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Ke y  F i n d i n g s
Rhode Island ranks 10th highest nationally for the share of residents enrolled Medicaid
(28.5% in 2024)—the highest in New England. 

In 2024, the Ocean state ranked 12th highest for total Medicaid expenditures per $1,000
of personal income—5th highest for state-funded spending—despite having relatively
moderate expenditures per Medicaid enrollee (23rd highest).  

Policy choices, including high income eligibility ceilings and a broad range of optional
adult benefits, drive Rhode Island’s Medicaid expenditures.  

Spending is heavily concentrated on specific Medicaid populations: Elders and Adults
with Disabilities represent just 16% of enrollees but consume 49% of benefit funding.  

State spending for Rhode Island’s Medicaid program is projected to grow by 24.1%
from SFY 2027 through FY 2031—an average annual increase of 6.0%—far exceeding
the expected growth in revenues (2.2% annually). 

Long-term services and supports represent the state's largest future cost driver.
Developmental disability services and home-based personal care (including home
health and personal care attendant supports) are projected to increase by 41.1% and
42.0%, respectively, between SFY 2027 and SFY 2031. 

Expenditure growth is projected to persist despite state estimates that over 30,000
Rhode Islanders will lose coverage under new federal rules. Concentrated among
primarily lower-cost adults, disenrollments will have minimal impact on rising costs
driven by high-acuity long-term care and health sector inflation. 

While Rhode Island has strong national rankings for health outcomes and high
insurance coverage rates, there are significant access constraints. Field audits found
appointment booking success rates fell below 20% for primary care, pediatrics, and
outpatient behavioral health. 

E x e c u t i v e  S u m m a r y
Rhode Island’s Medicaid program represents the state’s largest public investment,
representing over one-third of total state budget spending. Medicaid provides a critical
safety net for nearly three in ten Rhode Islanders and fuels the state’s healthcare sector.
However, sustaining this massive program poses a critical fiscal challenge. Medicaid
spending consistently outpaces state revenue growth, and is projected to continue growing
faster than revenues, despite new federal eligibility restrictions and falling enrollment. 

Enhance public data transparency
and managed care oversight  

Control the overall trajectory
of Medicaid spending 

Expand high-quality jobs and
private insurance coverage 

Modernize network standards
to expand access to care 

Recommendations 
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I. Introduction 

 

The Rhode Island Medical Assistance Program, or Medicaid, represents one of the most 

critical fiscal commitments within state government. A substantial and expanding portion 

of Rhode Islanders' tax dollars are expended annually to support this public healthcare safety 

net, which relies on a complex funding structure of state general revenues and federal 

matching funds. More than a massive expenditure, Rhode Island's Medicaid program serves 

an indispensable role in supporting the long-term wellness of hundreds of thousands of 

residents, providing economic opportunity, and underpinning the stability of the state's 

entire healthcare ecosystem.  

Given both the enormous scale of this investment—effectively accounting for approximately 

30 cents out of every state tax dollar paid by Rhode Islanders—and its immense social and 

economic importance, ensuring that these resources are deployed efficiently and effectively 

is a matter of paramount public interest. In Rhode Island’s state fiscal year (SFY) 2027 

enacted budget, Medicaid represents state government’s single largest programmatic 

investment, representing $5.25 billion in total spending and $1.87 billion in state general 

revenues in SFY 2027. For comparison, total spending on elementary and secondary 

education was $3.66 billion across all sources of revenue in SFY 2024.1 

Contents of this Report 

This report relies on a variety of data sources. Its primary federal sources are datasets 

compiled by the federal Medicaid and CHIP Payment and Access Commission (MACPAC) 

and baseline budget collections from the federal Centers for Medicare & Medicaid Services 

Budget and Expenditure System. Independent enrollment and multi-state eligibility surveys 

are integrated from the Kaiser Family Foundation (KFF) to establish standardized national 

comparison parameters. For historical tracking within the Ocean State, data is primarily 

from the Rhode Island Executive Office of Health and Human Services (RI EOHHS) Annual 

Medicaid Expenditure Reports.  

Throughout this report, RIPEC uses the most recent data available from each source at the 

time of publication. While this results in some variation in the time periods covered by 

 
1 K-12 public education expenditures comprise $2.06 billion in state and federal budget appropriations and roughly $1.64 
billion in local municipal contributions funded primarily through property taxes. State general revenue funding alone 
totaled $1.71 billion for Elementary and Secondary Education in SFY 2027, compared with $1.87 billion in state general 
revenue funding for Medicaid. R.I. House Fiscal Advisory Staff, FY 2027 Enacted Budget: Summary Tables; Medicaid as 
Enacted: FY 2027; RIPEC calculations. 

https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Summary%20Tables.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Medicaid.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Medicaid.pdf
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individual analyses, it provides the most current and comprehensive picture possible of 

Rhode Island's Medicaid system.  

Health policy, national economic data, and state accounting mechanisms operate on three 

distinct timelines:  

• State Fiscal Year (SFY): Runs from July 1 through June 30. This timeline is utilized for 

Rhode Island’s budget, enrollment group expenditures, delivery system distributions 

(Managed Care vs. Fee-for-Service), and state agency financial reports.2  

• Federal Fiscal Year (FY): Runs from October 1 through September 30. This period is 

used when analyzing macro-level national averages, Congressional Budget Office 

(CBO) projections, federal outlays, and comparative multi-state tables compiled by 

the Centers for Medicare & Medicaid Services and MACPAC.3  

• Calendar Year (CY): Runs from January 1 through December 31. This timeline is 

applied exclusively to broader demographic, economic, and health system indicators, 

including U.S. Census Bureau population estimates, statewide uninsured rates, 

independent national state health scorecards, and Consumer Price Index (CPI) price 

inflation tracking.4 

This report explores the return on Rhode Island's large investment in Medicaid through 

seven sections, in addition to this introduction:  

• Section II: Establishes federal rules governing Medicaid, including mandatory 

coverage rules, managed care networks, and how the federal government shares 

program costs with states. 

• Section III: Details how Rhode Island operates Medicaid, highlighting its state-

specific eligibility rules, optional health services, and internal budget management. 

• Section IV: Compares Rhode Island's Medicaid spending to other states across three 

measures: per enrollee, per state resident, and relative to state personal income. 

• Section V: Details state expenditures over a five-year period by delivery systems, 

provider types, and enrollment groups. It also analyzes program appropriations 

authorized for state fiscal years 2025 through 2027. 

 
2 R.I. OMB, Budget Primer: Fiscal Years.  
3 Congressional Budget Office, Glossary of the Congressional Budget Office Terms Used in Budget Law; Centers for 
Medicare and Medicaid Services, Justification of Estimates for Appropriations Committee; MACPAC, MACStats. 
4 U.S. Census, American Community Survey 1-Year Data: 2005-2024; U.S. Bureau of Labor Statistics, Consumer Price Index; 
Kaiser Family Foundation, Key Facts about the Uninsured Population, June 2026; The Commonwealth Fund, 2025 
Scorecard on State Health System Performance, June 2025.  

https://omb.ri.gov/budget-office/budget-primer-section-2
https://budgetcounsel.com/lexicon-2/a-glossary-of-the-congressional-budget-office/
https://www.cms.gov/files/document/fy-2027-justification-estimates-appropriations-committees.pdf
https://www.macpac.gov/macstats/
https://www.census.gov/data/developers/data-sets/acs-1year.html
https://www.bls.gov/cpi/tables/relative-importance/weight-update-information-2023.htm
https://www.kff.org/uninsured/key-facts-about-the-uninsured-population/
https://www.commonwealthfund.org/publications/scorecard/2025/jun/2025-scorecard-state-health-system-performance
https://www.commonwealthfund.org/publications/scorecard/2025/jun/2025-scorecard-state-health-system-performance
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• Section VI: Synthesizes official state forecasts, federal agency projections, and 

national research models to project future enrollment changes and spending shifts 

under updated federal requirements. 

• Section VII: Evaluates Rhode Island’s Medicaid program performance and care 

delivery. 

• Section VIII: Provides comments and recommendations for policymakers.  
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II. Medicaid 101 

 

Established in 1965 under Title XIX of the Social Security Act, Medicaid is a joint federal and 

state entitlement program that offers health coverage to low-income families and 

individuals. The federal government establishes overarching rules, guidelines, and 

minimum standards, while individual states design and administer their own distinct 

programs within those parameters.5 Nationally, Medicaid functions as the largest single 

public source of health coverage, insuring 74.3 million low-income individuals as of March 

2026. By way of comparison, the federal Medicare program, which provides health insurance 

primarily for adults age 65 and older, covers 70.2 million beneficiaries.6 

Federal Baseline Mandates vs. State Flexibility 

Medicaid’s federal-state partnership allows for significant variation across the country in 

terms of who is covered, what services are provided, and how care is delivered.7 

Mandatory vs. Optional Coverage 

To qualify for federal matching dollars, all participating states must provide Medicaid 

coverage to specific baseline populations. States are required to provide coverage to pregnant 

individuals and infants with incomes up to at least 133 percent of the Federal Poverty Level 

(FPL)—up to $43,890 for a family of three.8 States also must cover low-income parents or 

caretaker relatives, although mandatory minimum income thresholds vary by state. For 

seniors and individuals with disabilities, states must automatically extend full Medicaid to 

those covered under the federal Supplemental Security Income program, which provides 

cash assistance to those with little income or resources.9   

The federal government generally provides states with broad authority to expand their 

baseline eligibility parameters. States can choose to elevate their income ceilings for children 

and pregnant individuals far above the federal 133 percent floor, with many states 

establishing ceilings anywhere from 200 to over 300 percent of FPL (equal to $66,000 at 200 

percent and $99,000 at 300 percent for a family of four).10 

 
5 Centers for Medicare and Medicaid Services, Program History and Prior Initiatives. 
6 Kaiser Family Foundation, Medicaid/Chip Montahly Enrollment Tracker; Center for Medicare and Medicaid Services, 
Medicare Monthly Enrollment.  
7 Centers for Medicare and Medicaid Services, Program History and Prior Initiatives. 
8 U.S. Department of Health and Human Services, Poverty Guidelines, 2026.  
9 Kaiser Family Foundation, Medicaid 101, October 2025. 
10 Ibid; U.S. Department of Health and Human Services, Poverty Guidelines, 2026. For some individuals who exceed 
traditional categorical income caps—particularly seniors and persons with severe long-term medical needs—states can 
choose to operate a "Medically Needy" program. This option allows applicants to qualify for Medicaid by spending down 
their excess household income on out-of-pocket medical expenses until their remaining net income matches a state-

https://www.medicaid.gov/about-us/program-history
https://www.kff.org/medicaid/medicaid-enrollment-tracker/
https://data.cms.gov/summary-statistics-on-beneficiary-enrollment/medicare-and-medicaid-reports/medicare-monthly-enrollment
https://www.medicaid.gov/about-us/program-history
https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines
https://www.kff.org/medicaid/health-policy-101-medicaid/
https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines


 

Page 9 of 52 
 

Affordable Care Act 

Passed in 2010, the Affordable Care Act (ACA) fundamentally reshaped the federal-state 

Medicaid partnership by offering states an option to significantly expand their Medicaid 

coverage to include nearly all non-elderly adults with incomes up to 138 percent of the FPL 

($22,025 for an individual).11 To incentivize adoption and offset state costs, the federal 

government established a permanent, enhanced 90 percent matching rate for this expansion 

population, meaning participating states would be required to only assume 10 percent of 

expenditures for this group. There are currently 40 states and the District of Columbia with 

expanded coverage and ten states without such coverage.12 

H.R. 1  

Enacted on July 4, 2025, H.R. 1—the One Big Beautiful Bill Act—mandated significant 

statutory restrictions and requirements, primarily targeting the expansion population under 

the ACA.13 Effective January 1, 2027, able-bodied adults ages 19–64 must perform and 

document at least 80 hours per month of community engagement activities—such as paid 

employment, work training programs, or community service—to preserve their Medicaid 

coverage.14 Furthermore, the law doubles the statutory frequency of eligibility 

redeterminations—from every 12 months to every six months—for this population.15 For 

enrollees earning between 100 percent FPL and 138 percent FPL (between $15,960 and 

$22,025 for an individual), H.R. 1 also mandates that states implement cost-sharing 

beginning October 1, 2028, enforcing copayments up to $35 for all services except 

prescription drugs, primary care, and rural health.16 

Federal Provider Tax Limits 

Beyond enrollee eligibility rules, H.R. 1 introduces major financing restrictions by 

restructuring federal provider tax caps, creating significant budget impacts across the 

 
defined maintenance ceiling. For populations whose eligibility relies on traditional asset limits, such as the aged, blind, and 
disabled individuals, states maintain the flexibility to alter or eliminate resource constraints to prevent residents from being 
forced to liquidate personal savings to secure coverage. Centers for Medicare and Medicaid Services, Eligibility Policy.  
11 While the expanded coverage for these adults was originally designed as mandatory, a 2012 U.S. Supreme Court ruling 
made the provision optional for states. This ruling resulted in a divide between states that opted to cover the expansion 
population and those that rejected expanded coverage. Kaiser Family Foundation, Medicaid 101, October 2025. 
12 Kaiser Family Foundation, Medicaid 101, October 2025. 
13 Center for Health Care Strategies, A Summary of Federal Medicaid Work Requirements, June 2026.  
14 Center for Medicare and Medicaid Services, Interim Final Rule: Medicaid Program: Community Engagement 
Requirements for Certain Individuals.  
15 To enforce these guidelines, states must conduct look-back reviews at application and perform data-matching checks at 
each six-month renewal period to verify compliance or confirm a valid medical frailty or caregiving exemption. Kaiser 
Family Foundation, How Has Projected Medicaid Spending and Enrollment Changed Since Passage of the 2025 
Reconciliation Law?, July 2026.  
16 Center for Health Care Strategies, A Summary of Federal Medicaid Work Requirements, June 2026; U.S. Department of 
Health and Human Services, Poverty Guidelines, 2026. 

https://www.medicaid.gov/medicaid/eligibility-policy
https://www.kff.org/medicaid/health-policy-101-medicaid/
https://www.kff.org/medicaid/health-policy-101-medicaid/
https://www.chcs.org/resource/a-summary-of-national-medicaid-work-requirements/
https://www.medicaid.gov/medicaid/managed-care/guidance
https://www.medicaid.gov/medicaid/managed-care/guidance
https://www.kff.org/medicaid/how-has-projected-medicaid-spending-and-enrollment-changed-since-passage-of-the-2025-reconciliation-law/?fbclid=IwY2xjawTCKE5leHRuA2FlbQIxMABicmlkETEyNUVuTkNDNXN3NFR0Y3Jsc3J0YwZhcHBfaWQQMjIyMDM5MTc4ODIwMDg5MgABHvDbYhqZ6uXF7HFxXRsQOX7ucx1-JnvjLMC6RXZ4YdNIl_e_QdVlOSEVYQV7_aem_FVJBA2-3b7XDo81pXLVz1Q
https://www.kff.org/medicaid/how-has-projected-medicaid-spending-and-enrollment-changed-since-passage-of-the-2025-reconciliation-law/?fbclid=IwY2xjawTCKE5leHRuA2FlbQIxMABicmlkETEyNUVuTkNDNXN3NFR0Y3Jsc3J0YwZhcHBfaWQQMjIyMDM5MTc4ODIwMDg5MgABHvDbYhqZ6uXF7HFxXRsQOX7ucx1-JnvjLMC6RXZ4YdNIl_e_QdVlOSEVYQV7_aem_FVJBA2-3b7XDo81pXLVz1Q
https://www.chcs.org/resource/a-summary-of-national-medicaid-work-requirements/
https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines
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country. Nearly all states utilize provider taxes—assessments levied on hospitals, nursing 

homes, or health plans—to generate state-share revenues and federal matching funds for 

Disproportionate Share Hospital (DSH) payments and supplemental reimbursement rates 

for providers. Under H.R. 1, the maximum allowable threshold for these taxes is phased down 

from 6.0 percent to 3.5 percent for Medicaid expansion states. This statutory restriction 

limits states’ capacity to finance safety-net payments that compensate hospitals for 

uncompensated care and low Medicaid reimbursement rates.17 

For states that rely heavily on provider taxes, like Rhode Island, this federal phase-down 

presents a direct fiscal challenge. Rhode Island sets its annual Hospital Licensing Fee at a 

6.0 percent rate to generate state general revenues available to match  federal funds for state 

hospital supplemental revenue pools and federal allocations. When the federal threshold 

drops to 5.5 percent on October 1, 2027, Rhode Island faces an immediate projected revenue 

reduction of $12.2 million in state fiscal year 2028, growing to a cumulative revenue loss of 

$91.3 million by state fiscal year 2032.18 

Mandatory and Optional Services 

Federal rules also dictate a standard set of mandatory benefits that every state Medicaid 

program must cover, including inpatient and outpatient hospital services, physician 

services, laboratory and X-ray services, family planning, and basic pediatric care. States are 

allowed to expand coverage to include a range of federally recognized optional services, such 

as prescription drug coverage, adult dental care, vision services, physical therapy, and 

various long-term care service models.19 Additional flexibility is afforded to states through 

Section 1115 of the Social Security Act which authorizes the federal government to approve 

state demonstration waivers. These waivers allow states to pilot innovative care delivery 

frameworks, alter eligibility guidelines, cap specific enrollments, or test alternative financial 

and cost-containment models.20 All 50 states have elected to cover key optional benefits like 

prescription drugs, and 46 states currently operate active Section 1115 demonstration waivers 

to customize program operations and finance specific delivery models.21 

 
17 Provider taxes must be broad-based and uniform. Under federal safe harbor rules, states were historically allowed to tax 
up to 6.0 percent of a provider's net patient revenue to generate the non-federal share of Medicaid spending, which in turn 
claims matching federal dollars without tapping standard state income or sales taxes. H.R. 1 freezes tax rates for non-
expansion states and incrementally lowers this safe harbor cap for expansion states down to 3.5 percent by FFY 2032, 
significantly restricting state revenue generation. Beginning October 1, 2027, the allowable limit drops to 5.5 percent and 
ratchets down by 0.5 percentage points annually through federal fiscal year 2032. Kaiser Family Foundation, 
Implementation Dates for 2025 Budget Reconciliation Law; Kaiser Family Foundation, 5 Key Facts About Medicaid and 
Provider Taxes, December 2025.  
18 R.I. House Fiscal Advisory Staff, Medicaid as Enacted: FY 2027.  
19 Kaiser Family Foundation, Medicaid 101, October 2025. 
20 Centers for Medicare and Medicaid Services, Improved Review and Approval Process for Section 1115 Medicaid 
Demonstration Projects, February 2012.  
21 Kaiser Family Foundation, Medicaid Waiver Tracker: Approved and Pending Section 1115 Waivers by State, July 2026.  

