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The Affordable Care Act (ACA) expanded Medicaid to mil-
lions of low-income near-elderly Americans, facilitating
access to health care services, but did not change income
eligibility for Medicaid for those 65 years and older. There-
fore, following the ACA’s coverage expansion, many
newly-insured older enrollees will face a complex insur-
ance transition on their 65th birthday: they will lose Med-
icaid coverage and transition from Medicaid to Medicare
as their primary insurer. This transition in primary health
insurance coverage includes changes to benefits, patient
cost-sharing, and provider reimbursement, which could
have profound consequences on the use of health services
and associated health outcomes for low-income seniors.
Using data from 2012, we estimate that 1.6 million cur-
rent Medicaid beneficiaries and an additional 1.6 to 2.9
million low-income individuals who will gain Medicaid
coverage under the ACAwill be likely to make this transi-
tion in the next decade. Primary care physicians and
policymakers can help mitigate the potential conse-
quences of this insurance transitionby preparingpatients
for Medicare’s more restrictive insurance coverage, en-
couraging patients to sign up for available low-income
subsidies, and understanding how the loss of Medicaid
coverage impacts out-of-pocket costs.
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T o illustrate the consequences of this insurance transition,
we discuss a hypothetical patient withMedicaid coverage

who loses eligibility on her 65th birthday. Ms. Jones is a 64-
year-old woman with diabetes, hyperlipidemia, and depres-
sion, living on an annual income of just over $13,000, who has
struggled for years to find affordable health insurance. In
2014, she gained Medicaid coverage under the Affordable
Care Act (ACA). Policymakers designed the ACA to assist

patients just like Ms. Jones, who previously would not have
qualified for Medicaid and could not afford purchasing insur-
ance on her own. It is indeed a notable policy accomplishment.
But the story of Ms. Jones’ search for affordable insurance
coverage is not over. Her 65th birthday will bring an unex-
pected and potentially unwelcome surprise: she will lose her
newly-acquired Medicaid coverage and transition to
Medicare.
The ACA expands Medicaid in participating states by in-

creasing the income threshold for eligibility to 138 % of the
Federal Poverty Level (FPL) and no longer requiring persons
to belong to a category of eligibility such as a disability,
pregnancy, or parent of a dependent child. The ACA’s Med-
icaid expansions have the potential to increase continuous
health insurance coverage, reduce catastrophic health spend-
ing, and improve health outcomes for low-income uninsured
Americans, while preserving access to care for those already
covered by Medicaid.1,2 Nonetheless, unforeseen challenges
often accompany substantial health policy changes.
While the ACA expanded Medicaid’s income eligibility for

non-elderly adults, the federal minimum standard for Medic-
aid eligibility for those 65 and older remained unchanged at
approximately 75 % of the FPL. Though some states have
increased their Medicaid eligibility for the elderly to higher
levels, the majority of states limit Medicaid to individuals
below 100 % of the FPL and none match the ACA’s 138 %
cutoff for younger adults.
Consider again our hypothetical patient, Ms. Jones. Her

annual income is $13,350 (115 % of FPL) and her assets are
just under $5000. On her 65th birthday, she will loseMedicaid
eligibility and acquire Medicare. As a new Medicare enrollee,
she must choose traditional Medicare or Medicare Advantage,
identify a prescription drug plan that offers preferred coverage
for her current medications, and determine whether she qual-
ifies for a financial assistance program for low-income Medi-
care beneficiaries. While many of the complexities associated
with navigating the Medicare program are challenging for
many new beneficiaries and have been even prior to the
ACA, choosing aMedicare plan may prove especially difficult
for Medicaid enrollees with little experience navigating health
insurance markets. Ideally, Ms. Jones would select an option
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that minimizes her spending on premiums and copayments
and includes her current primary care and specialist providers
in the plan’s contracted network. But prior evidence suggests
seniors often fail to select the optimal insurance option, with
greater complexity of choices eroding the quality of decision-
making.3

Ms. Jones’ income and assets disqualify her from subsidies
to help pay Part B copayments and deductibles, which are
restricted to individuals or couples making less than $11,916
or $15,972 a year, respectively, and assets lower than $11,000.
Although she qualifies for coverage of the Part B premium and
Part D subsidies, available to individuals making less than
100% FPL and 135% FPL, respectively, she must be aware of
these programs and take the steps to apply for them. Of those
who are eligible and not automatically assigned, take-up of
Part D low-income subsidies and Part B premium subsidies
remains well under 50 %.4

Medicare’s more restrictive insurance benefits may be par-
ticularly daunting for people like Ms. Jones. Medicaid pro-
grams are generally prohibited from imposing significant out-
of-pocket payments requirements, with regulations limiting
cost-sharing to no more than 5 % of annual income. Unlike
Medicaid, Medicare does not limit annual out-of-pocket spend-
ing. Traditional Medicare enrollees without other supplemental
coverage must pay a large inpatient deductible (over $1200 in
2014) and 20 % of the Medicare-approved amount for non-
preventive outpatient services (in addition to the $105 monthly
premium for Part B). Medicare Advantage plans also typically
include substantial copayments and require a monthly premi-
um. Medigap policies, which average over $2000 dollars in
annual premiums, would likely be unaffordable for Ms. Jones.
Annual out-of-pocket costs for non-disabled Medicaid recipi-
ents have been estimated to be between $210 and $560, in stark
contrast to annual out-of-pocket spending of $4,734 among
Medicare beneficiaries in 2010. 5–7 Finally, some of her current
medications may not be in the preferred tier of available Part D
plans, which may erode adherence to her oral hypoglycemic,
lipid-lowering, and antidepressant therapy. 8

