information to make good decisions. [-] 2.7 (1.5)
Views of Deliberation 3.9
A few people dominated the discussions. [-] 3.0(1.4)
The way in which the group reached its decision was not fair. [-] 2.3(1.4)
The discussions were superficial. [-] 2.4(1.4)
There was too little time to discuss. [-] 2.7(1.4)
People in the group argued by referring to what would be best for 3.2(1.3)
themselves. [-]
Our discussion included responding to each other’s arguments. 4.0 (1.1)
I gained an understanding of arguments that opposed my own. 4.1 (1.0)
My views were considered and taken into account. 4.3 (1.0)
I had lots of chances to share my views. 4.4 (0.9)
The participants in the group argued by referring to what would be 39(1.2)
best and most fair for all people.
Discussion during the game was open and honest. 4.6 (0.8)
All positions in the group were considered with equal respect. 4.4 (0.8)
The arguments of other participants were useful in forming 4.2 (1.0)
my own position.
During the exercise, I was treated with respect. 4.5 (0.8)
Support for using results 4.1
1 would support using our group’s discussion to inform decision 4.2 (0.9)
makers.
I would trust a process like this to inform funding decisions. 4.1(1.1)

items related to the openness of discussion and mutual respect shown by
participants for one another. Participants also strongly supported using the
results of the deliberation in policy making, with an average response of 4.1
on the two items measuring whether the results of the Medicaid CHAT
exercise should inform future decision making.

Discussion and Conclusion

The ACA, and subsequent efforts to limit or repeal the act, created one of
the most turbulent policy-making environments in Medicaid’s history
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(Smith and Moore 2015; Grogan and Park 2017). Changes to Medicaid
proposed by state and federal lawmakers include changes to eligibility, scope
of services, cost sharing, and other features as well as sweeping changes to
how the federal government shares in the cost of Medicaid through block
grants. Decisions like these, which involve tradeoffs between competing
needs for shared, limited resources, could be substantially improved by
incorporating the insights, experiences, priorities, and concerns of those
most affected. While there is broad recognition that such decisions are
improved by including the voices of those most affected (Goold 1996;
Fleck 2009; Solomon, Gusmano, and Maschke 2016), attempts to do so
through broad public engagement efforts or the inclusion of advocates for
those most affected often fail to accurately represent these voices (Goold
1996; Grogan and Gusmano 2007). Medicaid CHAT provides a flexible
tool that allows public officials, advocates, and academics to gather the
views of communities most affected by Medicaid prioritization decisions
and incorporate them into policy making and public debate.

Our results show how low-income and medically underserved com-
munities in one state would allocate Medicaid funding. Their choices
reflect a unique set of priorities. Nearly all groups and three-quarters of
individuals elected to cover at least as many people as under the ACA
Medicaid expansion, with a sizable minority choosing to provide cover-
age to additional groups. They also chose to cover a breadth of services,
including some, like dental services and medications and supplies, that are
often the first to be cut in funding crises (Singhal 2015). To pay for this
breadth of services, participants were less likely to fund areas that were
more collectively focused, such as improving general health care quality
and equity, supporting community health, and making care more accessi-
ble. Many also selected lower levels of funding for particularly expensive
areas of coverage, including Facility Care, Specialty Care, and Home Care.?

8. Many scholars have noted that Medicaid has multiple constituencies (e.g., Grogan and Park
2017) and that the perspectives of those who qualify for Medicaid based on income may be
different than those who qualify because of a disability or who receive, or have a family member
who receives, Medicaid long-term care services (Grogan and Park 2018). Failure to include this
former constituency might challenge the validity of the recommendations about Home Care and
Facility Care. While recruitment included outreach to the disabled community, we did not directly
measure disability status or whether participants or their relatives received Medicaid long-term
care services. Nevertheless, we can offer some evidence that this constituency was included. Our
sample approximated the overall Medicaid population in the prevalence of fair or poor health,
chronic conditions, mental health conditions, and functional limitations (Tipirneni et al. 2018).
One in five of our participants who were insured through Medicaid were dual-enrolled with
Medicare, slightly more than the 15% of Medicaid enrollees nationally who are dual-enrolled
(CMS 2019). We can also report anecdotally that these categories were often discussed by non-
elderly participants in terms of parents for whom they had care-taking responsibilities.
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Finally, selections in CHAT and survey results showed that participants
were willing to accept some cost sharing and limits on access to achieve
other priorities.