https://www.kff.org/medicaid/implementation-dates-for-2025-budget-reconciliation-law/
https://www.kff.org/medicaid/5-key-facts-about-medicaid-and-provider-taxes/
https://www.kff.org/medicaid/5-key-facts-about-medicaid-and-provider-taxes/
https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Medicaid.pdf
https://www.kff.org/medicaid/health-policy-101-medicaid/
https://www.cms.gov/newsroom/fact-sheets/improved-review-and-approval-process-section-1115-medicaid-demonstration-projects
https://www.cms.gov/newsroom/fact-sheets/improved-review-and-approval-process-section-1115-medicaid-demonstration-projects
https://www.kff.org/medicaid/medicaid-waiver-tracker-approved-and-pending-section-1115-waivers-by-state/
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Program Financing and Federal Matching Parameters 

Medicaid operates under an open-ended financing system in which the federal government 

guarantees a share of state expenditures equal to the state’s Federal Medical Assistance 

Percentage (FMAP). State FMAPs are calculated annually by the federal government using 

that state's per capita income, with a 50 percent floor and an 83 percent cap.22 Wealthier 

states sit at the 50 percent federal matching floor—meaning they must expend a full state 

dollar for every federal dollar received to support their programs. Lower-income states 

receive larger shares up to 83 percent.23  

Beyond the standard FMAP, Congress applies enhanced matching rates to incentivize 

specific state policies or provide economic support to states. States implementing the ACA 

adult expansion receive a 90 percent enhanced FMAP for expenditures for that population.24 

Historically, Congress also has utilized temporary matching adjustments to provide fiscal 

relief to states during economic or public health crises. Most recently, the federal 

government offered a temporary 6.2 percentage point FMAP enhancement under the 

Families First Coronavirus Response Act of 2020. To qualify, states were subject to a 

continuous enrollment provision, which prohibited disenrolling any Medicaid beneficiary 

involuntarily for the duration of the public health emergency, regardless of eligibility.25 

Delivery Systems: Managed Care vs. Fee-for-Service 

States generally utilize two models to deliver Medicaid benefits to enrollees: Fee-for-Service 

(FFS) or Managed Care.  

States currently deliver benefits primarily through private Managed Care Organizations 

(MCOs). Under managed care, the state pays private contractors a fixed rate per member, 

per month—a system known as a capitated payment—to deliver comprehensive care 

 
22 Kaiser Family Foundation, Medicaid Financing: The Basics, March 2026.  
23 Kaiser Family Foundation, Federal Medical Assistance Percentage: FY 2027. Exceptions to standard matching formulas 
include the Children's Health Insurance Program, which is reimbursed at an enhanced rate calculated by reducing the 
state's regular matching share by thirty percent to typically yield a fifteen percentage point increase in federal contributions. 
Similarly, states opting to cover uninsured individuals diagnosed with breast or cervical cancer through optional pathways 
receive this same enhanced matching rate. Eligible clinical services provided to American Indians or Alaska Natives through 
a tribal or Indian Health Service facility bypass state-share requirements completely with a one hundred percent federal 
match. Family planning services and supplies receive a permanent ninety percent federal match to encourage clinical 
coverage. Finally, administrative matches range from a fifty percent baseline up to seventy-five percent for state fraud 
control units and clinical survey operations, or ninety percent for designing approved Medicaid claims and data systems, 
which drops to seventy-five percent once operational. MACPAC, Matching Rates, December 2020; CHIP financing, 
February 2018; Federal Match Rate Exceptions; Federal Match Rates for Medicaid Administrative Activities.   
24.The ACA also streamlined enrollment by eliminating historical categorical requirements and asset/resource tests for the 
expansion population. Kaiser Family Foundation, Status of State Medicaid Expansion Decisions, May 2026. 
25 MACPAC, Federal Matching Assistance Percentages and Enhanced Federal Medical Assistance Percentages by State: FY 
2023-2026. 

https://www.kff.org/medicaid/medicaid-financing-the-basics/
https://www.kff.org/medicaid/state-indicator/federal-matching-rate-and-multiplier/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.macpac.gov/subtopic/matching-rates/
https://www.macpac.gov/subtopic/financing/
https://www.macpac.gov/federal-match-rate-exceptions/
https://www.macpac.gov/federal-match-rates-for-medicaid-administrative-activities/
https://www.kff.org/medicaid/status-of-state-medicaid-expansion-decisions/
https://www.macpac.gov/wp-content/uploads/2026/01/EXHIBIT-6.-Federal-Medical-Assistance-Percentages-and-Enhanced-Federal-Medical-Assistance-Percentages-by-State-FYs-2023%E2%80%932026.pdf
https://www.macpac.gov/wp-content/uploads/2026/01/EXHIBIT-6.-Federal-Medical-Assistance-Percentages-and-Enhanced-Federal-Medical-Assistance-Percentages-by-State-FYs-2023%E2%80%932026.pdf
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networks, shifting financial risk from the state to private insurers.26 This arrangement gives 

MCOs flexibility to coordinate care but also shields from disclosure provider reimbursement 

rates under proprietary commercial privacy guidelines.27  

Alternatively, under the FFS model, providers are reimbursed by the state for each individual 

service rendered according to a public fee schedule. FFS is generally used to pay for services 

provided to high-acuity populations who require complex, specialized care that is typically 

excluded from commercial health insurance, such as institutional long-term services, 

psychiatric placements, or developmental disability networks.28  

Provider Reimbursement Rates 

Reimbursement rates paid to those providing healthcare services are fundamental to 

maintaining a reliable network of doctors and other providers, and economically strong 

healthcare systems. Across the healthcare systems nationally, provider payments operate on 

a tiered arrangement: Medicaid rates generally trail Medicare rates, which in turn trail rates 

paid by private commercial insurance. 

This payment gap is well-documented. National data from MACPAC and the Urban Institute 

shows that Medicaid rates for doctors average just 71 to 75 percent of Medicare rates for basic 

services and are lower for routine office visits.29 A similar gap exists in hospital care, where 

Medicaid payments trail far behind Medicare, and Medicare rates trail commercial 

insurance rates.30 Congressional Budget Office (CBO) data shows that commercial rates for 

doctor services average 129 percent of Medicare payments, and are higher for specialized 

medical procedures.31 

This tier system of rates affects provider behavior and patient access. Because Medicaid often 

fails to cover the full cost of care, some providers limit how many low-income patients they 

treat.32 Nearly all (96 percent) of doctors nationwide accepted new privately insured patients 

 
26 Nationally, capitated payments to comprehensive MCOs represent approximately 50 percent of all Medicaid spending. 
Kaiser Family Foundation, Distribution of Medicaid Spending by Service: FY 2024.  
27 This commercial privacy is standard practice both nationally and in Rhode Island. C. Pope, Reining in Managed Care, 
Manhattan Institute, May 2026.  
28 Kaiser Family Foundation, Medicaid Financing: The Basics. 
29 MACPAC, Evaluating the Effects of Medicaid Payment Changes on Access to Physician Services, January 2025; L. Skopec 
at al., “Updated Medicaid to Medicare Fee Index: Medicaid Physician Fees Still Lab Behind Medicare Physician Fees,” Health 
Affairs, May 2025.  
30 MACPAC, Themes from Hospital Payment Index Technical Expert Panel, September 2024.  
31 Congressional Budget Office, The Prices that Commercial Health Insurers and Medicare Pay for Hospitals’ and 
Physicians’ Services, January 2022; S. McMorrow et al., “Commercial Health Insurance Markups over Medicare Prices for 
Physician Services Vary Widely by Specialty,” Urban Institute, October 2021; M. Chernew et al., “Wide State-Level Variation 
In Commercial Health Care Prices Suggests Uneven Impact of Price Regulation,” Health Affairs, May 2020.  
32 A. Elam et al., “Disparities in Medicaid and Medicare Physician Reimbursements,” National Library of Medicine, June 
2025.  

https://www.kff.org/medicaid/state-indicator/distribution-of-medicaid-spending-by-service/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://media4.manhattan-institute.org/wp-content/uploads/reining-in-medicaid-managed-care.pdf
https://www.kff.org/medicaid/medicaid-financing-the-basics/
https://www.macpac.gov/publication/evaluating-the-effects-of-medicaid-payment-changes-on-access-to-physician-services-2/
https://www.healthaffairs.org/doi/10.1377/hlthaff.2024.01530
https://www.macpac.gov/publication/themes-from-hospital-payment-index-technical-expert-panel/
https://www.cbo.gov/publication/57422
https://www.cbo.gov/publication/57422
https://www.urban.org/sites/default/files/publication/104945/commercial-health-insurance-markups-over-medicare-prices-for-physician-services-vary-widely-by-specialty.pdf
https://www.urban.org/sites/default/files/publication/104945/commercial-health-insurance-markups-over-medicare-prices-for-physician-services-vary-widely-by-specialty.pdf
https://www.healthaffairs.org/doi/10.1377/hlthaff.2019.01377
https://www.healthaffairs.org/doi/10.1377/hlthaff.2019.01377
https://pmc.ncbi.nlm.nih.gov/articles/PMC12176135/
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in 2021 and 88 percent accepted Medicare, while the acceptance rate for new Medicaid 

patients was 74 percent.33  

Budgeting, Cost Trends, and Medical Inflation 

Budgeting and Cost Trends 

Because Medicaid operates as a legal entitlement, states cannot abruptly cap or limit 

program expenditures. Instead, states are required to set expenditure projections based on 

utilization of services and medical inflation.34  

Under a managed care model, the state pays private insurance companies a fixed monthly 

fee per person—called a "per-member per-month" payment—to cover all of a patient's 

healthcare needs.35  These rates are calculated by tracking "trend factors," which measure 

how much the actual price of medical services is rising and how often patients are visiting 

providers.36 Federal rules require these trend factors to be based on the experience of Rhode 

Island’s Medicaid population, ensuring the calculations match local needs.37 Federal law 

requires these rates to be certified as "actuarially sound"—meaning capitation payments 

must be projected to cover reasonable, necessary, and attainable clinical costs and 

administrative expenses for the covered population. While these actuarial standards ensure 

rates reflect historical utilization patterns and medical cost inflation, state policymakers 

retain flexibility to manage program growth through benefit design, value-based payment 

models, and efficiency targets built into rate assumptions.38 

Medical Inflation 

The cost trend factors that drive automatic increases to Medicaid spending are rooted in 

medical inflation, which has historically outpaced general inflation. Between CY 2000 and 

CY 2024, the cost of medical care rose by 121.3 percent, compared to an 86.1 percent increase 

for all consumer goods and services over the same period.39 Nationwide, this systemic 

upward pressure is driven by a combination of clinical demands and operational 

inefficiencies. 

 
33 MACPAC, Physician Acceptance of New Medicaid Patients: Findings from the National Electronic Health Records Survey, 
June 2021.  
34 Kaiser Family Foundation, Medicaid Financing: The Basics, March 2026.  
35 MACPAC, Setting Per Capita Caps: Significant differences between current methods and those anticipated under 
financing reforms, March 2017.  
36 Trend factors consist of two components: unit cost trends (price changes for individual services) and utilization trends 
(shifts in the frequency or clinical intensity of service use). MACPAC, Medicaid Managed Care Capitation Rate Setting, 
March 2022.  
37 Centers for Medicare and Medicaid Services, Medicaid and CHIP Managed Care Final Rule.  
38 N. Jasemi, “The Art and Science of Medicaid Budget Forecasting,” National Association of Medicaid Directors, April 2026.  
39 Medical care includes including clinical services, insurance, drugs, and medical equipment. S. Rakshit et al., “How does 
medical inflation compare to inflation in the rest of the economy?,” Peterson-KFF, August 2024.  

https://www.macpac.gov/wp-content/uploads/2021/06/Physician-Acceptance-of-New-Medicaid-Patients-Findings-from-the-National-Electronic-Health-Records-Survey.pdf
https://www.kff.org/medicaid/medicaid-financing-the-basics/
https://www.macpac.gov/wp-content/uploads/2017/03/Setting-Per-Capita-Caps.pdf
https://www.macpac.gov/wp-content/uploads/2017/03/Setting-Per-Capita-Caps.pdf
https://www.macpac.gov/wp-content/uploads/2022/03/Managed-care-capitation-issue-brief.pdf
https://www.medicaid.gov/Medicaid/downloads/managed-care-final-rule-rate-setting.pdf#:~:text=Trend.%20%E2%80%A2%20438.5(d)%3A%20Each%20trend%20must%20be,and%20historical%20experience%20is%20an%20important%20consideration.
https://medicaiddirectors.org/resource/the-art-and-science-of-medicaid-budget-forecasting/
https://www.healthsystemtracker.org/brief/how-does-medical-inflation-compare-to-inflation-in-the-rest-of-the-economy/
https://www.healthsystemtracker.org/brief/how-does-medical-inflation-compare-to-inflation-in-the-rest-of-the-economy/
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Clinical Pressures 

An aging population and the continued adoption of new medical technologies are key 

drivers of rising healthcare spending.40 Older populations face a higher prevalence of 

chronic diseases, which account for 90 percent of all domestic medical costs.41  

New medical technologies, like sophisticated diagnostic imaging and robotic surgery 

systems, almost universally increase spending.42 These technologies rarely replace older, 

cheaper tools entirely, but instead expand clinical options and increase the overall intensity 

of care.43  Because health insurance largely insulates patients and doctors from the cost of 

these tools, there is little resistance to using more expensive, incrementally advanced tools.44 

The prescription drug market also creates a rapidly growing pressure on healthcare spending 

as it shifts from lower-cost generic pills toward  higher-cost specialty drugs grown from living 

cells.45 While these specialty medications accounted for only about two percent of all 

prescriptions filled in 2024, they represented over 50 percent of total net spending on 

prescription drugs. This trend has accelerated due to the widespread adoption of high-cost 

and high-demand therapeutics, such as GLP-1 weight-loss and diabetes medications. In 

addition, drug manufacturers strategically use secondary patents to extend market 

monopolies, which delay cheaper generic competition.46 The structural impact of these 

high-cost therapeutics is magnified in public safety net programs, where overall cost 

expansion is driven by price per prescription rather than utilization.47 

Operational Overhead and Transactional Friction 

The administrative overhead built into America's fragmented healthcare system accounts 

for 15 to 30 percent of all medical spending—or over $250 billion annually—and require 

 
40 Kaiser Family Foundation, 10 Things to Know about Medicare Advantage Dual-Eligible Special Needs Plans, February 
2024.  
41 Center for Disease Control, Fast Facts: Health and Economic Costs of Chronic Conditions, May 2026.  
42 R. Narita, “Consumption of Health Care Services in the United States: The Impact of Health Insurance,” Journal of Risk 
and Financial Management, April 2023.  
43 A. Newhouse, “New Technologies Driving Health Care and Prescription Drug Costs,” International Foundation of 
Employee Benefit Plans, May 2026.  
44 R. Narita, “Consumption of Health Care Services in the United States: The Impact of Health Insurance,” Journal of Risk 
and Financial Management, April 2023;  
45 Congressional Budget Office, Prescription Drugs: Spending, Use, and Prices, January 2022.  
46 J. Cubanski and T. Neuman, “Medicare Spending on Ozempic and Other GLP-1s is Skyrocketing,” Kaiser Family 
Foundation, March 2024; IMAK, Overpatented, Overpriced: Enbrel, October 2020.  
47 Net Medicaid outpatient drug spending after rebates expanded by 46 percent between FFY 2019 and FFY 2024—from $31 
billion to $46 billion. During this same period, total prescription volume remained virtually flat, increasing by just two 
percent, while average net spending per prescription jumped 42 percent. While statutory drug rebates offset more than 
half of gross Medicaid pharmacy costs, state budgets and managed care plans must maintain immediate cash-flow capacity 
to cover high upfront list prices. This fiscal pressure is expected to grow as ultra-specialized cell and gene therapies enter 
the market with prices exceeding $1 million per individual treatment course. MACPAC, High Cost Drugs and the Medicaid 
Program, February 2024; Kaiser Family Foundation, Recent Trends in Medicaid Outpatient Prescription Drugs and 
Spending, March 2026.   

https://www.kff.org/medicare/10-things-to-know-about-medicare-advantage-dual-eligible-special-needs-plans-d-snps/
https://www.cdc.gov/chronic-disease/data-research/facts-stats/index.html
https://www.mdpi.com/1911-8074/16/5/277
https://blog.ifebp.org/new-technologies-driving-health-care-and-prescription-drug-costs/
https://www.mdpi.com/1911-8074/16/5/277
https://www.cbo.gov/publication/57050
https://www.kff.org/health-costs/medicare-spending-on-ozempic-and-other-glp-1s-is-skyrocketing/
https://www.i-mak.org/wp-content/uploads/2020/10/i-mak.enbrel.report-REVISED-2020-10-06.pdf
https://www.macpac.gov/wp-content/uploads/2024/02/Policy-in-Brief-High-Cost-Drugs-FINAL-2.pdf
https://www.macpac.gov/wp-content/uploads/2024/02/Policy-in-Brief-High-Cost-Drugs-FINAL-2.pdf
https://www.kff.org/medicaid/recent-trends-in-medicaid-outpatient-prescription-drugs-and-spending/
https://www.kff.org/medicaid/recent-trends-in-medicaid-outpatient-prescription-drugs-and-spending/
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providers to demand higher reimbursement rates from both public and private payers.48 

Administrative costs are rising faster than general inflation due to the growing pressure on 

hospitals and physicians to increase back-office staffing to handle a multitude of different 

insurance contracts, complex billing codes, and extensive prior authorization rules.49 

