
ABSTRACT

ISSUE: Access to health care, use of services, and patient outcomes 
can be complicated by many medical and nonmedical factors. People 
facing complex challenges such as mental illness, housing insecurity, 
or substance use, however, are not a homogeneous group; different 
individuals have different needs.

GOALS: To understand the needs of people with very low income — no 
more than 75 percent of the federal poverty level — who enrolled in 
Medicaid under Minnesota’s expansion of the program prior to the 
Affordable Care Act.

METHODS: The authors analyzed data on nondisabled, childless adults in 
the Minneapolis–St. Paul region who enrolled in Medicaid between 2011 
and 2013.

FINDINGS AND CONCLUSIONS: Early Medicaid expansion enrollees 
in urban Minnesota were largely nonwhite, male, and unmarried and 
had low educational attainment. In this very poor population, rates of 
homelessness, substance use, and mental illness were very high. More 
than 25 percent of adults dealt with two or more of these challenges, 
while 10 percent experienced all three. Providing access to a range of 
highly integrated health and social services may be the best way to help 
these individuals.

KEY TAKEAWAYS
  The poorest Medicaid enrollees 

have high rates of social 
problems and behavioral health 
needs.

  Proposals to scale back coverage 
or benefits for this population 
would likely make it harder to 
treat their mental health and 
substance use problems.

  Health care payment and delivery 
models should strive to integrate 
physical health, behavioral 
health, and social services for 
poor beneficiaries.
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BACKGROUND

Federal and state expansion of eligibility for Medicaid 
to formerly ineligible groups, including childless adults, 
has brought health coverage to a variety of historically 
uninsured individuals. Many are homeless, have 
substance use disorders, mental illnesses, or have been in 
prison, and many have very complex medical and social 
needs as a result.1

Once insured, new enrollees tend to have pent-up demand 
for services.2 Many also “churn” on and off Medicaid, 
causing interruptions in medical care, lowering adherence 
to prescribed medications, increasing emergency 
department use, and worsening self-reported quality of 
care and health.3

This issue brief focuses on the medical and social needs  
of very-low-income Medicaid beneficiaries in Minnesota, 

which was among a handful of states that expanded 
Medicaid before the Affordable Care Act’s (ACA) expansion  
of the program in 2014. Starting in 2011, Minnesota 
opened its Medicaid program to childless adults (ages 
21 to 64) with incomes at or below 75 percent of the 
federal poverty level (in 2017, $12,060 for an individual). 
By contrast, the ACA expanded eligibility to those with 
incomes up to 138 percent of the federal poverty level.

Prior work comparing Minnesota’s early expansion 
population to traditional beneficiaries of Medicaid 
or the Children’s Health Insurance Program found 
marked differences between the groups, particularly 
in terms of their social and behavioral health needs.4 
Specifically, early expansion enrollees had a much 
higher rate of serious mental illness (27% versus 19%), 
often co-occurring with unstable housing (11% for early 
expansion enrollees).

Exhibit 1. Medicaid Expansion Enrollment in Minneapolis–St. Paul Metropolitan Area

Source: Nathan D. Shippee and Katherine D. Vickery, The Complex Needs of Medicaid Expansion Enrollees with Very Low Incomes 
(Commonwealth Fund, May 2018).
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Data: Authors’ calculations based on Medicaid enrollment and claims data.

Note: The median months are based on cumulative, but not necessarily continuous, enrollment.
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FINDINGS: VERY POOR MEDICAID 
BENEFICIARIES HAVE COMPLEX MEDICAL 
AND SOCIAL NEEDS

To characterize the needs of early Medicaid expansion 
enrollees in Minnesota, we used enrollment and claims 
data for those in the Minneapolis–St. Paul metropolitan 
region, which has the largest number of such enrollees. We 
analyzed the early expansion population’s demographic 
characteristics, health conditions, and social and 
behavioral factors that could complicate their health care 
and outcomes.

Under Minnesota’s early expansion, about 39,000 
individuals enrolled each year from 2011–2013. By contrast, 
about 43,000 individuals enrolled in 2014 under the ACA 
expansion. Early expansion enrollees were enrolled for less 
time: a median 6.8 months in a 12-month period (or 57% of 
the year), compared with a median of 8.3 months (70% of 
the year) among later enrollees (Exhibit 1).5

Early enrollees were mainly nonwhite (47%) and male 
(60%). Nearly one-third (32%) had less than a high school 
education, and nearly 12 percent preferred a language 
other than English (Exhibit 2).

Based on medical claims, early enrollees had moderate 
rates of chronic medical conditions (Exhibit 3). About 10 
percent received services for asthma, nearly 13 percent 
received services for diabetes, 7 percent did so for chronic 
obstructive pulmonary disease, and nearly 20 percent did 
so for hypertension.