Medicaid CHAT is the first project to specifically frame CHAT delib-
eration around a state’s full Medicaid program. However, these choices
are like those made by other low-income populations using CHAT to
select basic benefits packages. For example, uninsured Ohioans selected
a breadth of coverage and some cost sharing (Ohio Department of Insur-
ance 2009). Disabled Medicaid beneficiaries in California chose to include
a range of services, even if that meant restrictions on access or higher
out-of-pocket costs for some (Danis et al. 2006). Participants in CHAT
exercises in a Texas program for the uninsured selected fewer types of
services, though with a more constrained budget (Danis, Ginsburg, and
Goold 2010).

How do these priorities compare to how resources are currently allo-
cated? The strong priority given to eligibility fits generally with the
decision of Congress, Michigan’s government, and a majority of states
to expand Medicaid. High priority for medications, supplies, and chronic
conditions also validates current policies in Michigan and many other
Medicaid programs (Gifford et al. 2017). The high priority given to mental
health services by our participants parallels the emphasis, in many com-
munities, on improving access to and quality of mental and behavioral
health care (Crane-Ross, Roth, and Lauber 2000), and states’ expansions
of such coverage, although it stands in contrast to the greater difficulty
Medicaid recipients have accessing mental and behavioral health care
(Antonisse et al. 2018; Atiga et al. 2016; Goold et al. 2018).

Importantly, these priorities should be interpreted as conditional on
current levels of Medicaid funding. Choosing priorities for the use
of limited resources fundamentally changes when resources become
more—or less—limited. An economic recession may constrain revenues
and increase demand for Medicaid, while economic growth can increase
state revenues and decrease demand. Resources can also be expanded or
constrained by changes in taxation or spending in other areas (e.g., edu-
cation, law enforcement), or decisions at the federal level to change how
Medicaid funds are allocated (e.g., Valentine et al. 2017). Medicaid CHAT
could easily be adapted to allow participants to increase or decrease the
pool of markers available, simulating these broader policy decisions (see,
e.g., Goold et al. 2004). We chose to structure the current study without
this option because we wanted to focus discussion on tradeoffs under
current funding levels, thus assuring useful, actionable guidance to officials
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working in the current fiscal structure. However, future work should exam-
ine the effects of giving deliberators the option of increasing or decreasing
overall Medicaid funding.?

Future work may also build on this research by varying other elements
of the research design, such as the recruitment strategies, the length
of deliberation, and the number of participants. Recruitment that aims
for demographic representativeness, like those employed in Deliberative
Polls® or Citizen Initiative Review processes, runs the risk of mini-
mizing the voice of those most affected by Medicaid allocation deci-
sions. However, these recruitment strategies might increase the degree
to which state legislators or members of the general public perceive the
results as democratically legitimate (Fishkin 2013; Warren and Gastil
2015; Gastil et al. 2016). Furthermore, the difference between how those
in poor, minority, and underserved communities would prioritize Medicaid
spending and how the public at large would do so is itself an interest-
ing research question. Similarly, while the length of our Medicaid CHAT
sessions was designed to make them accessible to a wide range of possible
participants, a longer deliberative process might allow for more intensive
deliberation or in-depth education prior to deliberation. Finally, while our
sample of 209 participants represented a range of perspectives, a larger
sample might allow for an even broader range, a more reliable measure
of the preferences of these communities, and might be perceived as more
democratically legitimate. Notably, any of these variations involve tra-
deoffs, such as between the length of deliberation, the number of people
engaged, and the amount of resources expended on engagement efforts.

As states seek innovative approaches to optimize the clinical and fiscal
outcomes related to their Medicaid programs, state and federal policy
makers have much to gain from the insights of those most affected by these
decisions. Current CMS policy appears aimed at granting states increased
flexibility in the design of their Medicaid programs through, for example,
new 1332 waiver concepts intended to foster “innovative approaches to
meet the unique needs of [a state’s] population” (CMS 2018; Keith and
Fleming 2018). Determining these unique needs and how to meet them
without actively engaging those most affected by any policy change would
be a grave mistake. These populations, after all, have great experience
living within severely constrained resources, and on-the-ground knowl-
edge and experience that can inform judgments about what spending

9. Medicaid CHAT could also be used to test whether residents of the state as a whole would be
willing to pay higher taxes to provide more expansive Medicaid services.
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provides the most value for low-income persons. The examples presented
in this article suggest that a deliberative exercise like Medicaid CHAT
could play an important role in a fluid policy-making environment.