Federal Program Integrity Rules, High-Risk Fraud, and Audit Exposure 

Alongside structural statutory changes under H.R. 1, federal oversight of state Medicaid 

program integrity has escalated significantly. Driven by recent executive orders and federal 

administrative directives, the federal government is deploying aggressive audit frameworks 

targeting improper payments, state-directed payment structures, and high-risk provider 

categories. According to official federal payment error data, the national Medicaid improper 

payment rate stands at 6.1 percent, representing $37.39 billion in federal outlays. Federal 

regulators report that 77.2 percent of these improper payments stem from insufficient 

clinical and billing documentation or missing administrative records rather than intentional 

criminal fraud.50 

Recent federal and state oversight reviews illustrate the significant financial exposure 

confronting state Medicaid programs when compliance standards fail. In Minnesota, joint 

federal and state audits into non-traditional Medicaid waiver programs—including housing 

stabilization and home-based care—uncovered widespread billing irregularities, prompting 

federal regulators to issue payment deferrals totaling $350 million in federal matching funds 

and mandate emergency revalidations for thousands of state providers under threat of 

further funding withholdings.51 Simultaneously, a national audit by the Department of 

Health and Human Services Office of Inspector General revealed that state Medicaid 

agencies issued over $207.5 million in unallowable monthly capitation payments to managed 

care organizations on behalf of deceased beneficiaries due to delays in cross-referencing 

state enrollment rosters against the Social Security Administration’s Death Master File.52 

 

 
48 Health Affairs, The Role of Administrative Waste in Excess US Health Spending, October 2022; D. Gilson, “The Big 
Administrative Costs Behind Americans’ Medical Bills,” Insights by Stanford Business, November 2022.  
49 N. Sahni, “Perceptions of Prior Authorization Burden and Solutions,” Health Affairs Scholar, August 2024. 
50 Centers for Medicare and Medicaid Services, 2025 Medicaid & CHIP Supplemental Improper Payment Data, January 
2026; Fiscal Year 2025 Improper Payments Fact Sheet, January 2026.  
51 Kaiser Family Foundation, What to Know About Recent Federal Actions Involving State Medicaid Program Integrity, June 
2026; Georgetown Center for Children and Families, CMS Quietly Releases Medicaid State Improper Payment Rates for 
2025: How Did Minnesota Do?, January 2026.  
52 U.S. Department of Health and Human Services, Medicaid Agencies Made Millions in Unallowable Capitation Payments 
to Managed Care Organizations on Behalf of Deceased Enrollees, December 2025.  

https://www.healthaffairs.org/content/briefs/role-administrative-waste-excess-us-health-spending
https://www.gsb.stanford.edu/insights/chart-shows-big-admin-costs-behind-americans-medical-bills
https://www.gsb.stanford.edu/insights/chart-shows-big-admin-costs-behind-americans-medical-bills
https://pdfs.semanticscholar.org/aeb2/47413ccd0ee3543c8264fc90958c468f0f5e.pdf
https://www.cms.gov/files/document/2025-medicaid-chip-supplemental-improper-payment-data.pdf
https://www.cms.gov/newsroom/fact-sheets/fiscal-year-2025-improper-payments-fact-sheet
https://www.kff.org/medicaid/what-to-know-about-recent-federal-actions-involving-state-medicaid-program-integrity/
https://ccf.georgetown.edu/2026/01/30/cms-quietly-releases-medicaid-state-improper-payment-rates-for-2025-how-did-minnesota-do/
https://ccf.georgetown.edu/2026/01/30/cms-quietly-releases-medicaid-state-improper-payment-rates-for-2025-how-did-minnesota-do/
https://oig.hhs.gov/reports/all/2025/medicaid-agencies-made-millions-in-unallowable-capitation-payments-to-managed-care-organizations-on-behalf-of-deceased-enrollees/
https://oig.hhs.gov/reports/all/2025/medicaid-agencies-made-millions-in-unallowable-capitation-payments-to-managed-care-organizations-on-behalf-of-deceased-enrollees/
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III. The Rhode Island Medicaid Program 

 

Program Structure 

While federal rules set baseline requirements, Rhode Island operates its entire Medicaid 

program under a single, flexible framework called the Section 1115 Comprehensive 

Demonstration Waiver. First approved in 2009, the state has broad authority to design local 

care networks, adjust eligibility rules, and prioritize home-based care over nursing homes.53 

Rhode Island is also enabled to fund health-related social needs, such as housing 

stabilization for the unhoused.54 

Population Coverage 

The eligibility rules for Rhode Island’s Medicaid program are well beyond standard federal 

minimum requirements, resulting in a relatively large population of covered individuals. 

According to federal tracking, 28.5 percent of Rhode Island’s population was covered by 

Medicaid in CY 2024, placing it well above of the nation (23.7 percent).55 Rhode Island 

ranked tenth among states in proportion of those covered by Medicaid, and had the highest 

proportion in the region, outpacing Connecticut (25.6 percent) and Massachusetts (23.5 

percent), as depicted in Figure 1.56 While 

all three southern New England states 

operate expanded Medicaid programs 

under similar income eligibility 

baselines, Rhode Island’s higher coverage 

rate is driven in part by a higher state 

poverty rate (12.2 percent) relative to 

Connecticut (10.2 percent), 

Massachusetts (9.7 percent), and the 

national average (11.5 percent).57 

Eligibility Expansions 

Rhode Island’s relatively high level of 

Medicaid coverage is driven by policies 

 
53  R.I. EOHHS, 1115 Demonstration Waiver Extension Request Addendum, May 2024. 
54 Rhode Island is currently awaiting federal approval for proposed waiver expansions to cover medically tailored nutrition 
services and healthcare supports for individuals transitioning out of incarceration. Ibid. 
55 Center for Medicare and Medicaid Services, Percentage of the Population Enrolled in Medicaid or CHIP: CY 2024.  
56 Ibid. 
57 U.S. Census, ACS 1-Year Estimates: 2024.  

https://eohhs.ri.gov/reference-center/medicaid-state-plan-and-1115-waiver/waiver-extension
https://www.medicaid.gov/state-overviews/scorecard/measure/Percentage-of-Population-Enrolled-in-Medicaid-or-CHIP?dataAvailabilities=%5B%221%22%5D&measure=EE.9&dataset=2025&measureView=state&dataView=pointInTime&chart=map&timePeriods=%5B%222024%22%5D
https://www.census.gov/programs-surveys/acs/data.html
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that expand eligibility for specific populations above federal mandatory coverages. 

Low-Income Adults  

Rhode Island fully participates in the Affordable Care Act (ACA) adult expansion, extending 

comprehensive health coverage to non-elderly adults earning up to 138 percent of the federal 

poverty level (FPL). Rhode Island is one of 40 states and the District of Columbia that has 

opted for ACA expansion. In the remaining 10 states, low-income, non-disabled adults 

without dependent children are excluded from Medicaid coverage.58 

Children and Families 

Rhode Island significantly exceeds the federal minimum income level of 133 percent of FPL 

for children, covering children up to 261 percent FPL—$86,130 per year for a family of four. 

Rhode Island similarly covers pregnant individuals up to 253 percent FPL, which translates 

to $83,490 per year for a family of four.59 Rhode Island’s income eligibility cutoff for children's 

Medicaid sits near the national median for expansion states, with 21 states offering higher 

income limits. However, Rhode Island’s baseline children’s coverage is free for families with 

higher incomes, unlike some other New England states. For example, Massachusetts families 

with income above 150 percent FPL are charged a monthly premium.60 

Elders and Adults with Disabilities  

For aged, blind, and disabled populations, Rhode Island provides direct baseline coverage 

up to 100 percent FPL ($15,960 annually for a single individual).61 This standard places Rhode 

Island among the majority of states, with 28 states setting their threshold at or above 100 

percent FPL, while the remaining 22 states peg their baseline eligibility to the lower federal 

Supplemental Security Income benefit level, or roughly 75 to 80 percent of the poverty level 

($11,928 annually for a single individual). Like Rhode Island, Massachusetts, Maine, 

Vermont, and New Hampshire maintain a 100 percent limit, while Connecticut is slightly 

higher at 106 percent.62 

For seniors requiring long-term care services, Rhode Island extends its income threshold to 

300 percent of the SSI Federal Benefit Rate, or $35,784 annually in CY 2026. 41 other states 

 
58 Kaiser Family Foundation, Status of State Medicaid Expansion Decisions, May 2026; U.S. Department of Health and 
Human Services, 2026 Poverty Guidelines Computations.  
59 Ibid; R.I. EOHHS, Federal Poverty Level Guidelines and Eligibility Information.  
60 Massachusetts limits baseline children’s Medicaid Standard eligibility to 150% FPL for ages 1–18 (200% for infants) under 
MassHealth guidelines before utilizing separate, sliding-scale premium billing family groups up to higher CHIP brackets. 
Massachusetts HHS, 2026 MassHealth Income Standards and Federal Poverty Guidelines, March 2026.  
61 R.I. EOHHS, Federal Poverty Level Guidelines and Eligibility Information.  
62 Kaiser Family Foundation, Medicaid Eligibility for SSI Enrollees and Optional Seniors & People with Disabilities Up to 
100% FPL, 2026.  

https://www.kff.org/medicaid/status-of-state-medicaid-expansion-decisions/
https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines/prior-hhs-poverty-guidelines-federal-register-references/2026-poverty-guidelines-computations
https://eohhs.ri.gov/consumer/federal-poverty-level-and-eligibility-information
https://www.mass.gov/doc/2026-masshealth-income-standards-and-federal-poverty-guidelines-0/download
https://eohhs.ri.gov/consumer/federal-poverty-level-and-eligibility-information
https://www.kff.org/medicaid/state-indicator/medicaid-eligibility-through-the-aged-blind-disabled-pathway/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/medicaid-eligibility-through-the-aged-blind-disabled-pathway/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
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and the District of Columbia use the same threshold for long-term care eligibility, including 

every other New England state.63 

Optional Services 

Like 39 other states and the District of Columbia, Rhode Island utilizes federal flexibility to 

cover optional adult Medicaid benefits, including adult dental, optometry, and physical 

therapy. While 36 states cover adult physical therapy and 42 states cover adult vision, Rhode 

Island is one of a smaller number of roughly 20 states to provide a comprehensive adult 

dental package without strict annual caps. Rhode Island is one of only 19 states and the 

District of Columbia to pair this wide range of optional benefits with expanded income 

eligibility thresholds and higher asset limits. Because cost containment in Medicaid typically 

involves trade-offs between who is eligible and what services are covered, maintaining 

expansive standards across both eligibility and benefits simultaneously creates a 

compounding framework that elevates Rhode Island’s baseline Medicaid expenditures.64 

Primary, Vision, and Specialized Clinical Interventions 

Adult Dental and Eyecare 

Adult dental and vision benefits are optional under federal Medicaid requirements. While 

47 states provide some level of adult dental coverage, Rhode Island provides comprehensive 

care with no annual spending caps—contrasting with more than 15 states that restrict 

coverage to emergency services or extractions. Similarly, while 42 states offer some vision 

coverage, Rhode Island provides comprehensive routine care, including diagnostic 

optometry and eyeglasses, whereas roughly 20 states either do not cover the physical cost of 

eyeglasses or limit services to medical emergencies.65 

Chiropractic Services 

Rhode Island covers chiropractic care and alternative physical therapy to manage chronic 

pain. Chiropractic care is offered by less than half of states (23), while adult physical therapy 

is more broadly reimbursed across 42 states.66 

 
63 While standard federal regulations enforce a $2,000 countable asset cap for non-MAGI enrollees, Rhode Island’s 
threshold is twice as high ($4,000). MACPAC, Eligibility for long-term services and supports, March 2022; A. Anderson et 
al., “Medicaid Asset Limits and Enrollment Among Older Adults and People with Disabilities,” Health Affairs, June 2026.  
64 Kaiser Family Foundation, Medicaid & CHIP; MACPAC, Mandatory and Option Benefits; National Conference of State 
Legislatures, The Medicaid Puzzle: Piecing Together Policies for a Balanced Budget, January 2026; L. Dubay, C. O’Brien, 
and J. Holahan, “The Impact of Lowering Federal Matching Commitment to Medicaid in 10 States and the District of 
Columbia,” Urban Institute, May 2025.  
65 Kaiser Family Foundation, Medicaid & CHIP: Practitioner Services.  
66 Kaiser Family Foundation, Chiropractor Services; Physical Therapy Services; MACPAC, Federal Requirements and State 
Options: Benefits.  Unlike states that cap physical therapy at 15 to 30 visits per year or limit care to short-term post-acute 

https://www.macpac.gov/subtopic/eligibility-for-long-term-services-and-supports/
https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2025.01437
https://www.kff.org/state-category/medicaid-chip/medicaid-benefits/
https://www.macpac.gov/subtopic/mandatory-and-optional-benefits/
https://www.ncsl.org/health/the-medicaid-puzzle-piecing-together-policies-for-a-balanced-budget
https://www.urban.org/sites/default/files/2025-05/The-Impact-of-Lowering-Federal-Matching-Commitments-to-Medicaid-in-10%20States-and-the-District-of-Columbia.pdf
https://www.urban.org/sites/default/files/2025-05/The-Impact-of-Lowering-Federal-Matching-Commitments-to-Medicaid-in-10%20States-and-the-District-of-Columbia.pdf
https://www.kff.org/state-category/medicaid-chip/medicaid-benefits/
https://www.kff.org/medicaid/state-indicator/chiropractor-services/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/physical-therapy-services/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.macpac.gov/publication/federal-requirements-and-state-options-benefits/
https://www.macpac.gov/publication/federal-requirements-and-state-options-benefits/
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Comprehensive Prescription Drug Coverage 

While classified as an optional benefit under federal rules, every state has chosen to include 

a prescription drug benefit for standard enrollees. To manage the fiscal pressure of rising 

pharmaceutical costs, Rhode Island—like nearly all states—utilizes administrative 

mechanisms that require patients to try lower-cost generic or preferred alternatives before 

the state covers higher-cost brand medications.67 

Maternal and Home-Based Support Systems 

Maternal Supports  

Rhode Island has structured a permanent network of maternal health benefits within its 

Medicaid program. The state provides twelve months of continuous postpartum coverage, a 

standard that is nearly universal, with 48 states and Washington, D.C. implementing this 

same coverage. Rhode Island's program also integrates community-based maternal 

supports, including home-visiting programs and peer-recovery support for mental health. 

The state also covers non-clinical support services, such as home-delivered meals for new 

mothers returning from the hospital. This comprehensive package also covers certified doula 

services—aligning Rhode Island with 25 other states.68  

Home and Community-Based Services  

Rhode Island has some of the nation's most expansive eligibility and benefit parameters for 

home and community-based services.69 While Medicaid long-term care defaults to 

institutional nursing facility placement under standard federal rules, Rhode Island operates  

a home care structure, which  guarantees immediate, open-ended access to personal care 

attendants, home modifications, and adult day care for any resident who meets clinical 

criteria.70 In contrast, most states (41) control home-care spending by capping waiver 

enrollment, resulting in over 600,000 individuals on waiting lists nationwide.71 

 
recovery, Rhode Island permits ongoing medically necessary physical therapy for chronic pain management under 
physician oversight. R.I. EOHHS, R.I. Medicaid Provider Reference Manual: Chiropractor, November 2024.  
67 MACPAC, June 2026 Report to Congress on Medicaid and CHIP, June 2026; Prescription Drugs.  
68 The state's Medicaid plan covers labor and delivery support alongside multiple prenatal and postpartum visits 
throughout the first twelve months following childbirth. Kaiser Family Foundation, Medicaid Postpartum Coverage 
Extension Tracker; July 2026; A. Hasan, “State Trends in Medicaid Coverage of Doula Services,” National Academy for State 
Health Care Policy, April 2026; A. Chen, “State of the States: Efforts to Expand Access to Doula Care in Medicaid and Private 
Insurance,” Birthing Advocacy, November 2024.  
69 R.I. EOHHS, Medicaid State Plan and 1115 Waiver. 
70 Ibid; Kaiser Family Foundation, Number of People Waiting for Medicaid Home Care, 2025. 
71 Kaiser Family Foundation, A Look at Waiting Lists for Medicaid Home-and Community-Based Services from 2016 to 
2024, October 2024. Other expansion states routinely ration care and leave populations facing massive queues, such as 
North Carolina with over 18,000 individuals waiting an average of 9.5 years, Illinois with 16,500 individuals waiting nearly 
four years, and Virginia with over 12,000 individuals facing a five-year wait. Special Needs Trust, Medicaid DD Waiver 
Waitlists by State, 2026.  

https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2024-11/018%20Chiropractor%20Provider%20Manual.pdf
https://www.macpac.gov/publication/june-2026-report-to-congress-on-medicaid-and-chip/
https://www.macpac.gov/topic/prescription-drugs/
https://www.kff.org/medicaid/medicaid-postpartum-coverage-extension-tracker/
https://www.kff.org/medicaid/medicaid-postpartum-coverage-extension-tracker/
https://www.kff.org/medicaid/medicaid-postpartum-coverage-extension-tracker/
https://www.badoulatrainings.org/blog/state-of-the-states-efforts-to-expand-access-to-doula-care-in-medicaid-and-private-insurance#:~:text=Rhode%20Island%20is%20the%20only%20state%20thus,made%20into%20permanent%20Medicaid%20coverage%20for%20doulas
https://www.badoulatrainings.org/blog/state-of-the-states-efforts-to-expand-access-to-doula-care-in-medicaid-and-private-insurance#:~:text=Rhode%20Island%20is%20the%20only%20state%20thus,made%20into%20permanent%20Medicaid%20coverage%20for%20doulas
https://eohhs.ri.gov/reference-center/medicaid-state-plan-and-1115-waiver
https://www.kff.org/medicaid/state-indicator/number-of-people-waiting-for-hcbs-by-target-population-and-whether-states-screen-for-eligibility/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/a-look-at-waiting-lists-for-medicaid-home-and-community-based-services-from-2016-to-2024/
https://www.kff.org/medicaid/a-look-at-waiting-lists-for-medicaid-home-and-community-based-services-from-2016-to-2024/
https://specialneedstrustbystate.com/medicaid-waiver-waitlists/
https://specialneedstrustbystate.com/medicaid-waiver-waitlists/
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Integrated Behavioral Health and Substance Use 