HowmanyMedicaid enrollees might experience this change
in coverage on their 65th birthday? We analyzed nationally
representative data from the American Community Survey
from before the ACA’s Medicaid expansions to identify adults
ages 55–64 years who may be at-risk for losing Medicaid
coverage. We assigned each individual a primary type of
coverage if they reported more than one type, using a hierarchy
of Medicare, then Medicaid, employer sponsored insurance,
non-group coverage, and other insurance. This means that
dual-eligibles were treated as having Medicare (which is in
fact the primary payer for this population). Figure 1 describes
our results both for the full 55–64 year age group and for the
subset with family incomes below 138 % of the Federal Pov-
erty Level, which qualifies them for Medicaid coverage in
participating states under the ACA.
We estimate that, as of 2012, 6.6 % of all adults in this age

range and 23 % among the low-income group (representing

just under 1.6 million adults) had Medicaid but not Medicare.
This group represents the pre-ACA portion of near-elderly
adults likely to make a Medicaid-to-Medicare transition at
age 65. However, the ACA will add millions more to this
group. The Medicaid expansion is most likely to enroll low-
income individuals who were previously uninsured (33 %) or
had non-group coverage (8 %), which corresponded to an
additional 2.6 million adults in 2012. While some of these
individuals may meet criteria to remain in Medicaid upon
turning 65, nearly all of them would be expected to transition
their primary insurance from Medicaid to Medicare within the
next decade, assuming all states eventually participate in the
Medicaid expansion. If we limit our analysis to the 28 states
andWashington D.C. that have chosen to expand Medicaid as
of February 2015, we estimate than there are still an additional
1.6 million adults likely to be newly eligible for Medicaid
under the ACA and then transition to Medicare in the next
decade.
How might policymakers mitigate the potential adverse

impacts of this transition? One simple—but potentially costly
and controversial solution—would be raising Medicaid’s in-
come eligibility for those 65 and older to match or at least
close the gap with the ACA’s 138 % FPL cutoff for younger
adults.
Less dramatic options also exist that may be more political-

ly practical. First, the Centers for Medicare and Medicaid
Services (CMS) and state Medicaid programs could prospec-
tively identify all older enrollees who are at-risk for losing
Medicaid coverage, and provide outreach to assist their tran-
sition to Medicare. Many states successfully used navigators
to help consumers choose plans in the health insurance mar-
ketplaces during the first open-enrollment period of the ACA.
A similar strategy may optimize the transitions toMedicare by
identifying options that maximize continuity and minimize
out-of-pocket expenses. Second, states could notify former
Medicaid recipients and facilitate their enrollment in financial
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Figure 1 Pre-ACA coverage for adults ages 55–64, by income level,
authors’ analysis of data from the 2012 American Community
Survey (n=2,620,739). Coverage was assigned using a health
insurance hierarchy, so each person has one type of primary

coverage. The hierarchy was Medicare, Medicaid, ESI, Non-Group,
Other. Family income was determined by the health insurance unit,
which consists of an adult, his/her spouse, and dependent children.
These results include all U.S. residents. Sensitivity analyses examin-

ing only U.S. citizens showed similar results.
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assistance programs that subsidize Part B premiums and Medi-
care copayments. CMS has successfully implemented this ap-
proach among other groups to bolster take-up of Part D low-
income subsidies among populations who are not auto-enrolled.
Finally, policymakers could expand the eligibility for such assis-
tance programs for older adults who no longer qualify for Med-
icaid eligibility. This change would benefit many patients like
Ms. Jones, who have incomes that currently disqualify them from
obtaining financial assistance with Medicare’s cost-sharing.

These issues have important implications for general internists
who care for older adults with Medicaid coverage. First, many
such patients may be unaware that they are at risk for losing their
Medicaid coverage. Care management teams can prepare older
Medicaid enrollees, particularly those newly insured via the
ACA, for the likely consequences of their transition to Medicare
and anticipate the unique challenges this insurance transition
poses to low-income patients. Second, since Medicare covers
fewer services and includes higher cost-sharing than does Med-
icaid, clinicians and case-managers should be vigilant to monitor
patients out-of-pocket costs to ensure they are not foregoing
important medications and outpatient care. Finally, clinicians
should be aware that patients who transition from Medicaid to
Medicare may be more likely to change physicians, since a
higher proportion of physicians accept Medicare coverage and
patients enrolled in Medicare Advantage plans may have restric-
tions on their choice of physicians.

The ACA is expanding Medicaid insurance in participating
states, with the potential to enhance coverage and access to
care for millions of low-income adults. But a new challenge
will accompany coverage gains for thosewho loseMedicaid at
age 65. Vigilance by policymakers and clinicians for those
who transition fromMedicaid to Medicare coverage can max-
imize the benefits of the ACA’s Medicaid expansion and avoid
unintended adverse effects for vulnerable low-income seniors.
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