The relatively short duration and abstract nature of prioritization in
Medicaid CHAT means that it is not a substitute for existing policy-making
structures as, for example, deliberation among non-elites substitutes for
bureaucratic budgeting decisions in participatory budgeting processes
(Wampler 2007). Instead, Medicaid CHAT can serve as an input to the
policy-making process that introduces the voices of affected communities as
a counterbalance to the expert and elite voices that generally dominate these
decisions. This could happen in a number of ways. Like this study, Medicaid
CHAT can provide a snapshot of priorities at one point in time to inform
major policy changes. However, Medicaid CHAT could also be incorpo-
rated as aregular part of a state’s annual Medicaid budgeting process. This
would provide an ongoing, institutionalized voice for affected commu-
nities as states react to changes in fiscal condition, federal rules, and the
needs of Medicaid eligible populations. Medicaid CHAT could be also
be useful for nongovernmental organizations that seek to increase the
influence of affected communities over Medicaid policy, much as such
groups currently use polling to advocate for policy change (Greenwald
et al. 2003). While their cost and impact would vary, any of these uses of
Medicaid CHAT would mark an improvement on current policy making
by introducing the knowledge and experiences of those most affected to
the policy-making process.
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Appendix A: Participant Characteristics

Participant characteristics were measured in presession surveys and are
reported in appendix table Al. Appendix table A2 reports associations
between participant characteristics and individuals’ round 4 priorities. In
general, we found few strong relationships between participant charac-
teristics and priorities selections.

Appendix Table A1 Participant Characteristics

Participant characteristics Number (%)
Female (n=206) 127 (61.7)
Age in years (n=204), mean (SD, range) 43.8 (14.8, 18-81)
Age, categorical
<30 46 (22.0)
30-44 55 (26.3)
45-54 50 (23.9)
55-64 39 (18.7)
>65 14 (6.7)
Self-identified race/ethnicity (n=209)
White 73 (34.9)
Black/African American 53 (254)
Arab/Arab American/Chaldean 33 (15.8)
Hispanic 18 (8.6)
Native American 22 (10.5)
Any other or self-identified as other 1(.5)
Missing 9 (4.3)
Education (n=206)
High school/GED or less 87 (42.2)
Some college 66 (32.0)
Bachelor’s degree or higher 53 (25.7)
Income (n=199)
Less than $15,000 110 (55.3)
$15,000-$34,999 49 (24.6)
$35,000 or more 40 (20.1)
No. of people in household (n=197), mean (SD; range) 3.0 (2.0, 1-12)
At or below federal poverty level (n=194) 110 (56.7)
Living alone (n=197) 45 (22.8)
Perceived health status (n=200)
Poor 14 (6.7)
Fair 52 (26.0)
Good 64 (32.0)
Very good or excellent 71 (35.5)
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Appendix Table A1 (continued)

Participant characteristics Number (%)
Work or worked in health care (n=202) 68 (33.7)
Currently covered by health insurance (n=201) 175 (87.1)
No insurance 26 (12.9)
Other insurance 92 (45.8)
Medicaid 83 (41.3)
Comorbid illness
Hypertension (n=201) 67 (33.3)
Asthma (n=200) 30 (15.0)
Chronic bronchitis, COPD, or emphysema (n=200) 15(7.5)
A substance use disorder (n=199) 15(7.5)
Arthritis or rheumatism (n=199) 54 (27.1)
Cancer other than skin cancer (n=200) 15(7.5)
Diabetes (other than during pregnancy) (n=201) 29 (14.4)
Digestive problems (n=200) 42 (21.0)
A heart condition or heart disease (n=200) 23 (11.5)
HIV or AIDS (n=201) 0(0)
Kidney disease (n=199) 11 (5.5)
Liver problems (e.g., cirrhosis) (n=200) 7(3.5)
Stroke (n=200) 5Q2.5)
Total number of comorbid illnesses,2 mean (SD) 1.6 (1.7)
At least one comorbid illness (n=201) 129 (64.2)
Urbanity (n=194)
Urban 140 (72.2)
Suburban 16 (8.2)
Rural 38 (19.6)

Note: Cell values are n (%) unless otherwise described; n does not add to the total when some
responses are missing.
a Of participants who checked at least one comorbid condition as yes or no.
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Appendix B: Educational Materials

We provided participants with links to already existing websites and media
about Medicaid. At focus group locations without internet access, materials
were printed and given to participants in paper copy. Text from websites
was translated into Spanish or Arabic when not available and provided as a
paper copy. Consulted websites and media are listed below.