Mental Health  

Under federal law, inpatient psychiatric treatment for adults in facilities with more than 16 

beds is banned under the Institutions for Mental Diseases exclusion.72 Rhode Island was 

among the first states to secure a federal Institutions for Mental Diseases waiver, which 

allows the of use Medicaid dollars to fund inpatient psychiatric stays, residential mental 

health centers, and crisis stabilization units.73 

Alcohol and Substance Use Disorder Counseling 

Rhode Island was one of the first states to bypass standard Medicaid limitations to build a 

comprehensive, multi-tiered substance use disorder treatment network. Rhode Island 

covers the entire continuum of care recognized by the American Society of Addiction 

Medicine, including residential detoxification, intensive outpatient counseling, peer 

recovery specialists, and universal access to Medication-Assisted Treatment.74 

While 38 states—including Rhode Island and all five other New England states—cover 

residential substance use treatment through federal Section 1115 waivers, Rhode Island 

maintains a less restrictive model than most. Of these 38 states, 28 enforce strict cost-

containment measures, such as hard annual day caps or per-admission limits, to constrain 

state expenditures. Rhode Island is one of only ten states nationally that avoids these rigid 

day limits on residential care.75 By contrast, neighboring Maine has a seven-day limit per 

admission on intensive inpatient residential services, and other New England states also 

maintain length-of-stay controls.76  

Rhode Island provides unrestricted, statewide Medicaid coverage for peer recovery 

specialists as an independent benefit. In comparison, other New England states have 

traditionally limited peer-recovery reimbursement to specialized waiver programs, bundled 

residential rates, or specific behavioral health subpopulations rather than offering broad, 

standalone Medicaid coverage across all care settings.77 

 

 
72 U.S. Social Security Administration, Social Security Act § 1905(a)(B). 
73 R.I. EOHHS, Medicaid State Plan and 1115 Waiver. 
74 Ibid; Substance Abuse and Mental Health Services Administration, Medicaid Coverage of Medications to Reverse Opioid 
Overdose and Treat Alcohol and Opioid Use Disorders. 
75 Kaiser Family Foundation, A Look at 1115 Waiver Evaluations for Medicaid Payment to Institutions of Mental Disease for 
Substance Use Disorders, July 2026.  
76 Kaiser Family Foundation, Medicaid Behavioral Health Services, Medically Monitored Intensive Inpatient Services.  
77 E. Webb, “Peer Support Specialists Are the Fastest-Growing Behavioral Health Workforce. The Fight Now Is Over Who 
Pays for them, and How Much?,” Acuity, June 2026; Connecticut General Assembly, An Act Concerning Peer Support 
Services Under the Medicaid Program, February 2026.  

https://www.ssa.gov/OP_Home/ssact/title19/1905.htm
https://eohhs.ri.gov/reference-center/medicaid-state-plan-and-1115-waiver
https://library.samhsa.gov/product/medicaid-coverage-medications-reverse-opioid-overdose-treat-alcohol-opioid-use-disorders/pep22-06-01-009
https://library.samhsa.gov/product/medicaid-coverage-medications-reverse-opioid-overdose-treat-alcohol-opioid-use-disorders/pep22-06-01-009
https://www.kff.org/medicaid/a-look-at-1115-waiver-evaluations-for-medicaid-payments-to-institutions-of-mental-disease-imd-for-substance-use-disorder/
https://www.kff.org/medicaid/a-look-at-1115-waiver-evaluations-for-medicaid-payments-to-institutions-of-mental-disease-imd-for-substance-use-disorder/
https://www.kff.org/state-health-policy-data/state-indicator/medicaid-behavioral-health-services-asam-level-3-7-medically-monitored-intensive-inpatient-services/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://acuity.news/regulation/peer-support-specialist-medicaid-reimbursement-2026/
https://acuity.news/regulation/peer-support-specialist-medicaid-reimbursement-2026/
https://www.cga.ct.gov/2026/fc/pdf/2026HB-05480-R000425-FC.PDF
https://www.cga.ct.gov/2026/fc/pdf/2026HB-05480-R000425-FC.PDF
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Health-Related Social Needs  

Rhode Island is one of only 13 states nationwide to cover health-related social needs, 

integrating non-clinical interventions into the state's Medicaid program.78 While most state 

programs limit Medicaid billing to clinical settings, Rhode Island provides coverage for 

housing stabilization and environmental remediation, and nutrition services, and is seeking 

federal approval to provide coverage for justice-involved pre-release support.79 

Housing Stabilization and Environmental Remediation 

Rhode Island covers non-traditional housing stabilization services for enrollees with high 

medical utilization, individuals experiencing homelessness, and those at risk of 

displacement. This includes funding for pre-tenancy navigation, move-in assistance, 

landlord mediation, and environmental remediation—such as asthma-trigger mitigation 

and home lead abatement.80 Rhode Island is one of 13 states to provide this type of housing 

and environmental remediation services under Medicaid.81 

Nutrition Services  

Rhode Island provides coverage for nutrition interventions tailored to chronic conditions 

like type 2 diabetes and cardiovascular disease. This includes reimbursement for medically 

tailored meals, specialized grocery provisions, and nutrition counseling. Nationally, Rhode 

Island is one of nine states that have approval to route federal Medicaid funds directly into 

health-related social needs for nutritional food security.82  

Justice-Involved Pre-Release Support  

While federal law bars Medicaid coverage for incarcerated individuals, Rhode Island, along 

with roughly 20 other states, is seeking to bypass this rule.83 Under its proposed framework, 

the state aims to provide continuous, targeted Medicaid services for a designated period 

prior to an individual's scheduled release from incarceration. This transition window is 

designed to fund full physical and behavioral health care coordination and direct connection 

to community-based clinical networks to suppress post-release morbidity.84 

 
78 Kaiser Family Foundation, Section 1115 Medicaid Waiver Watch: A Closer Look at Recent Approvals to Address Health-
Related Social Needs, March 2024.  
79 R.I. EOHHS, Medicaid State Plan and 1115 Waiver. 
80 R.I. EOHHS, Medicaid State Plan and 1115 Waiver. 
81 Housing Solutions Lab, Related Interventions, March 2024.  
82 Center for Medicare and Medicaid Services, Section 1115 Demonstrations; Kaiser Family Foundation, Medicaid 1115 Waiver 
Watch: Round-up of Key Themes at the End of the Biden Administration, January 2025; E. Hanson et al., “The evolution 
and scope of Medicaid Section 1115 demonstrations to address nutrition: a US survey,” Health Affairs Scholar, February 2025.  
83 The Health and Reentry Project, Medicaid 1115 Reentry Waivers. 
84 Center for Medicare and Medicaid Services, Section 1115 Demonstrations.; R.I. EOHHS, Medicaid State Plan and 1115 
Waiver. 

https://www.kff.org/medicaid/section-1115-medicaid-waiver-watch-a-closer-look-at-recent-approvals-to-address-health-related-social-needs-hrsn/
https://www.kff.org/medicaid/section-1115-medicaid-waiver-watch-a-closer-look-at-recent-approvals-to-address-health-related-social-needs-hrsn/
https://eohhs.ri.gov/reference-center/medicaid-state-plan-and-1115-waiver
https://eohhs.ri.gov/reference-center/medicaid-state-plan-and-1115-waiver
https://www.localhousingsolutions.org/lab/notes/states-leverage-medicaid-waivers-to-support-housing-related-interventions/
https://www.medicaid.gov/medicaid/section-1115-demonstrations
https://www.kff.org/medicaid/medicaid-1115-waiver-watch-round-up-of-key-themes-at-the-end-of-the-biden-administration/
https://www.kff.org/medicaid/medicaid-1115-waiver-watch-round-up-of-key-themes-at-the-end-of-the-biden-administration/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10986195/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10986195/
https://healthandreentryproject.org/medicaid-waivers/#:~:text=These%20waivers%20allow%20Medicaid%20to%20cover%20a,to%20reduce%20costs%20for%20prisons%20and%20jails.
https://www.medicaid.gov/medicaid/section-1115-demonstrations
https://eohhs.ri.gov/reference-center/medicaid-state-plan-and-1115-waiver
https://eohhs.ri.gov/reference-center/medicaid-state-plan-and-1115-waiver
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Care Delivery Models: Managed Care vs. Fee-for-Service 

Rhode Island delivers Medicaid benefits through two structural frameworks: managed-care 

organizations (MCOs) and fee-for-service (FFS) networks.85 Under this system, the state 

pays contracted health plans a monthly per-member rate to manage care. About 90 percent 

of all Rhode Island Medicaid beneficiaries were enrolled in managed care in SFY 2024—well 

above the national rate of 78 percent.86 The state segregates its managed care populations 

into specific, waiver-authorized programs across a consolidated set of health plans.87 

Primary Managed Care Plans  

Rhode Island delivers managed care benefits primarily through two dominant health 

plans—Neighborhood Health Plan of Rhode Island and UnitedHealthcare Community 

Plan—which collectively cover approximately 90 percent of the state’s managed care 

beneficiaries.88 A third plan, Tufts Health RITogether, accounts for a smaller footprint of 

roughly 15,000 enrollees. These plans manage core coverage pathways, including RIte Care 

(for low-income children, families, and pregnant individuals) and Rhody Health Partners 

(for eligible non-elderly adults with disabilities and the ACA adult expansion population).89 

Specialized Managed Care Tracks 

Specialized managed care networks supplement the primary plans. Children's dental 

benefits are administered through RIte Smiles (managed by UnitedHealthcare Dental), 

while older adults who meet nursing-home level clinical criteria can voluntarily choose the 

PACE Organization of Rhode Island to integrate Medicare and Medicaid services into a 

comprehensive, community-based care model.90 

Fee-for-Service  

Medicaid beneficiaries who do not meet risk-based managed care criteria—or whose highly 

complex clinical needs require direct state reimbursement—are in the FFS system. These 

beneficiaries include adults with intellectual and developmental disabilities receiving 

community-based residential and employment support. FFS also encompasses children 

with severe chronic conditions, youth placed in institutional or out-of-home residential 

treatment facilities, and low-income adults receiving standalone dental care.91 Additionally, 

 
85 R.I. EOHHS, Medicaid Managed Care Contracts & Policy Guidance.  
86 Kaiser Family Foundation, Total Medicaid MCO Enrollment, 2024.  
87 R.I. EOHHS, Medicaid Managed Care Contracts & Policy Guidance. 
88 Ibid; E. Olsen, “UnitedHealthcare, Neighborhood Health Plan win Rhode Island Medicaid Contracts,” Healthcare Dive, 
July 2024.  
89 R.I. EOHHS, Medicaid Managed Care Contracts & Policy Guidance; Medicaid Through Managed Care.  
90 Ibid. 
91 R.I. EOHHS, Budget Initiatives; R.I. OHIC, Social and human service programs review: Reimbursement Rates, March 
2023. While the state historically placed individuals qualifying for both Medicare and Medicaid in FFS, Rhode Island 

https://eohhs.ri.gov/providers-partners/medicaid-managed-care
https://www.kff.org/medicaid/state-indicator/total-medicaid-mco-enrollment/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://eohhs.ri.gov/providers-partners/medicaid-managed-care
https://www.healthcaredive.com/news/rhode-island-medicaid-managed-care-awards-unitedhealthcare-neighborhood-health-plan/721729/
https://eohhs.ri.gov/providers-partners/medicaid-managed-care
https://staycovered.ri.gov/your-medicaid-benefits/your-medicaid-health-plan
https://eohhs.ri.gov/initiatives/medicaid-initiatives/fy26-budget-initiatives
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2023-03/Social%20and%20Human%20Service%20Programs%20Review%20Report%201.pdf
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FFS encompasses institutional long-term care as well as inpatient and outpatient hospital 

care for non-managed enrollees and state hospital supplemental payments.92 

Rhode Island’s Medicaid Fiscal Governance 

Rhode Island’s Medicaid program represents an enormous financial obligation and the 

largest driver of the state budget, accounting for roughly $5 billion annually in total state and 

federal funding. To manage this large fiscal responsibility while maintaining a balanced 

budget, as required by the state Constitution, Rhode Island mediates its forecasting and 

rate-setting processes through a tightly coordinated executive and legislative framework.93 

Caseload Estimating Conference 

Held each May and November, the Caseload Estimating Conference adopts official state 

consensus projections for Medicaid expenditures and enrollment that serve as the baseline 

for executive and legislative budget development. With respect to Medicaid, the conference 

principals determine enrollment and expenditure projections that serve as the strict 

statutory foundation dictating appropriations.94   

Because federal rules require states to set capitation rates that align with projected costs, any 

upward shifts in medical utilization or healthcare cost trends adopted by the Caseload 

Estimating Conference must be met with adequate funding. This effectively creates a 

spending mandate that state lawmakers must satisfy through general fund appropriations.95 

For example, when the Caseload Estimating Conference convened in May 2026, revised 

projections for medical assistance caseloads and updated cost trends for SFY 2027 required 

the conference principals to adopt a total increase of $61.3 million for Medicaid compared to 

the previous November consensus. This required the state to supply an additional $11.7 

million of general revenues in the SFY 2027 budget to cover the state match.96 

 

 
completed a major structural transition on January 1, 2026, automatically shifting this population into a specialized Fully 
Integrated Dual Eligible Special Needs Plan called INTEGRITY for Duals. However, partial dual-eligibles and enrollees with 
primary, employer-sponsored private health insurance continue to rely on the FFS track to cover secondary co-pays, 
deductibles, and non-commercial benefit gaps. R.I. EOHHS, INTEGRITY for Duals. 
92 Nursing facility care for traditional LTSS enrollees—and managed care stays extending beyond 30 days—are reimbursed 
directly by EOHHS on an FFS per diem basis. R.I. EOHHS, Long Term Care Coverage Guidelines. Statutory supplemental 
payments include Disproportionate Share Hospital (DSH) pools and Upper Payment Limit (UPL) adjustments paid directly 
to hospitals to reimburse uncompensated care and low Medicaid base rates. R.I. EOHHS, Budget Initiatives.  
93 R.I. Gen. Laws § 35-17 
94 The Caseload Estimating Conference consists of three designated statutory principals: the State Budget Officer, the 
House Fiscal Advisor, and the Senate Fiscal Advisor. R.I. OMB, Revenue and Caseload Estimates.  
95 U.S. Code of Federal Regulations, 42 CFR § 438.4 Actuarial soundness. 
96 R.I. OMB, May 2026 Caseload Estimating Conference: Summary.  

https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2025-09/Simplified_MMP_Member_Notice_FINAL.pdf
https://eohhs.ri.gov/providers-partners/provider-manuals-guidelines/medicaid-provider-manual/long-term-care/long-term
https://eohhs.ri.gov/initiatives/medicaid-initiatives/fy26-budget-initiatives
https://webserver.rilegislature.gov/Statutes/TITLE35/35-17/INDEX.HTM
https://omb.ri.gov/budget-office/budget-primer-section-3
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-438/subpart-A/section-438.4
https://omb.ri.gov/sites/g/files/xkgbur751/files/2026-05/May%202026%20CEC%20Report_.pdf
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Rate Setting Authority 

The process of modifying provider fee schedules is distinct from caseload estimating and 

involves the General Assembly, the Executive Office of Health and Human Services 

(EOHHS), and the Office of the Health Insurance Commissioner (OHIC). 

R.I. General Assembly 

Historically, state rate-setting authority resides primarily with EOHHS, which administers 

fee-for-service reimbursement and implements statutory rate adjustments for institutional 

providers like hospitals and nursing facilities.97  

In recent legislative sessions, however, the General Assembly has assumed an increasingly 

direct role in setting Medicaid reimbursement rates through legislation, relying on 

recommendations issued by OHIC.98 While there are annual statutory escalators in some 

reimbursement rates, such as for hospitals and nursing homes, the General Assembly has 

enacted substantial  rate increase packages over consecutive legislative cycles to stabilize the 

healthcare workforce and address provider shortages.99   

OHIC 

Rhode Island handles rate reviews through a model created under state health reform 

legislation in 2004. Housed administratively within the Rhode Island Department of 

Business Regulation (DBR), OHIC originally focused on commercial market oversight. 

However, state law was expanded in 2022 to mandate a biennial, comprehensive review of 

all publicly funded social and human service provider rates.100 

Under this mandate, OHIC conducts market-based cost analyses to evaluate where Medicaid 

reimbursement rate schedules lag costs, and delivers rate recommendations across major 

service categories, including intellectual and developmental disability services, behavioral 

healthcare, children's programs, and home and community-based care.101 OHIC’s findings 

 
97 R.I. House Fiscal Advisory Staff, Medicaid as Enacted: FY 2027. Under state mandates, nursing facility reimbursement 
rates are subject to an annual inflation escalator. By statute, 80 percent of any rate increase generated by this annual index 
must be passed through directly to increase the base wages, benefits, or payroll taxes of direct-care staff, such as Certified 
Nursing Assistants. R.I. Gen. Laws § 40-8-19. A parallel state mandate requires that the state initiate an annual inflation 
increase on the first of July each year for home-care, home nursing care, and hospice providers. This rate adjustment is tied 
to the medical care component of the New England Consumer Price Index. R.I. Gen Laws § 40-8.9-9. 
98 R.I. OHIC, Social and Human Service Programs Review.  
99 Lawmakers also passed a statutory mandate that ties Medicaid reimbursement rates for primary care providers directly 
to 100 percent of equivalent Medicare rates. This action was part of a broader healthcare strategy in the SFY 2026 budget—
a commitment that lawmakers expanded in SFY 2027 by fully funding a $115 million rate-review recommendations from 
OHIC in a single fiscal year, rather than phasing in rate increases over multiple cycles. R.I. House Fiscal Advisory Staff, 
Medicaid as Enacted: FY 2026; R.I. House Fiscal Advisory Staff, Medicaid as Enacted: FY 2027.  
100 R.I. Gen. Laws § 42-14.5-3; R.I. OHIC, 2025 Social and Human Service Programs Review, August 2025. 
101 Ibid. 

https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Medicaid.pdf
https://webserver.rilegislature.gov/Statutes/TITLE40/40-8/40-8-19.htm
https://law.justia.com/codes/rhode-island/title-40/chapter-40-8-9/section-40-8-9-9/
https://ohic.ri.gov/regulatory-review/social-and-human-service-programs-review
https://rilegislature.gov/housefiscalreport/2020/FY%202026%20Budget%20as%20Enacted%20-%20Medicaid%20Report.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Medicaid.pdf
https://webserver.rilegislature.gov/Statutes/TITLE42/42-14.5/42-14.5-3.htm
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2025-08/2025%20Social%20and%20Human%20Service%20Programs%20Review%20Final%20Report%20August%2029%202025.pdf
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and recommendations are advisory, and final rate decisions are made through the legislative 

and executive budget process. In recent legislative cycles, however, lawmakers have relied 

heavily on these independent reviews to inform state budget decisions.102 

Rhode Island has never conducted a unified, comprehensive rate review across all Medicaid 

provider sectors simultaneously. OHIC’s mandate is restricted to only certain healthcare and 

human services, leaving major high-cost medical sectors outside its review framework. The 

biennial review excludes hospitals, nursing facilities, primary and specialist physicians, and 

capitated managed care organization rate negotiations.103  

Out of approximately $1.25 billion in annual fee-for-service Medicaid claims, OHIC’s review 

captures roughly $609 million—or about half of fee-for-service spending—leaving most 

acute medical care services to operate outside of OHIC’s review.104 

Rhode Island Rate Structures in National Perspective 

While Rhode Island has historically maintained broad eligibility and covered a wide range 

of optional benefits relative to many states, its Medicaid reimbursement rates have 

historically been among the lowest in the nation.105 

This disparity was especially wide for physician services. According to multi-state 

evaluations tracked by the Kaiser Family Foundation (KFF), Rhode Island’s baseline 

Medicaid-to-Medicare fee index sat at just 52 percent across all services, and 57 percent for 

primary care. In contrast, states like Alaska and Montana benchmarked their Medicaid rates 

near or above 100 percent of Medicare rates.106 Rhode Island also has historically placed near 

the bottom of the country and significantly below other New England states with respect to 

reimbursement for outpatient behavioral health and psychiatric services.107 

Macroeconomic Cost Drivers and Cost-Containment Initiatives 

Rhode Island’s Medicaid program is not insulated from the broader economy, and the federal 

cost trends used in state budgeting are derived from commercial healthcare costs.108 

 
102 R.I. House Fiscal Advisory Staff, Medicaid as Enacted: FY 2027.  
103 R.I. OHIC, 2025 Social and Human Service Programs Review: Reimbursement Rates, December 2024.  
104 R.I. OHIC, Social and Human Service Programs Review: Independent Rate Model Development, August 2025. 
105 A. Atherly and K. Mortensen, “Medicaid Primary Care Physician Fees and the Use of Preventative Services among 
Medicaid Enrollees,” Health Services Research, March 2014.  
106 Kaiser Family Foundation, Medicaid-to-Medicare Fee Index, 2024; L. Skopec et al., “Updated Medicaid-to-Medicare Fee 
Index: Medicaid Physician Fees Still Lag Behind Medicare Physician Fees,” Health Affairs, May 2025.  
107 M. Moran, “Survey Finds Dramatic Disparities in Reimbursement, Out-of-Network Use,” Psychiatrics News, December 
2017.  
108 N. Jasemi, “The Art and Science of Medicaid Budget Forecasting,” National Association of Medicaid Directors, April 2026; 
Kaiser Family Foundation, Medicaid Financing: The Basics, March 2026.  

https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Medicaid.pdf
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2024-12/2025%20OHIC%20Social%20and%20Human%20Service%20Programs%20Review%20Reimbursement%20Rates.pdf
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2025-08/OHIC%20Social%20and%20Human%20Service%20Programs%20Review-IRM%20Development_0.pdf
https://onlinelibrary.wiley.com/doi/10.1111/1475-6773.12169
https://onlinelibrary.wiley.com/doi/10.1111/1475-6773.12169
https://www.kff.org/medicaid/state-indicator/medicaid-to-medicare-fee-index/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2024.01530
https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2024.01530
https://psychiatryonline.org/doi/full/10.1176/appi.pn.2018.1a8
https://medicaiddirectors.org/resource/the-art-and-science-of-medicaid-budget-forecasting/
https://www.kff.org/medicaid/medicaid-financing-the-basics/
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Health Care Inflation  

For 2026, OHIC approved average commercial premium increases of 21.0 percent for the 

individual market, 17.6 percent for small group plans serving businesses with 50 or fewer 

employees, and 19.3 percent for large group plans serving employers with more than 50 

workers.109 Driven by inflation in healthcare costs, statewide per capita healthcare spending 

grew by 9.1 percent in 2024, totaling $10.25 billion and significantly outpacing the state's 5.1 

percent spending growth target. The state's public sector experienced these cost trends 

acutely. According to OHIC claims data, Rhode Island Medicaid experienced a per capita 

spending increase of 16.3 percent the same year, driven in large part by post-pandemic 

eligibility redeterminations that removed Medicaid enrollees who were not using the 

program from the denominator.110  

Demographics 

Rhode Island’s population is older than the national baseline. Residents aged 65 and older 

represented 19.7 percent of Rhode Island’s population in 2024, compared to 18.0 percent 

nationwide. Conversely, children under 18 accounted for just 18.5 percent of state residents, 

well below the national average of 21.6 percent.111 This older demographic profile drives high 

demand for long-term care services. 

Additionally, Rhode Island senior care costs run well above the national average across 

residential and clinical settings. For instance, a semi-private room in a Rhode Island nursing 

home averages roughly $145,000 annually, well above the national median of $114,975. Aging 

residents often exhaust personal assets and transition onto Medicaid.112  

Pharmaceutical Costs 

The national shift toward high-cost specialized therapeutics is heavily impacting Rhode 

Island’s Medicaid spending increases. An OHIC analysis found that brand-name 

medications comprised just 12 percent of retail prescriptions in the state but represented 81 

percent of total drug spending. The rapid increase in use of GLP-1 medications has increased 

spending pressures. Annual commercial spending on GLP-1s reached $100 million in Rhode 

Island in 2024, while annual list prices for some treatments soared to $16,000 per patient.113 

To address rising costs, the state enacted budget measures restricting Medicaid GLP-1 

 
109 R.I. OHIC, 2026 Commercial Health Insurance Rates Approved with Modifications, September 2025; Requested and 
Approved Summary for 2026 Rates in the Individual, Small Group, and Large Group Markets, September 2025.  
110 OHIC, Health Care Spending and Quality in Rhode Island, 2026.  
111 USA Facts, Population of Rhode Island.  
112 Carescout, Cost of Senior Care Data in Rhode Island, 2026.  
113 R.I. OHIC, High and Increasing Prices Drive Prescription Drug Spending. 

https://ohic.ri.gov/sites/g/files/xkgbur736/files/2025-09/Rate%20Review%20Process%20Press%20Release%20-%20Approved%20Rates%20September%202025%20version%20for%20release.pdf
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2025-09/Final%202026%20Rate%20Review%20All%20Market%20Requested%20and%20Approved%20Summary.pdf
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2025-09/Final%202026%20Rate%20Review%20All%20Market%20Requested%20and%20Approved%20Summary.pdf
https://rhodeislandcurrent.com/wp-content/uploads/2026/05/OHIC-2026-Cost-Trends-Report-Final.pdf
https://usafacts.org/answers/how-many-people-live-in-the-us/state/rhode-island/
https://www.businesswire.com/news/home/20260302310682/en/CareScout-Releases-2025-Cost-of-Care-Data-for-Rhode-Island
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2023-12/Data%20Story%202023-2%20December%202023%20Drug%20Prices.pdf
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coverage to Type 2 diabetes diagnoses, resulting in $20.3 million in total budget savings, 

including $6.3 million in state general revenue savings.114 

However, managed care carriers continue to face significant pharmacy cost trends driven by 

non-discretionary specialty oncology treatments, rare disease cell therapies, and 

autoimmune biologics.115 Because Rhode Island manages most of its pharmacy benefit 

through MCOs rather than a standalone state fee-for-service carve-out, managed care plans 

must continually adjust clinical utilization management and preferred drug lists to absorb 

pharmaceutical cost spikes within statutorily required per-member rates.116 

Deferred Care Cost Increases 

While Rhode Island maintains high overall health coverage levels relative to most states, 

coverage does not automatically guarantee timely care access. High out-of-pocket medical 

costs and limited provider availability contribute to delayed care, with nearly two-thirds of 

Rhode Islanders reporting that they have delayed or skipped necessary medical treatment 

due to cost.117 Deferring care can increase total costs; when timely outpatient treatment is 

deferred and patient conditions can progress to higher clinical severity and result in 

expensive emergency department visits, hospitalizations, and intensive diagnostic imaging 

that inflate state healthcare spending.118 

Cost Containment 

In response to recent spikes in commercial premiums and public healthcare spending, 

lawmakers incorporated new regulatory cost-containment provisions a part of the SFY 2027 

budget.119 Specifically, the General Assembly formally codified the Health Spending 

Accountability and Transparency Program into state law—a framework that had previously 

operated under voluntary executive orders.120 This statutory change converts Rhode Island’s 

5.1 percent healthcare cost growth target into an enforceable benchmark. Under this new 

authority, OHIC can require performance improvement plans for healthcare providers and 

insurers that consistently exceed the cost growth threshold.121 

 
114 R.I. OHIC, GLP-1s are Effective, but can Rhode Islanders Afford Them?; R.I. House Fiscal Advisory Staff, Medicaid as 
Enacted: FY 2027.  
115 Health Management, State Approaches to Managing the Medicaid Pharmacy Benefit, August 2024.  
116 R.I. OHIC, Health Care Spending and Quality in Rhode Island, 2026.  
117 Healthcare Value Hub, Rhode Island: Consumer Healthcare Experience State Survey, 2024.  
118 R.I. OHIC, Health Spending Accountability, Presentation to the Senate Finance Committee, March 2026; Health Care 
Spending and Quality in Rhode Island, 2025.  
119 R.I. Gen. Laws § 42-14.5-3. 
120 R.I. OHIC, Review of State Cost Growth Target Programs, February 2026. 
121 R.I. OHIC, Health Spending Accountability and Transparency Program.  

https://ohic.ri.gov/sites/g/files/xkgbur736/files/2025-04/GLP-1s%202025.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Medicaid.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Medicaid.pdf
https://www.healthmanagement.com/wp-content/uploads/2024-Medicaid-Rx-Survey-Rpt_FINAL.pdf
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2026-05/OHIC%20Cost%20Trends%20Report_Final%2005.18.2026.pdf
https://healthcarevaluehub.org/consumer-healthcare-experience-state-survey/rhode-island/
https://www.rilegislature.gov/Special/comdoc/Senate%20Finance%205212020/Article%2011%20OHIC%20Presentation%20Senate%20Finance%20Committee%20Final.pdf
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2025-05/OHIC%20Cost%20Trends%20Report_final%2005.12.2025.pdf
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2025-05/OHIC%20Cost%20Trends%20Report_final%2005.12.2025.pdf
https://webserver.rilegislature.gov/Statutes/TITLE42/42-14.5/42-14.5-3.htm
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2026-02/OHIC%20Report%20on%20CGT%20Programs%202026%20For%20Public%20Release%20Final.pdf
https://ohic.ri.gov/policy-reform/health-spending-accountability-and-transparency-program
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The SFY 2027 budget also repealed a $4 per-person monthly health assessment fee enacted 

the previous year.122 This reversal resulted in reduced premium costs across commercial and 

managed care plans, while also avoiding legal conflicts with updated federal tax standards 

under H.R. 1.123 

Lastly, to combat the costs associated with insurance approvals, the General Assembly 

approved the Rhode Island Prior Authorization Reform Act of 2025. Operating as a three-

year pilot program through October 1, 2028, this legislation waves prior authorization 

requirements for medically necessary services ordered by in-network primary care 

providers.124 

Program Integrity 

Recent state performance reviews highlight significant operational vulnerabilities in 

managed care enrollment oversight. In March 2024, a performance audit released by the 

Rhode Island Auditor General revealed that the state disbursed an estimated $38.4 million 

in improper capitation payments to managed care organizations between January 2019 and 

December 2021 for individuals who had relocated out of state and enrolled Medicaid 

programs in other states. State general revenues funded approximately $16.5 million (43 

percent) of these unallowable payments. The Auditor General concluded that state internal 

controls failed to identify out-of-state moves in a timely manner, allowing monthly 

capitation payments to continue flowing to managed care plans for two to three years after 

beneficiaries had left Rhode Island.125 

These state-level oversight gaps collide with heightened federal enforcement from CMS. 

Under recent federal directives, including nationwide provider revalidation mandates and 

strict documentation rules,—CMS requires state agencies and contracted managed care 

organizations to tighten administrative compliance. Because nearly 90 percent of Rhode 

Island’s Medicaid beneficiaries are enrolled in managed care plans, EOHHS faces growing 

federal imperatives to accelerate automated enrollment roster matching, expand pre-

payment review protocols for high-risk home and community-based waiver services, and 

enforce rigid clinical recordkeeping standards.126 

In response to these compliance gaps and federal mandates, state leaders have expanded 

administrative capacity within the Executive Office of Health and Human Services to 

strengthen program integrity. Recent state budget enactments authorized $800,000 in 

 
122 R.I. House Fiscal Advisory Staff, Budget as Enacted: FY 2027.  
123 R.I. Department of Revenue, Analysis of H.R.-1 Tax Provisions, January 2026.  
124 R.I. General Assembly, General Assembly approves bill to reduce prior authorization requirements, June 2025.  
125 R.I. Office of the Auditor General, State of Rhode Island Medicaid Capitation Paid for Members Residing in Other States, 
March 2024.  
126 Centers for Medicare and Medicaid Services, Fiscal Year 2025 Improper Payments Fact Sheet, January 2026.  

https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted.pdf
https://dor.ri.gov/revenue-analysis/reports
https://www.rilegislature.gov/pressrelease/_layouts/RIL.PressRelease.ListStructure/Forms/DisplayForm.aspx?List=c8baae31%2D3c10%2D431c%2D8dcd%2D9dbbe21ce3e9&ID=375718&Web=2bab1515%2D0dcc%2D4176%2Da2f8%2D8d4beebdf488
https://www.oag.ri.gov/reports-performance/Medicaid_CapPaid_OtherStates_2024_Summary.pdf
https://www.cms.gov/newsroom/fact-sheets/fiscal-year-2025-improper-payments-fact-sheet
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dedicated operational funding and five full-time equivalent positions within EOHHS’s 

Office of Program Integrity to expand investigative auditor capacity, upgrade analytical 

software, and conduct specialized training. EOHHS has deployed these resources to resume 

automated interstate cross-checks using the federal Public Assistance Reporting 

Information System paired with secondary address validation to identify enrollees receiving 

benefits in other jurisdictions. The agency has also expanded data-mining tools to flag 

unusual billing patterns, increased targeted provider audits, and issued formal corrective 

action plans to recoup overpayments, aiming to generate an estimated $6.9 million in 

enhanced recoveries.127 

 

 

 
127 R.I. EOHHS, The Office of Program Integrity; FY 2026 Budget Overview, Senate Committee on Finance, March 2025.  

https://eohhs.ri.gov/providers-partners/program-integrity
https://www.rilegislature.gov/Special/comdoc/Senate%20Finance%205212020/FY26%20EOHHS%20Senate%20Finance%20Slide%20Deck%20rev.pdf
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IV. Rhode Island Medicaid Expenditures in Comparative Perspective  

 

Comparing Medicaid spending across states is complicated given differences among state 

eligibility ceilings, covered optional services, and federal matching rates. For example, by 

adopting the ACA adult expansion, a state adds a large cohort of low-income enrollees who 

primarily utilize lower-cost care. As a result, the state’s overall Medicaid spending increases, 

but its per enrollee spending decreases. Similarly, expanded eligibility for children lowers 

per enrollee costs since coverage of children is relatively inexpensive. Furthermore, because 

the FMAP is inversely tied to per income levels in a state, wealthier states at the 50 percent 

federal matching floor must expend far more state general revenues to sustain their 

Medicaid programs than less affluent states receiving a 70 to 80 percent federal share. 

A state’s Medicaid spending is also affected by other factors, including demographics and 

the relative cost of healthcare services. Since elderly Medicaid enrollees are relatively high 

cost, a state’s age demographics can have a large impact on Medicaid spending. The number 

of eligible Medicaid enrollees also may be affected by the proportion of low-income 

individuals in a state. If a state’s healthcare costs are relatively high, Medicaid rates typically 

will need to be higher to respond to the local market and provide access to services.  

These features become evident when analyzing Rhode Island’s Medicaid program across 

three measures: per capita, per $1,000 of personal income (reflecting broader economic 

capacity), and per Medicaid enrollee. While Rhode Island’s costs per individual enrollee are 

modest, its expenditures per capita and personal income terms both rank among the highest 

in the country. 

Medicaid Expenditures Per Capita and Per $1,000 of Personal Income 

As depicted in Figure 2, when analyzed on a per capita basis, Rhode Island Medicaid 

spending—including both federal and state dollars—is among the highest in the U.S. Rhode 

Island’s total Medicaid spending per capita reached $3,349 in federal fiscal year (FFY) 2024, 

ranking Rhode Island 12th overall among states and pacing well above the total U.S. per 

capita benchmark of $2,763.128 Among the New England states, Rhode Island’s per capita 

spending on Medicaid was higher than Connecticut and New Hampshire, but lower than 

Maine, Vermont, and Massachusetts.  

Rhode Island’s relatively low FMAP share results in lower federal spending and higher state 

spending on a per capita basis. Rhode Island ranked 13th in federal funding per capita on 

 
128 MACPAC, Medicaid Spending by State, Category, and Source of Funds, February 2026; U.S. Census, State Population 
Totals and Components of Change: 2020-2025.  

https://www.macpac.gov/publication/medicaid-spending-by-state-category-and-source-of-funds/
https://www.census.gov/data/tables/time-series/demo/popest/2020s-state-total.html
https://www.census.gov/data/tables/time-series/demo/popest/2020s-state-total.html
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Medicaid in FFY 2024, and seventh in state spending per capita. Rhode Island’s per capita 

state spending was higher than the U.S. overall and exceeds New Hampshire, Maine, and 

Connecticut in New England.  