MNT Editorial Team. What is Medicare/Medicaid? Medical News Today
website. January 5, 2016. www.medicalnewstoday.com/info/medicare
-medicaid#medicaid. Archived at web.archive.org/web/20191109122130
/https://mnt-prod.medicalnewstoday.com/articles/323858.php.

Medicare vs. Medicaid. Medicare Made Clear. www.medicaremadeclear
.com/basics/medicare-vs-medicaid. Archived at web.archive.org/web
/20170203032336/https://www.medicaremadeclear.com/basics/medicare
-vs-medicaid.

Eligibility. Washington, DC: Centers for Medicare and Medicaid Services.
www.medicaid.gov/chip/eligibility-standards/index.html. Archived at web
.archive.org/web/20170612200743/https://www.medicaid.gov/chip/eligibi
lity-standards/index.html.

Federal Poverty Level (FPL) Guidelines. ABC for Health, Inc. January 13,
2018. www.safetyweb.org/fpl.php. Archived at https://web.archive.org/web
/20180118032130/http://www.safetyweb.org:80/fpl.php.

Wikipedia contributors. Medicaid. Wikipedia, The Free Encyclopedia.
April 17,2018. en.wikipedia.org/wiki/Medicaid. Archived at web.archive
.org/web/20180419053235/http://en.wikipedia.org/wiki/Medicaid.
Medicaid: Health Care for People with Low Incomes. WebMD. November
10, 2016. www.webmd.com/health-insurance/medicaid-health-care-people
-low-incomes. Archived at web.archive.org/web/20161114023825/http://
www.webmd.com/health-insurance/medicaid-health-care-people-low
-incomes.

Do I Really Need Insurance? WebMD. img.webmd.com/dtmcms/live
/webmd/consumer_assets/site_images/aca/healthcare_infographic.jpg.
Archived at web.archive.org/web/20161203174723/http://img.webmd
.com/dtmcms/live/webmd/consumer_assets/site_images/aca/healthcare_
infographic.jpg.

Quiz: Do You Know Your Health Insurance Basics? WebMD. July 25,
2016. www.webmd.com/a-to-z-guides/condition-15/insurance/rm-quiz
-insurance-basics. Archived at web.archive.org/web/20160805063103
/www.webmd.com/a-to-z-guides/condition- 1 5/insurance/rm-quiz-insurance
-basics.

Downloaded from http://read.dukeupress.edul/jhppl/article-pdf/45/3/373/797321/373myers.pdf
by UNIV OF MN LIBRARIES user