 

When evaluating expenditures relative to the state’s capacity to pay, total Medicaid spending 

in Rhode Island (combining state and federal funds) reached $47.42 per $1,000 of personal 

income in FFY 2024. This ranked 12th highest nationally and is well above the national 

average of $37.85. Among New England states, Rhode Island's total Medicaid spending per 

$1,000 of personal income trails only Vermont ($50.53) and Maine ($48.86), while remaining 

significantly higher than Massachusetts ($39.21), Connecticut ($32.33), and New Hampshire 

($22.37). 

Rhode Island’s state-funded Medicaid spending per $1,000 of personal income reached 

$17.87 in FFY 2024, fifth highest among states and well above the national average of $13.49. 

Based on this measure, Rhode Island’s state-funded Medicaid spending ($17.87) exceeded 

every New England state except Vermont ($19.19). In comparison, Connecticut’s state-

funded Medicaid spending was $13.09 per $1,000 of personal income in FFY 2024 and 

Massachusetts was $17.19 per $1,000.129 

 
129 MACPAC, Medicaid Spending by State, Category, and Source of Funds, February 2026; Centers for Medicare and 
Medicaid Services, State Medicaid and Chip Applications, Eligibility Determinations, and Enrollment Data, June 2026; 
RIPEC calculations. 

https://www.macpac.gov/publication/medicaid-spending-by-state-category-and-source-of-funds/
https://data.medicaid.gov/dataset/6165f45b-ca93-5bb5-9d06-db29c692a360
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Medicaid Expenditures Per Enrollee 

Rhode Island’s total expenditures per individual enrollee sits in the middle of states. As 

depicted in Figure 3, in FFY 2024, Rhode Island’s total Medicaid spending per enrollee was 

$11,013, ranking 23rd among states and well below the U.S. average of $12,892.130 Rhode 

Island's total spending per individual enrollee was the second lowest in New England, ahead 

of only Connecticut.131 

 

Given Rhode Island’s relatively low FMAP share, the breakdown of federal and state 

spending presents a somewhat different picture. Rhode Island's federal spending per 

enrollee was well below the national average and ranked 29th. In contrast, Rhode Island’s 

level of state funding per enrollee ranked higher than most states at 16th.132  

 

 

 
130 Ibid. 
131 Geographic neighbors with highly restricted enrollment profiles, such as New Hampshire, record drastically higher per-
enrollee expenditures because their covered cohorts are skewed toward intensive, high-acuity clinical cases. Ibid; R. Euhus 
and J. Mathers, “A Look at Variation in Medicaid Spending Per Enrollee by Group and Across States,” Kaiser Family 
Foundation, October 2025. 
132 Ibid.  

https://www.kff.org/medicaid/a-look-at-variation-in-medicaid-spending-per-enrollee-by-group-and-across-states/
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V. Rhode Island’s Medicaid Expenditure Breakdown 

 

Analytical Framework: Historical Baseline vs. Forward Projections 

To evaluate the fiscal trajectory of Rhode Island’s Medicaid program, this expenditure 

breakdown consists of actual audited expenditures from SFY 2019 to SFY 2024, the most 

recent fiscal year in which actual expenditure reports are available, and forward-looking 

budget appropriations authorized for the period from SFY 2025 to SFY 2027. The SFY 2019–

SFY 2024 timeframe covers a relatively volatile period marked by pandemic-era federal 

continuous enrollment mandates and subsequent eligibility unwinding, beginning in SFY 

2024. Analysis of the trajectory of expenditures through SFY 2027 relies on enacted budget 

appropriations and Caseload Estimating Conference projections, with actual spending to be 

determined through later reporting and audit processes. Since this more recent phase is 

largely after the unwinding of enrollments, program growth is no longer driven by 

pandemic-era enrollment spikes, but rather by state rate enhancements, a growing number 

of medically complex patients, and escalating healthcare costs. 

Medicaid Spending Breakdown: SFY 2019 – SFY 2024 

Total Spending: State vs. Federal Funds 

Driven by federal continuous coverage mandates, Medicaid enrollment in Rhode Island 

expanded by 16 percent from a pre-pandemic baseline of 308,362 enrollees in SFY 2019 to an 

all-time peak of 366,082 in SFY 2023.133 

Marking the beginning of a period of 

extensive eligibility redeterminations, 

average monthly enrollment declined 

by 2.8 percent in SFY 2024 to 347,851 

individuals.134 Figure 4 depicts this 

change in enrollments. 

Despite the drop in enrollment at the 

end of this period, spending growth in 

Rhode Island’s Medicaid program 

remained substantial between SFY 2019 

and SFY 2024. As depicted in Figure 5, 

 
133 R.I. EOHSS, Medicaid Expenditure Report: FY 2024; Medicaid Expenditure Report: FY 2023; Medicaid Expenditure 
Report: FY 2022; Medicaid Expenditure Report: FY 2021; Medicaid Expenditure Report: FY 2020; Medicaid Expenditure 
Report: FY 2019; RIPEC calculations. 
134 Ibid. 

https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2025-09/FY%202024%20-%20RI%20Medicaid%20Expenditure%20Report%20Final.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2024-09/FY%202023%20-%20RI%20Medicaid%20Expenditure%20Report%20FINAL%20%281%29.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2023-11/FY%202022%20-%20RI%20Medicaid%20Expenditure%20Report%20-%20FINAL.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2023-11/FY%202022%20-%20RI%20Medicaid%20Expenditure%20Report%20-%20FINAL.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2022-12/MedExp%20Report%20SFY2021_.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2022-04/MedExp%20Rep%20SFY2020_FINAL.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2021-05/RIMedicaidExpenditureReport_SFY19.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2021-05/RIMedicaidExpenditureReport_SFY19.pdf
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total Medicaid expenditures increased 46 percent for this period, rising by $1.35 billion to 

$4.27 billion with a 7.9 percent average annual growth rate.135 Federal funding drove the 

largest portion of this expansion, growing by 52 percent (or $846.9 million) to reach $2.48 

billion, with an 8.9 percent average annual growth rate. At the same time, state general 

revenue spending on Medicaid increased by 38.5 percent (or $498.6 million) to $1.79 billion, 

with an average annual growth rate of 7.0 percent.136  

 

Shifting federal matching rules created choppy year-to-year changes in spending during this 

five-year period. In SFY 2021, total spending jumped 10.9 percent ($340.0 million) as a result 

of emergency federal aid, which spiked by $370.0 million (20.4 percent) under continuous 

enrollment mandates and the temporary FMAP increase. As the federal share of funding 

increased, state general revenue outlays fell by 2.3 percent in SFY 2021.137 In SFY 2024, as the 

temporary pandemic FMAP increase phased out, state general revenue spending on 

Medicaid spiked by $278.6 million (18.4 percent).138 

Expenditures Through Managed Care vs. Fee-for-Service 

As depicted in Figure 6, most Rhode Island Medicaid enrollees (87.8 percent) are covered 

under managed care plans, with only 12.2 percent of enrollees covered under fee-for-service 

 
135 Ibid. 
136 Ibid. 
137 Ibid. 
138 Ibid. 
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(FFS) in SFY 2024. However, FFS spending accounted for one quarter (24.5 percent) of 

Medicaid spending.139 

 

The higher cost per enrollee under FFS payment model is largely driven by high-acuity 

populations who require complex care. Direct FFS reimbursements are heavily concentrated 

across four major high-cost care models: 

• Long-Term Services and Supports: Custodial nursing home care and extensive 

Home and Community-Based Services. 

• Intellectual and Developmental Disabilities: Intensive residential support and 

day rehabilitative programming. 

• Institutional Psychiatric and Specialized Care: Long-term rehabilitative care and 

forensic psychiatric treatment provided in specialized state facilities. 

• Dual-Eligible Coverage Coordination: For low-income seniors and individuals 

with disabilities who qualify for both programs, Medicare pays for primary doctor 

visits and hospital stays, while Medicaid covers additional extra costs not covered by 

Medicare—including monthly Medicare premiums, copays and deductibles, and 

uncovered long-term care or mental health services.140 

 
139 Between SFY 2019 and SFY 2024, managed care spending escalated by 54.8 percent to $2.92 billion, while FFS spending 
increased more slowly, by 27.3 percent, to $948.1 million. This is primarily due to pandemic-era enrollment rules; because 
federal continuous coverage mandates prohibited disenrollments, the vast majority of the state's volume surge occurred 
within low-acuity cohorts—such as ACA Expansion Adults—who typically receive managed care services. In contrast, the 
FFS system—which primarily anchors stable, high-acuity populations—was not affected by this increase in enrollees. Ibid. 
140 LTSS includes services such as personal care assistance, adult day health programming, and specialized home 
modifications for frail elders and individuals with severe physical disabilities. Services for intellectual and developmental 
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Expenditures by Service Provider Type 

Evaluating outlays by provider type shows that spending remains heavily concentrated in 

Hospital Care and Long-Term Services and Supports, which together represent over half of 

total Medicaid expenditure increases between SFY 2019 and SFY 2024.141 

 

As detailed in Figure 7, provider categories vary significantly in both their spending amounts 

and their growth rate over the five-year period. 

• Long-Term Services and Supports: Medicaid’s largest expenditure category (27.1 

percent of all SFY 2024 expenditures, or $1.16 billion), LTSS spending increased 35.1 

percent over the five-year period.  This $301.2 million increase drove 22.5 percent of 

 
disabilities includes services include non-medical transportation for adults with severe developmental disorders, 
frequently managed via the Department of Behavioral Healthcare, Developmental Disabilities and Hospitals. Institutional 
care includes examples like Eleanor Slater Hospital. R.I. EOHSS, Medicaid Expenditure Report: FY 2024 
141 R.I. EOHSS, Medicaid Expenditure Report: FY 2024; Medicaid Expenditure Report: FY 2023; Medicaid Expenditure 
Report: FY 2022; Medicaid Expenditure Report: FY 2021; Medicaid Expenditure Report: FY 2020; Medicaid Expenditure 
Report: FY 2019; RIPEC calculations. 

https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2025-09/FY%202024%20-%20RI%20Medicaid%20Expenditure%20Report%20Final.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2025-09/FY%202024%20-%20RI%20Medicaid%20Expenditure%20Report%20Final.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2024-09/FY%202023%20-%20RI%20Medicaid%20Expenditure%20Report%20FINAL%20%281%29.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2023-11/FY%202022%20-%20RI%20Medicaid%20Expenditure%20Report%20-%20FINAL.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2023-11/FY%202022%20-%20RI%20Medicaid%20Expenditure%20Report%20-%20FINAL.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2022-12/MedExp%20Report%20SFY2021_.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2022-04/MedExp%20Rep%20SFY2020_FINAL.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2021-05/RIMedicaidExpenditureReport_SFY19.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2021-05/RIMedicaidExpenditureReport_SFY19.pdf
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total budget growth, with spending accelerating in SFY 2024 due to state-mandated 

rate adjustments. 142 

• Hospital Care: The second-largest share of total Medicaid expenditures in SFY 2024 

(26.8 percent, or $1.15 billion), hospital care spending grew 57.3 percent over five 

years. This $417.4 million increase represented the largest nominal growth and 

accounted for 31.1 percent of total Medicaid spending growth. 

• Managed Care Networks: Accounting for 18.4 percent of SFY 2024 spending ($785.1 

million), managed care network spending grew 31.3 percent between SFY 2019 and 

SFY 2024. This $187.1 million increase contributed to 14.0 percent of total Medicaid 

spending growth. 

• Pharmacy Services: Representing 12.4 percent of SFY 2024 spending ($530.0 

million), pharmacy services recorded the fastest relative expansion among clinical 

sectors due to high-cost specialty biologics. This five-year increase of 69.0 percent 

($216.4 million) represented 16.1 percent of total Medicaid spending growth. 

• Private Community Providers: Accounting for 10.2 percent of SFY 2024 spending 

($434.0 million), primary community providers includes developmental disability 

and behavioral health networks. This sector recorded the slowest relative growth 

(23.6 percent, or $83.0 million nominal increase) and contributed just 6.2 percent of 

total Medicaid spending growth between SFY 2019 and SFY 2024. However, federal 

consent decree rate adjustments increased spending at the close of SFY 2024.143 

• Administrative & Infrastructure: Representing 5.1 percent of SFY 2024 Medicaid 

spending ($216.4 million), administrative and infrastructure spending growth was 

driven by IT platform overhauls and compliance tracking. Spending in this category 

surged 184.7 percent, or $140.4 million, representing 10.5 percent of total program 

growth.144 

Expenditures by Enrollment Group 

Medicaid cost increases were heavily concentrated in two enrollment groups: ACA 

expansion adults and elders. Together, these two cohorts accounted for over 70 percent 

($912.0 million) of Medicaid spending increases between SFY 2019 and SFY 2024.145  

 
142 Ibid; R.I. OHIC, Social and Human Service Program Review, 2023; RIPEC calculations. 
143 Ibid; RIPEC calculations. 
144 R.I. EOHSS, Medicaid Expenditure Report: FY 2024; Medicaid Expenditure Report: FY 2023; Medicaid Expenditure 
Report: FY 2022; Medicaid Expenditure Report: FY 2021; Medicaid Expenditure Report: FY 2020; Medicaid Expenditure 
Report: FY 2019; RIPEC calculations. 
145 Ibid; RIPEC calculations. 

https://ohic.ri.gov/regulatory-review/social-and-human-service-programs-review
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2025-09/FY%202024%20-%20RI%20Medicaid%20Expenditure%20Report%20Final.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2024-09/FY%202023%20-%20RI%20Medicaid%20Expenditure%20Report%20FINAL%20%281%29.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2023-11/FY%202022%20-%20RI%20Medicaid%20Expenditure%20Report%20-%20FINAL.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2023-11/FY%202022%20-%20RI%20Medicaid%20Expenditure%20Report%20-%20FINAL.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2022-12/MedExp%20Report%20SFY2021_.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2022-04/MedExp%20Rep%20SFY2020_FINAL.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2021-05/RIMedicaidExpenditureReport_SFY19.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2021-05/RIMedicaidExpenditureReport_SFY19.pdf
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As detailed in Figure 8, enrollee cohorts vary significantly in both their share of the SFY 2024 

spending and their contribution to spending growth between SFY 2019 and SFY 2024.146 

• Elders: Representing the program's largest expenditure category, elders represented 

28.0 percent of SFY 2024 Medicaid spending ($1.09 billion). Expenditures increased 

by $435.0 million since FY 2019 representing about a third (33.6 percent) of total 

Medicaid expenditure increases. Reflecting legislative nursing facility rate increases 

and home care worker wage mandates, total expenditures for elders grew 65.5 percent 

despite a 4.9 percent decrease in average monthly enrollment. 

• ACA Expansion Adults: Accounting for the second-largest share of total 

expenditures, 25.1 percent of SFY 2024 Medicaid expenditures ($975.0 million) were 

attributable to ACA expansion adults. Costs rose by $477.0 million, driving 36.9 

percent of total Medicaid expenditure increases. Funding for this group expanded by 

 
146 These eligibility cohorts are based on the following criteria: Children and Families includes low-income children and 
parents qualifying under traditional income guidelines like RIte Care; Affordable Care Act Expansion Adults covers low-
income adults aged 19 through 64 without dependent children up to 138 percent of the federal poverty level; Adults with 
Disabilities encompasses individuals qualifying under federal or state clinical disability criteria; Elders includes low-
income seniors aged 65 and older, including dual-eligibles who utilize Medicaid to wrap around primary Medicare 
coverage; and Children with Special Healthcare Needs provides specialized care for children under 21 with chronic physical, 
developmental, or behavioral conditions. R.I. EOHHS, RI Medicaid Provider Reference Manual, February 2026.  

https://eohhs.ri.gov/providers-partners/provider-manuals-guidelines/medicaid-provider-manual
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95.8 percent over five years—the fastest growth rate in the program—driven primarily 

by increased use of emergency behavioral health and residential mental health 

services. 

• Children and Families: Representing 22.1 percent of SFY 2024 spending ($858.0 

million), total expenditures on children and families increased by $264.0 million 

(44.4 percent) over five years. This accounted for 20.4 percent of total Medicaid 

expenditure growth. 

• Adults with Disabilities: Accounting for 21.0 percent of SFY 2024 expenditures 

($819.0 million), spending on adults with disabilities increased by $187.0 million (26.9 

percent) between SFY 2019 and SFY 2024. This increase was driven by rate 

adjustments for community residential providers and represented 14.5 percent of 

total Medicaid expenditure growth over the five-year period. 

• Children with Special Healthcare Needs: Representing 4.0 percent of SFY 2024 

spending ($156.0 million), total spending in this category decreased  by $62.0 million 

over five years, a 28.4 percent reduction. This decrease offset overall program growth 

by 4.8 percent.147 

Caseload vs. Spending Disparity 

As detailed in Figure 9, the majority of Rhode Island's Medicaid enrollees generate a 

relatively small share of total spending, while a relatively small number of high-acuity 

enrollees account for more than half of all spending. In SFY 2024, the Children and Families 

and Affordable Care Act (ACA) Expansion Adults cohorts together represented 80 percent 

of all participants (180,960 and 97,440 individuals, respectively) but represented just 47.0 

percent of total spending.148  

High-acuity enrollment groups account for a disproportionate share of financial resources 

relative to enrollment,  and spending for these groups has expanded significantly even as 

enrollments contracted. For instance, in SFY 2024, Elders accounted for just 8.0 percent of 

total Medicaid enrollees (27,840 individuals) but represented 28.0 percent of total Medicaid 

spending ($1.09 billion). The number of individuals enrolled in this cohort fell by 4.9 percent 

between SFY 2019 and SFY 2024, but total spending grew by 65.5 percent over the period, as 

intense long-term care utilization and targeted provider rate increases outpaced enrollment 

declines. Similarly, the Adults with Disabilities cohort represented 8.0 percent of enrollment 

(27,840 individuals) but comprised 21.0 percent of total expenditures ($819.0 million) in SFY 

 
147 Ibid; RIPEC calculations. 
148 Individually, Children and Families represented 52.0 percent of enrollment and 22.0 percent of spending, while ACA 
Expansion Adults represented 28.0 percent of enrollees and 25.0 percent of expenditures. Ibid.  
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2024. From SFY 2019 to SFY 2024, total spending on this cohort rose by 29.6 percent, even as 

the number of enrollees decreased by 10.8 percent.149  

 

Projected Appropriations and Caseloads: SFY 2025–SFY 2027 

Caseloads 

Following the steep enrollment declines of the post-pandemic unwinding, Rhode Island 

Medicaid enrollment has shifted from sharp disenrollments to a more predictable baseline 

trajectory. However, driven by ongoing eligibility redeterminations and the stricter 

documentation requirements under H.R. 1, average monthly caseloads are projected to 

continue contracting moderately.150 

As depicted in Figure 10, the number of Medicaid enrollees in Rhode Island is expected to 

decline between SFY 2025 and SFY 2027.  Rhode Island’s monthly average enrollment of 

302,455 individuals in SFY 2025 is expected to decrease by 1.7 percent to 297,438 in SFY 2026, 

and by another 1.4 percent (293,333 enrollees) in SFY 2027. While this represents a 

 
149 Ibid; RIPEC calculations. 
150 The major eligibility restrictions enacted under H.R. 1 do not take effect during the immediate forecast window. Non-
citizen eligibility parameters do not change until October 1, 2026, while mandatory 80-hour monthly community 
engagement requirements and six-month renewal cycles for expansion adults do not take effect until January 1, 2027. R.I. 
EOHHS, Federal Policy Changes Report: Findings, Options, and Considerations to Become Compliant with Federal 
Changes, October 2025.  

https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2025-10/Federal%20Compliance%20Advisory%20Group%20Report_vFinal_10302025.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2025-10/Federal%20Compliance%20Advisory%20Group%20Report_vFinal_10302025.pdf
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substantial 19.9 percent net 

enrollment reduction from Rhode 

Island’s post-pandemic enrollment 

peak (SFY 2023), the projected 

enrollment for SFY 2027 is also below 

the state's pre-pandemic baseline of 

308,362.151  

Appropriations 

Despite the persistent downward 

trend of enrollments, Medicaid 

program appropriations reflect 

continued expansion in expenditures, 

as per capita cost inflation and state 

provider rate increases more than 

offset enrollment reductions.  

As depicted in Figure 11, total 

Medicaid appropriations are expected 

to grow between SFY 2025 and SFY 

2027, reaching over $5.0 billion 

despite a projected 3.0 percent decline 

in overall monthly caseloads. Between 

SFY 2025 and SFY 2027, total program 

spending is projected to grow by 16.2 

percent (from $4.52 billion to $5.25 

billion), with state general revenue 

funds increasing by 11.2 percent and federal funding increasing by 19.2 percent.152 State 

general revenue spending is estimated to increase to $1.87 billion in SFY 2027.153  

Medicaid and the Rhode Island State Budget 

Medicaid represents the single largest programmatic expenditure in the Rhode Island state 

budget. At $5.25 billion in SFY 2027, total outlays for Medicaid constitute more than one-

third (34.5 percent) of all budget expenditures. Medicaid also represents a very large 

 
151 Because administrative closeouts, ongoing redetermination audits, and mid-year tracking frameworks carry extensive 
lag, SFY 2027 caseload volume is not final and remains subject to ongoing adjustments. R.I. EOHHS, May 2026 Caseload 
Estimating Conference: Medical Assistance Testimony, April 2026.  
152 R.I. House Fiscal Advisory Staff, Medicaid as Enacted: FY 2025; Medicaid as Enacted: FY 2026; Medicaid as Enacted: FY 
2027; RIPEC calculations. 
153 Ibid. 

https://rilegislature.gov/Special/rcc/REC202605/04.27.26_Medicaid%20Testimony_EOHHS_Updated.pdf
https://rilegislature.gov/Special/rcc/REC202605/04.27.26_Medicaid%20Testimony_EOHHS_Updated.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202025%20Budget%20as%20Enacted%20-%20Medicaid.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202026%20Budget%20as%20Enacted%20-%20Medicaid%20Report.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Medicaid.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Medicaid.pdf
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commitment of state general revenues, representing nearly one-third (30.7 percent) of all 

state expenditures at $1.87 billion.154 

Medicaid expenditures also have been growing rapidly, and at rates exceeding overall state 

spending growth. Total Medicaid expenditures grew from $2.93 billion in SFY 2019 to $5.25 

billion in the SFY 2027 enacted budget—an increase of $2.33 billion or 79.6 percent. Over 

this same nine-year period, overall spending in the Rhode Island state budget grew by 62.5 

percent. Consequently, Medicaid has comprised a larger share of the total state budget over 

time, from 29.8 percent in SFY 2019 to 34.5 percent in SFY 2027. 

State general revenue spending on Medicaid has grown significantly faster than overall state 

general revenues—jumping by $571.3 million, or 43.8 percent, from $1.30 billion in SFY 2019 

to $1.87 billion in SFY 2027. Over this same period, total state general revenue expenditures 

expanded at a slower pace (38.9 percent). As a result, Medicaid is accounting for a growing 

share of state general revenue dollars, climbing from 24.3 percent of general revenue 

spending in SFY 2019 to 30.7 percent in SFY 2027.155 

 

 
154 R.I. House Fiscal Advisory Staff, FY 2027 Enacted Budget: Summary Tables; Medicaid as Enacted: FY 2027.  
155 Figures from SFY 2019 to SFY 2024 represent actual audited historical expenditures. Figures from SFY 2025 to SFY 2027 
reflect projected approximations based on the best available consensus evidence and enacted appropriations. R.I. EOHSS, 
Medicaid Expenditure Report: FY 2024; Medicaid Expenditure Report: FY 2023; Medicaid Expenditure Report: FY 2022; 
Medicaid Expenditure Report: FY 2021; Medicaid Expenditure Report: FY 2020; Medicaid Expenditure Report: FY 2019; R.I. 
House Fiscal Advisory Staff, FY 2027 Budget as Enacted: Medicaid; FY 2026 Budget as Enacted: Medicaid; FY 2025 Budget 
as Enacted: Medicaid; RIPEC calculations. 

https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Summary%20Tables.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Medicaid.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2025-09/FY%202024%20-%20RI%20Medicaid%20Expenditure%20Report%20Final.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2024-09/FY%202023%20-%20RI%20Medicaid%20Expenditure%20Report%20FINAL%20%281%29.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2023-11/FY%202022%20-%20RI%20Medicaid%20Expenditure%20Report%20-%20FINAL.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2022-12/MedExp%20Report%20SFY2021_.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2022-04/MedExp%20Rep%20SFY2020_FINAL.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2021-05/RIMedicaidExpenditureReport_SFY19.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Medicaid.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202026%20Budget%20as%20Enacted%20-%20Medicaid%20Report.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202025%20Budget%20as%20Enacted%20-%20Medicaid.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202025%20Budget%20as%20Enacted%20-%20Medicaid.pdf
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VI. Projections & Future Funding Trajectories 

 

Medicaid expenditures in Rhode Island are projected to outpace the broader growth rate of 

state budget spending, capturing an increasing share of state resources. This fiscal trajectory 

is expected to persist despite significant enrollment contractions driven by the new federal 

eligibility restrictions under H.R. 1. This is because these restrictions primarily affect the 

ACA expansion adult cohort, which incurs comparatively lower per-capita healthcare costs 

and is 90 percent federally funded. 

Impact of H.R. 1 and Medicaid Changes 

Eligibility restrictions under H.R. 1 are expected to result in a large drop in Medicaid 

enrollees, with total enrollment losses estimated to range from a near-term decrease of 

between 4.9 and 10.1 million beneficiaries nationally by CY 2028 and a longer-term decline 

of 10 million individuals by CY 2034, according to the Urban Institute, RAND Corporation, 

and joint modeling by the Congressional Budget Office (CBO) and Kaiser Family Foundation 

(KFF).156  

The law's new community engagement and work mandates serve as the primary driver of 

projected enrollment declines, targeting the adult expansion cohort and cutting national 

enrollment by three to seven million individuals by CY 2028 due to these requirements and 

reporting hurdles. Semi-annual renewals are expected to result in an addition reduction of 

between two and 3.1 million enrollees, while stricter verification mechanisms are expected 

to eliminate federal funding for an estimated 500,000 legally present immigrants.157 

Because individuals who lose coverage continue to seek essential care in emergency 

departments and acute settings, modeling by the Urban Institute and CBO projects that 

these coverage losses will significantly expand uncompensated care demand across 

 
156 Urban Institute projects a loss of 4.9 million to 10.1 million expansion enrollees by 2028 depending on state mitigation 
levels. RAND Corporation projects a net decline of 7.6 million enrollees and a $679 billion reduction in state Medicaid 
budgets by CY 2034, matching the upper-limit projection of 10 million fewer covered Americans cited by the CBO. Urban 
Institute, Projected Reductions in Medicaid Expansion Enrollment Under OBBBA’s Work Requirements and Six-Month 
Redeterminations, April 2026; State-Level Impacts of Key Medicaid Provisions in the H.R. 1 Implementation; Kaiser Family 
Foundation, Tracking Implementation of the 2025 Reconciliation Law: Medicaid Work Requirements Data and Policies, 
June 2026; Congressional Budget Office, The Budget and Economic Outlook: 2026 to 2036, February 2026. 
157Between 19 and 37 percent of individuals who work are projected to lose coverage due to challenges in documenting 
compliance. Kaiser Family Foundation, The Impact of H.R. 1 on Two Medicaid Eligibility Rules, September 2025; Urban 
Institute, Projected Reductions in Medicaid Expansion Enrollment Under OBBBA’s Work Requirements and Six-Month 
Redeterminations, April 2026; State-Level Impacts of Key Medicaid Provisions in the H.R. 1 Implementation. 

https://www.urban.org/sites/default/files/2026-04/Executive%20Summary_Projected%20Reductions%20in%20Medicaid%20Expansion%20Enrollment%20Under%20OBBBA%E2%80%99s%20Work%20Requirements%20and%20Six-Month%20Redeterminations.pdf
https://www.urban.org/sites/default/files/2026-04/Executive%20Summary_Projected%20Reductions%20in%20Medicaid%20Expansion%20Enrollment%20Under%20OBBBA%E2%80%99s%20Work%20Requirements%20and%20Six-Month%20Redeterminations.pdf
https://www.rand.org/pubs/research_reports/RRA4098-1-v2.html
https://www.kff.org/medicaid/medicaid-work-requirements-tracker-overview/
https://www.cbo.gov/system/files/2026-02/51301-2026-02-medicaid.pdf
https://www.kff.org/medicaid/the-impact-of-h-r-1-on-two-medicaid-eligibility-rules/
https://www.urban.org/sites/default/files/2026-04/Executive%20Summary_Projected%20Reductions%20in%20Medicaid%20Expansion%20Enrollment%20Under%20OBBBA%E2%80%99s%20Work%20Requirements%20and%20Six-Month%20Redeterminations.pdf
https://www.urban.org/sites/default/files/2026-04/Executive%20Summary_Projected%20Reductions%20in%20Medicaid%20Expansion%20Enrollment%20Under%20OBBBA%E2%80%99s%20Work%20Requirements%20and%20Six-Month%20Redeterminations.pdf
https://www.rand.org/pubs/research_reports/RRA4098-1-v2.html
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providers, adding an estimated $136.3 billion to $204.0 billion in unpaid care costs between 

CY 2025 and CY 2034.158 

Federal Expenditure Projections 

These caseload reductions are projected to slow the growth of federal Medicaid expenditures 

in the short term but have a smaller effect on longer-term growth. As detailed in Figure 12, 

prior to H.R. 1 in January 2025,  federal Medicaid expenditures were expected to climb from 

$790 billion in 2027 to $1,032 billion by FFY 2034, according to CBO projections.  

 

Following the enactment of H.R. 1, cumulative expenditure increases between FFY 2027 and 

FFY 2034 were estimated to be $6,416 billion—a reduction of $852 billion compared to the 

original benchmarks. Under this post-H.R. 1  scenario, annual federal expenditures are 

projected to rise from $726 billion in FFY 2027 to $905 billion by FFY 2034—a total 

expenditure increase of 24.7 percent over seven years.159 After an initial post-implementation 

slowdown in FFY 2029, where spending is anticipated to drop by 1.1 percent, federal 

expenditures are estimated to accelerate and climb to an average annual rate of 3.5 percent.160 

 

 
158 F. Blavin and Michael Simpson, “State-Level Estimates of Health Care Spending and Uncompensated Care Changes 
under the Reconciliation Bill and Expiration of Enhanced Subsidies,” Urban Institute, June 2025. 
159 Ibid. 
160 Federal spending increases are to increase to 3.7 percent, 4.3 percent, and 4.0 percent between FFY 2032 and FFY 2034. 
Ibid. 

Fiscal 

Year

Pre-H.R. 1 

Spending

Growth

Rate

Post-H.R. 1

Spending

Growth

Rate
Variance

2027 790$                — 726$                  — (64)$            

2028 825$                4.4% 746$                  2.8% (79)$            

2029 858$                4.0% 754$                  1.1% (104)$          

2030 891$                 3.9% 777$                  3.1% (114)$           

2031 923$                3.6% 804$                 3.5% (119)$           

2032 956$                3.6% 834$                  3.7% (122)$           

2033 993$                3.9% 870$                  4.3% (123)$           

2034 1,032$              3.9% 905$                  4.0% (127)$           

Total 7,268$             4.4% 6,416$               3.5% (852)$          

Figure 12

Estimated Federal Expenditures on Medicaid Pre-H.R. 1 vs. Post-H.R. 1

FFY 2027 - FFY 2034 ($ Billions)

Source: Congressional Budget Office; RIPEC calculations

https://www.urban.org/sites/default/files/2025-06/State-Level-Estimates-of-Health-Care-Spending-and-Uncompensated-Care-Changes-under-the-Reconciliation-Bill-and-Expiration-of-Enhanced-Subsidies.pdf
https://www.urban.org/sites/default/files/2025-06/State-Level-Estimates-of-Health-Care-Spending-and-Uncompensated-Care-Changes-under-the-Reconciliation-Bill-and-Expiration-of-Enhanced-Subsidies.pdf


 

Page 45 of 52 
 

Projected Enrollment Contraction: Rhode Island 

Rhode Island Medicaid enrollment fell to a monthly average of 297,438 in SFY 2026.161 Rhode 

Island EOHHS forecasts an immediate near-term decrease of 8,787 enrollees by the end of 

SFY 2027, driven by procedural documentation hurdles and reporting issues rather than a 

loss of eligibility.162 

As procedural disenrollments push formerly insured residents into uninsured status, safety-

net health systems—including Brown University Health, Care New England, CharterCare 

Health Partners, and regional community hospitals—will absorb a growing volume of 

uncompensated care. State-level models by the Urban Institute project that these federal 

eligibility shifts will generate over $200 million in cumulative uncompensated care demand 

across Rhode Island providers over the next decade, prompting recent state budget 

proposals to designate $10 million in state funds to help local health systems absorb rising 

emergency care costs.163 

Medicaid Spending Projections: Rhode Island 

Similar to national spending projections, the drop in enrollments expected in Rhode Island 

is not projected to result in substantial reductions in overall program expenditures. As 

depicted in Figure 13, total expenditures across Rhode Island's core medical assistance and 

developmental disability lines, exclusive of administrative expenses, are projected to grow 

from $1.65 billion in SFY 2027 to $2.05 billion by SFY 2031—an increase of 24.1 percent overall 

and an average annual increase of 6.0 percent.164 This rate of increase is roughly 2.7 times 

the average annual rate of inflation (projected at 2.2 percent) and 2.7 times the projected 

growth rate of total state general revenues (projected at 2.2 percent) over the same period.165 

The main driver of Rhode Island's Medicaid budget growth is high-acuity long-term care. 

Spending for the low-acuity ACA expansion population—the group targeted by new federal 

 
161 R.I. EOHHS, Medical Assistance Testimony, April 27, 2026. Looking forward, the Urban Institute models an enrollment 
decline of between 23,000 and 44,000 state beneficiaries by CY 2028, while the RAND Corporation estimates a long-term 
net reduction of 15,400 individuals by CY 2034. Urban Institute, Projected Reductions in Medicaid Expansion Enrollment 
Under OBBBA’s Work Requirements and Six-Month Redeterminations, March 2026; Rand Corporation, State-Level 
Impacts of Key Medicaid Provisions in the H.R. 1 Implementation, June 2026. 
162 Stricter non-citizen verification mandates are projected to eliminate 3,735 existing state cases by October 1, 2026, while 
long-term models show enrollment declines of 4,600 from provider tax changes and 700 from waiver enrollment caps. R.I. 
EOHHS, Federal Compliance Advisory Group Report, October 2025; Medical Assistance Testimony, April 27, 2026.  
163 F. Blavin and Michael Simpson, “State-Level Estimates of Health Care Spending and Uncompensated Care Changes 
under the Reconciliation Bill and Expiration of Enhanced Subsidies,” Urban Institute, June 2025; R.I. House Fiscal Advisory 
Staff, Medicaid as Enacted: FY 2027.  
164 This represents a total nominal increase of $398.8 million, advancing at an average annual growth rate of 6.0 percent 
over the four-year period. R.I. OMB, Executive Summary: Fiscal Year 2027 Budget Proposal, January 2026; RIPEC 
calculations. 
165 Congressional Budget Office, The Budget and Economic Outlook: 2026 to 2036; R.I. OMB, Executive Summary: Fiscal 
Year 2027 Budget Proposal, January 2026; RIPEC calculations. 

https://rilegislature.gov/Special/rcc/REC202605/04.27.26_Medicaid%20Testimony_EOHHS_Updated.pdf
https://www.urban.org/research/publication/projected-reductions-medicaid-expansion-enrollment-under-obbbas-work
https://www.urban.org/research/publication/projected-reductions-medicaid-expansion-enrollment-under-obbbas-work
https://www.rand.org/pubs/research_reports/RRA4098-1-v2.html
https://www.rand.org/pubs/research_reports/RRA4098-1-v2.html
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2025-10/Federal%20Compliance%20Advisory%20Group%20Report_vFinal_10302025.pdf
https://rilegislature.gov/Special/rcc/REC202605/04.27.26_Medicaid%20Testimony_EOHHS_Updated.pdf
https://www.urban.org/sites/default/files/2025-06/State-Level-Estimates-of-Health-Care-Spending-and-Uncompensated-Care-Changes-under-the-Reconciliation-Bill-and-Expiration-of-Enhanced-Subsidies.pdf
https://www.urban.org/sites/default/files/2025-06/State-Level-Estimates-of-Health-Care-Spending-and-Uncompensated-Care-Changes-under-the-Reconciliation-Bill-and-Expiration-of-Enhanced-Subsidies.pdf
https://rilegislature.gov/housefiscalreport/2020/FY%202027%20Budget%20as%20Enacted%20-%20Medicaid.pdf
https://omb.ri.gov/sites/g/files/xkgbur751/files/2026-02/02.26.26_FY%202027%20Executive%20Summary_ERRATA.pdf
https://www.cbo.gov/system/files/2026-02/61882-Outlook-2026.pdf
https://omb.ri.gov/sites/g/files/xkgbur751/files/2026-02/02.26.26_FY%202027%20Executive%20Summary_ERRATA.pdf
https://omb.ri.gov/sites/g/files/xkgbur751/files/2026-02/02.26.26_FY%202027%20Executive%20Summary_ERRATA.pdf
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administrative requirements—is projected to grow by 17.4 percent (4.2 percent annually) 

between SFY 2027 and SFY 2031, with costs increasing from $76.9 million to $90.3 million.166 

By contrast, spending for high-acuity long-term services is expected to expand rapidly 

between SFY 2027 and SFY 2031. 