http://www.medicalnewstoday.com/info/medicare-medicaid#medicaid
http://www.medicalnewstoday.com/info/medicare-medicaid#medicaid
http://web.archive.org/web/20191109122130/https://mnt-prod.medicalnewstoday.com/articles/323858.php.
http://web.archive.org/web/20191109122130/https://mnt-prod.medicalnewstoday.com/articles/323858.php.
http://www.medicaremadeclear.com/basics/medicare-vs-medicaid
http://www.medicaremadeclear.com/basics/medicare-vs-medicaid
http://web.archive.org/web/20170203032336/https://www.medicaremadeclear.com/basics/medicare-vs-medicaid.
http://web.archive.org/web/20170203032336/https://www.medicaremadeclear.com/basics/medicare-vs-medicaid.
http://web.archive.org/web/20170203032336/https://www.medicaremadeclear.com/basics/medicare-vs-medicaid.
http://www.medicaid.gov/chip/eligibility-standards/index.html
http://web.archive.org/web/20170612200743/https://www.medicaid.gov/chip/eligibility-standards/index.html.
http://web.archive.org/web/20170612200743/https://www.medicaid.gov/chip/eligibility-standards/index.html.
http://web.archive.org/web/20170612200743/https://www.medicaid.gov/chip/eligibility-standards/index.html.
http://www.safetyweb.org/fpl.php
https://web.archive.org/web/20180118032130/http://www.safetyweb.org:80/fpl.php.
https://web.archive.org/web/20180118032130/http://www.safetyweb.org:80/fpl.php.
http://en.wikipedia.org/wiki/Medicaid
http://web.archive.org/web/20180419053235/http://en.wikipedia.org/wiki/Medicaid.
http://web.archive.org/web/20180419053235/http://en.wikipedia.org/wiki/Medicaid.
http://www.webmd.com/health-insurance/medicaid-health-care-people-low-incomes
http://www.webmd.com/health-insurance/medicaid-health-care-people-low-incomes
http://web.archive.org/web/20161114023825/http://www.webmd.com/health-insurance/medicaid-health-care-people-low-incomes.
http://web.archive.org/web/20161114023825/http://www.webmd.com/health-insurance/medicaid-health-care-people-low-incomes.
http://web.archive.org/web/20161114023825/http://www.webmd.com/health-insurance/medicaid-health-care-people-low-incomes.
http://img.webmd.com/dtmcms/live/webmd/consumer_assets/site_images/aca/healthcare_infographic.jpg
http://img.webmd.com/dtmcms/live/webmd/consumer_assets/site_images/aca/healthcare_infographic.jpg
http://web.archive.org/web/20161203174723/http://img.webmd.com/dtmcms/live/webmd/consumer_assets/site_images/aca/healthcare_infographic.jpg
http://web.archive.org/web/20161203174723/http://img.webmd.com/dtmcms/live/webmd/consumer_assets/site_images/aca/healthcare_infographic.jpg
http://web.archive.org/web/20161203174723/http://img.webmd.com/dtmcms/live/webmd/consumer_assets/site_images/aca/healthcare_infographic.jpg
http://www.webmd.com/a-to-z-guides/condition-15/insurance/rm-quiz-insurance-basics
http://www.webmd.com/a-to-z-guides/condition-15/insurance/rm-quiz-insurance-basics
http://web.archive.org/web/20160805063103/www.webmd.com/a-to-z-guides/condition-15/insurance/rm-quiz-insurance-basics
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Kfthealthreform. Health Reform Explained video: “Health Reform Hits
Main Street.” YouTube. September 17, 2010. www.youtube.com/watch
7v=3-Ilc5xK2_E. Also available in Spanish at www.youtube.com/watch
v=FAf2H3pFtzs.

Kaiser Family Foundation. Health insurance explained—The YouToons
have it covered. November 11,2014. www.youtube.com/watch?v=-58 VD3
7771Q&list=PLBfqBziFkXIfmUHxQOteDRppDa-VctX7c&index=5. Also
available in Spanish at youtu.be/mDPhCo11z0E.

Health Michigan Plan. Lansing, MI: Michigan Department of Health and
Human Services. www.michigan.gov/healthymiplan. Archived at https://
web.archive.org/web/20160601000000* /www.michigan.gov/healthy
miplan.

Policy Basics: Where Do Our State Tax Dollars Go? Washington DC:
Center on Budget and Policy Priorities. April 24,2017. www.cbpp.org/cms
/index.cfm?fa=view&id=2783. Archived at https://web.archive.org/web
/20160313081250/www.cbpp.org/cms/index.cfm?fa=view&id=2783.

In addition to these materials, we translated our “What Is Medicaid?” video
into Spanish and Arabic.

Downloaded from http://read.dukeupress.edul/jhppl/article-pdf/45/3/373/797321/373myers.pdf
by UNIV OF MN LIBRARIES user


http://www.youtube.com/watch?v=3&ndash;Ilc5xK2_E
http://www.youtube.com/watch?v=3&ndash;Ilc5xK2_E
http://www.youtube.com/watch?v=FAf2H3pFtzs
http://www.youtube.com/watch?v=FAf2H3pFtzs
http://www.youtube.com/watch?v=-58VD3z7ZiQ&list=PLBfqBziFkXIfmUHxQ0teDRppDa-VctX7c&index=5
http://www.youtube.com/watch?v=-58VD3z7ZiQ&list=PLBfqBziFkXIfmUHxQ0teDRppDa-VctX7c&index=5
http://youtu.be/mDPhCo11z0E
http://www.michigan.gov/healthymiplan
https://web.archive.org/web/20160601000000*/www.michigan.gov/healthymiplan.
https://web.archive.org/web/20160601000000*/www.michigan.gov/healthymiplan.
https://web.archive.org/web/20160601000000*/www.michigan.gov/healthymiplan.
http://www.cbpp.org/cms/index.cfm?fa=view&id=2783
http://www.cbpp.org/cms/index.cfm?fa=view&id=2783
https://web.archive.org/web/20160313081250/www.cbpp.org/cms/index.cfm?fa=view&id=2783.
https://web.archive.org/web/20160313081250/www.cbpp.org/cms/index.cfm?fa=view&id=2783.