• Developmental Disabilities: Spending is projected to increase 41.1 percent overall, 

an average of 10.3 percent annually (from $220.5 million to $311.1 million). 

• Home Care: Spending is expected to climb by 42.0 percent over four years, an annual 

average of 10.5 percent (from $128.2 million to $182.1 million). 

• Nursing Home Care: Projected to grow by 27.1 percent in total and by an average of 

6.8 percent annually, rising to $254.5 million by SFY 2031.167 

 

 
166 This reflects a sluggish trajectory, with a steady year-over-year growth rate averaging 4.2 percent. Ibid.  
167 Ibid.  

Program Line 2027 2028 2029 2030 2031

Total 

Growth 

%

Four-

Year

Growth 

%

Managed Care 729.2$    770.1$     802.8$   833.4$    865.86 18.7% 4.7%

Developmental Disabilities 220.5$    247.7$    268.9$   289.2$    311.11 41.1% 10.3%

Nursing Care 200.3$    212.7$     225.6$   239.7$    254.53 27.1% 6.8%

Hospitals 137.1$     155.9$     152.9$    150.1$     148.56 8.3% 2.1%

Home Care 128.2$    144.7$    157.3$    169.2$    182.1 42.0% 10.5%

Clawback 98.1$      104.0$    110.3$    117.0$     124.08 26.5% 6.6%

ACA Expansion 76.9$     80.5$      83.8$     86.9$     90.31 17.4% 4.4%

Other Medicaid 52.0$      55.0$      57.4$     59.6$     61.93 19.1% 4.8%

Disproportionate Share 10.1$       10.8$      11.4$      12.0$      12.55 24.5% 6.1%

Pharmacy 0.9$       0.9$       1.0$       1.1$         1.11 26.5% 6.6%

Total 1,653.3$ 1,782.4$ 1,871.5$ 1,964.1$ 2052.15 24.1% 6.0%

Note: The core Medicaid and I/DD budget encompasses ten primary spending lines. Managed Care covers capitated payments 

to contracted health plans for comprehensive medical and behavioral health services, while Developmental Disabilities 

combines funding for private provider networks and state-run residential services. Long-term supports are split between 

Nursing Care for institutional facility care and Home Care for non-institutional personal care and home health aides. Direct fee-

for-service hospital obligations include Hospitals for inpatient and outpatient care outside managed care plans, alongside 

Disproportionate Share supplemental payments to safety-net facilities serving high volumes of uninsured patients. The 

remaining lines fund targeted eligibility programs and specialized services: ACA Population Expansion covers childless adults 

earning up to 138 percent of the federal poverty level, Clawback handles mandatory state payments offsetting Medicare Part D 

drug costs for dual-eligible beneficiaries, Pharmacy funds standalone fee-for-service drug coverage outside managed care, and 

Other Medicaid captures medical transportation, durable medical equipment, and targeted case management. ACA stands for 

Affordable Care Act. 

Source: R.I. OMB; R.I. EOHHS; RIPEC calculations.

Figure 13

Rhode Island Medicaid and Developmental Disability Expenditure 

Projections by Line Item, SFY 2027 - SFY 2031 ($ Millions)
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VII. Program Performance Evaluation 

 

This increase in Medicaid expenditures raises a central question: what level of system-wide 

performance and medical access is Rhode Island achieving through these expenditures? 

Compared to other states, Rhode Island ranks relatively high on health outcomes and access 

measures. Moreover, the state’s Medicaid providers perform well compared to providers in 

other states. However, Rhode Island Medicaid beneficiaries still experience obstacles to 

access care.  

High-Performing Health Outcomes 

National health benchmarks consistently rank Rhode Island among the top-performing 

states for overall health outcomes and access. The United Health Foundation’s America’s 

Health Rankings ranked Rhode Island third for overall outcomes in CY 2025, driven by first-

in-the-nation cancer screening rates and the lowest prevalence of non-medical drug use.168 

Similarly, the Commonwealth Fund’s 2025 State Scorecard ranks the state fourth overall and 

fifth for both healthcare access and affordability, including a relatively low uninsured rate 

(4.6 percent versus 8.2 percent nationally) and a high number of doctors and other medical 

providers relative to the population.169 Rhode Island maintains exceptionally low avoidable 

mortality rates—232 deaths per 100,000 residents, compared to 345 in the U.S. in CY 2025.170 

Rhode Island's acute care and specialty hospitals consistently earn top-tier national quality 

marks. In U.S. News & World Report’s Best Hospitals rankings, The Miriam Hospital was 

named the state’s top hospital for the 14th consecutive year—placing in the top 13 percent of 

over 4,400 evaluated hospitals nationwide—while Rhode Island Hospital earned high-

performing clinical ratings across complex surgical, oncological, and cardiovascular 

specialties.171 Patient safety rankings reflect similarly strong results: The Leapfrog Group’s 

Hospital Safety Grades awarded top "A" grades for error and infection prevention to The 

Miriam Hospital, Rhode Island Hospital, and Westerly Hospital, placing Rhode Island 

among the top 20 states nationally for overall hospital safety.172 Institutionally, The Miriam 

Hospital received its seventh consecutive Magnet designation for nursing excellence—

joining only three other hospitals worldwide to achieve seven straight four-year cycles. 

 
168 United Health Foundation, America’s Health Rankings: 2025 Annual Report, January 2026; America’s Health Rankings: 
Cancer Screenings in the United States. 
169 The Commonwealth Fund, 2025 Scorecard on State Health System Performance: Rhode Island; The Commonwealth 
Fund, 2025 Scorecard on State Health System Performance, June 2025.  
170 Ibid.  
171 U.S. News & World Report, Best Hospital Ratings and State Rankings: Rhode Island; Brown University Health, The 
Miriam Hospital Awards and Accreditations.  
172 Leapfrog Group, Spring 2026 Leapfrog Hospital Safety Grade State Rankings.  

https://assets.americashealthrankings.org/ahr_2025annual_comprehensivereport_final-web.pdf
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https://www.commonwealthfund.org/publications/scorecard/2025/jun/2025-scorecard-state-health-system-performance
https://health.usnews.com/best-hospitals/rankings?src=usn_pr
https://www.brownhealth.org/locations/miriam-hospital/about-miriam-hospital/awards-and-accreditations
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Women & Infants Hospital delivers over 80 percent of the state’s newborns, operating as the 

ninth largest stand-alone obstetrical service in the U.S. and earning national recognition on 

Money’s Best Hospitals for Maternity Care list.173 

Medicaid Program Performance 

Rhode Island’s Medicaid program is recognized nationally for its strong financial investment 

in managed care organizations and top-tier administrative quality.174 Neighborhood Health 

Plan of Rhode Island, the state’s primary managed care carrier, holds a 4.5 out of 5.0 rating 

from the National Committee for Quality Assurance, placing it in the top seven percent of 

Medicaid plans nationwide (one of only 14 plans in the country to achieve this rating). 
UnitedHealthcare Community Plan of Rhode Island holds a 4.0 out of 5.0 rating, placing 

both of Rhode Island's main MCOs comfortably above the national average (3.5 stars).175  

Citing this administrative track record, the federal Centers for Medicare & Medicaid Services 

approved a five-year extension of Rhode Island’s Section 1115 Demonstration Waiver through 

FFY 2030. This waiver grants the state broad flexibility to bypass standard Medicaid rules in 

order to pilot specialized health benefits and shift provider payments toward care quality 

rather than volume of procedures.176 Additionally, federal regulators selected Rhode Island 

to participate in the competitive States Advancing All-Payer Health Equity Approaches and 

Development (AHEAD) model—which awards states up to $12.0 million over six years to 

pilot new hospital payment methods to reduce costs among public and private insurance 

plans.177 

The Coverage-to-Access Gap 

While top national scorecard rankings, strong plan ratings, and federal waiver approvals 

demonstrate an exceptionally well-funded infrastructure, these metrics primarily evaluate 

structural inputs—benefit rules, eligibility thresholds, and capitation spending, but do not 

fully  reflect real-time, point-of-care capacity.  

Geographic Health Care Coverage 

In state compliance scorecards, Rhode Island’s Medicaid managed care plans met between 

98 and 100 percent of network adequacy standards based on GeoAccess analyses. Because 

the state is geographically compact, these GIS models show that virtually all enrollees live 

 
173 Brown Health, The Miriam Hospital Receives its 7th Consecutive Magnet Designation; Care New England, Women & 
Infants Hospital.  
174 National Committee for Quality Assurance Benchmarks, Health Plans: Rhode Island, June 2026.  
175 Ibid. 
176 R.I. EOHHS, Medicaid State Plan and 1115 Waiver.  
177 Centers for Medicare & Medicaid Services, Achieving Healthcare Efficiency through Accountable Design Model.  

https://www.womenandinfants.org/perfect-birth-plan
https://www.womenandinfants.org/perfect-birth-plan
https://reportcards.ncqa.org/health-plans?dropdown-state=Rhode%20Island&filter-state=Rhode%20Island&pg=2
https://eohhs.ri.gov/reference-center/medicaid-state-plan-and-1115-waiver/waiver-extension
https://www.cms.gov/priorities/innovation/innovation-models/ahead
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within mandated travel thresholds (e.g., 15 minutes or 10 miles) of a participating provider.178 

However, geographic network adequacy analyses have important limitations; GIS models 

measure only physical clinic addresses but do not account for provider availability, so 

networks may be certified as adequate even when available providers are inactive or closed 

to new Medicaid patients.179 

Patient Health Care Access 

Healthcare quality reviews often use simulated patient calls to listed providers to determine 

access to care.180 Point-of-care testing exposes a stark divergence between administrative 

mapping and actual medical availability. For adult primary care, where geographic software 

logged near-perfect access to coverage, simulated patient calls showed a successful 

appointment booking rate of just 18.1 percent in SFY 2024. Similarly, testing found  a booking 

rate of 15.4 percent for pediatric care and 14.2 percent for outpatient behavioral health.181 

Audit calls revealed three pervasive operational barriers across the state's contracted 

managed care networks: 

• Limited provider capacity and waitlists: Enrollees regularly encountered 

unavailable providers or wait times far exceeding the 30-day statutory limit. 

• Directory inaccuracies: A substantial portion of listed provider slots were 

unbookable due to outdated phone numbers and addresses, or clinicians no longer 

participating in Medicaid. 

• Systemic behavioral health and specialty freezes: Outpatient mental health and 

pediatric networks experienced temporary freezes on new public admissions, 

unreturned calls, and multi-month waiting lists.182 

 

 

 
178 R.I. EOHHS, Rhode Island Medicaid Managed Care Program 2024 External Quality Review Annual Technical Report, 
April 2026.  
179 Centers for Medicare & Medicaid Services, Promoting Access in Medicaid and CHIP Managed Care, June 2022. 
180 Centers for Medicare & Medicaid Services, Medicaid and Children’s Health Insurance Program Managed Care Access, 
Finance, and Quality, May 10, 2024. While individual provider reimbursement rates are protected as confidential 
commercial information under state plan guidelines, network adequacy can be verified externally at the front end. 
Simulated patient validation completely bypasses proprietary insurer rate sheets by measuring operational capacity 
directly at the point of care, capturing the structural drop-off between programmatic enrollment and actual medical 
availability. A. Coleman, “How do we Pay for Medicaid?”, The Commonwealth Fund, March 2025.  
181 R.I. EOHHS, Rhode Island Medicaid Managed Care Program 2024 External Quality Review Annual Technical Report, 
April 2026.  
182 Ibid. 
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VIII. RIPEC Comments 

 

Rhode Island’s Medicaid Program represents the single largest expenditure in state 

government, representing over one-third of total state spending and nearly 30 percent of 

state general revenues. Serving nearly three out of ten Rhode Islanders, Medicaid plays an 

essential role in supporting population health and stabilizing the state’s healthcare sector.  

Sustaining this massive infrastructure poses a critical fiscal challenge. Medicaid spending 

consistently outpaces general revenue growth, and forward-looking projections indicate 

that expenditures will increase nearly 2.7 times faster than state revenue growth through 

SFY 2031. This rapid expenditure growth is projected to continue even as federal eligibility 

changes under H.R. 1 reduce total enrollment.  

Rhode Island’s higher spending relative to the nation is driven primarily by state policies 

which maintain expansive eligibility thresholds and cover a more extensive range of optional 

services. The Ocean State ranks tenth highest nationally—and highest in New England—in  

the share of its population enrolled in Medicaid. While Rhode Island’s spending per enrollee 

is relatively moderate (23rd highest nationally), the breadth of its coverage contributes to a 

relatively high tax burden relative to state wealth. Rhode Island ranks 12th highest nationally 

for total Medicaid spending per $1,000 of personal income and fifth highest for state-funded 

spending per $1,000 of personal income.  

Patients with complex, high-cost medical needs drive Rhode Island Medicaid spending 

increases. Children and families comprise 52 percent of enrollees but represent just 22 

percent of spending. In contrast, higher-need cohorts—specifically Elders and Adults with 

Disabilities—represent a small share of total enrollees but command nearly half of all 

program expenditures due to intensive long-term care and specialized service requirements. 

This spending imbalance explains why federal enrollment restrictions under H.R. 1—which 

primarily target low-cost adult expansion enrollees—will not significantly bend the overall 

cost curve.  

Finally, a structural gap exists between geographical availability of providers and real-world 

access to care. While state audits show near-perfect geographic coverage and top-tier plan 

ratings, direct testing of appointment availability reveals severe barriers to access.  

Based on this analysis, RIPEC makes the following recommendations to policymakers: 

Policymakers must control the trajectory of total Medicaid spending. General 

revenue spending on Medicaid is expected to total nearly $2 billion by SFY 2027 and is 

expected to expand at nearly three times the pace of state general revenues through SFY 2031. 
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This will require state leaders to confront difficult budget trade-offs and risk crowding out 

future investments in other areas, including education, infrastructure, and economic 

development. To manage the program's spending growth, state leaders should:  

• Strengthen statewide cost growth accountability. Leverage the newly codified 

Health Care Cost Growth Target framework to establish a unified spending 

benchmark across both commercial plans and Medicaid.  

• Re-evaluate optional benefits and broad eligibility rules. Systematically review 

optional services and eligibility thresholds to align Medicaid coverage with state fiscal 

capacity as federal H.R. 1 changes take effect. State leaders should resist expanding 

coverage into non-clinical areas—such as health-related social needs and housing 

subsidies—and instead prioritize spending on core medical and long-term care 

obligations. 

• Strengthen care coordination for Elders and Adults with Disabilities. The state 

should leverage statutory rate reviews to evaluate the cost-effectiveness and 

workforce capacity of both nursing facilities and community-based care models. 

• Adopt a strategic, evidence-based approach to provider rate increases. Future 

rate changes should move away from ad-hoc legislative adjustments and instead be 

grounded in independent cost-of-care analyses. Rate hikes should target sectors with 

documented workforce shortages and severe access barriers, with funding tied to 

clear metrics for expanding provider capacity. 

• Modernize network standards to expand real-world care access. Work 

collaboratively with contracted managed care organizations and healthcare providers 

to ensure network adequacy standards reflect timely care delivery. The state should 

track appointment availability, update provider directories, and expand primary care 

and behavioral health capacity to reduce wait times for Medicaid enrollees.  

• Strengthen existing program integrity efforts. Build upon recent state 

investments in EOHHS’s Office of Program Integrity by expanding automated 

oversight tools and administrative controls. Enhancing state verification systems is 

essential to ensure improper disbursements are prevented before funds are deployed, 

while ensuring state operations align with heightened federal compliance standards 

from CMS. 

Enhance public data transparency and managed care oversight. Over 80 percent of 

Medicaid spending flows through private managed care organizations, yet data on where 

these public funds go remains incomplete. The state should establish clear, standardized 

public reporting frameworks that track actual point-of-care expenditures, rate structures, 
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and administrative overhead. Improving data transparency is essential for policymakers, 

researchers, and the public to evaluate program performance and ensure fiscal 

accountability.  

Expand high-quality jobs and private insurance coverage. The most effective long-term 

strategy for controlling public Medicaid spending is expanding private sector economic 

opportunity and thereby reduce the proportion of low income individuals in need of 

Medicaid coverage. By fostering higher-wage job growth, the state can transition more 

residents into quality private, employer-sponsored health insurance.  
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