By comparison, early enrollees had very high rates 
of behavioral health conditions (Exhibit 4). Thirty-
seven percent were diagnosed with anxiety, mood, or 
schizophrenic disorders (with mood disorders, including 
depressive and bipolar disorders, the most common). 
More than 25 percent were diagnosed with substance 
use disorders (roughly equally divided between alcohol 
and non-alcohol disorders). Nearly one-fifth were 
diagnosed with both mental health problems and 
substance use disorders.

Twenty-eight percent of early expansion enrollees 
appeared to be homeless, based on addresses they listed at 
time of Medicaid enrollment.6

Many early enrollees had concurrent problems of unstable 
housing, major mental illness, and substance use disorder. 
Over half had at least one of these problems (56%). About 
10 percent faced all three challenges, and about 9 percent 
experienced both substance use disorder and mental 
illness. Sizable percentages faced homelessness only (11%), 
substance use only (4%), or mental illness only (15%), 
without the other problems identified in claims (Exhibit 5).

Exhibit 2. Demographics for Very-Low-Income 
Early Medicaid Expansion Enrollees in 
Metropolitan Minnesota

Number  
of  

enrollees

Percentage  
of  

enrollees

Race

White non-Hispanic 70,257 47.2

Black non-Hispanic 48,580 32.6

Asian 10,240 6.9

Hispanic, any race 5,510 3.7

Native American 5,706 3.8

Pacific Islander 298 0.2

Did not answer 8,265 5.6

Male 89,273 60.0

Less than high school 
education

47,535 32.0

Not married 126,170 84.8

Non-English preferred 
language

17,298 11.6

Total 148,856 100.0

Data: Authors’ calculations based on Medicaid enrollment and claims data.
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Exhibit 4. Services Ordered for Behavioral Health Diagnoses

Behavioral health diagnoses Number of enrollees Percentage of enrollees

Any major mental illness diagnoses 55,714 37.4

Anxiety disorders 38,607 25.9

Mood disorders (including depression and bipolar disorders) 46,333 31.1

Schizophrenia, schizoaffective disorders 8,726 5.9

Any substance use diagnoses 39,291 26.4

Alcohol 26,261 17.6

Other drugs 27,733 18.6

Both mental illness and substance use diagnoses 28,114 18.9

Data: Authors’ calculations based on Medicaid enrollment and claims data.

Source: Nathan D. Shippee and Katherine D. Vickery, The Complex Needs of Medicaid Expansion Enrollees with Very Low Incomes 
(Commonwealth Fund, May 2018).
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IMPLICATIONS FOR POLICY AND RESEARCH

Based on our analysis, very poor Medicaid enrollees have 
high rates of social and behavioral health needs. The 
scaling back of coverage or benefits for this population, as 
could occur under some proposed policy changes, would 
likely make it harder to meet their needs, particularly 
those related to mental health conditions and substance 
use disorders.7 Losing coverage would also make it 
harder for these adults to manage their chronic physical 
conditions, especially if they were unstably housed. Even 
with stable Medicaid coverage, very poor adults would 
benefit from tailored approaches that strive to meet their 
overlapping social, physical, and behavioral health needs.

To better serve these adults, health care payment and 
delivery models should make care more accessible and 

integrate physical health, behavioral health, and social 
services. Such efforts could also help reduce confusion 
about which services are covered and help people make 
or keep appointments.8 Moreover, integrating preventive 
and chronic medical care with case management, 
supportive housing, probation services, and other services 
could increase rates of early detection and improve 
management of physical and behavioral health conditions. 
Doing so would likely entail integration of data systems 
and eligibility. Comprehensive integration is therefore 
also likely to reduce duplicate services offered by case 
managers and health care coordinators, as has begun 
to happen under accountable care arrangements.9 Such 
efforts require stable payment that offers flexibility to 
invest in the staff and support services that could produce 
long-term health improvements and reduce costs.

Exhibit 5. Co-Occurrence of Homelessness, Substance Use Disorder, and Major Mental Illness Among 
Very-Low-Income Medicaid Expansion Enrollees in Metropolitan Minnesota

Source: Nathan D. Shippee and Katherine D. Vickery, The Complex Needs of Medicaid Expansion Enrollees with Very Low Incomes 
(Commonwealth Fund, May 2018).
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Note: Percentages do not match those shown in Exhibit 4 because of rounding.
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In addition, efforts are needed to reduce unnecessary 
disenrollment. Such efforts may result in cost savings 
for insurers and improved health for enrollees.10 Very-
low-income Medicaid expansion enrollees face a variety 
of barriers, therefore simplified eligibility and renewal 
processes are needed to improve their coverage and 
reduce barriers to care.

Helping very-low-income enrollees maintain coverage 
and better integrating their social and medical services 
could support improved population health surveillance 
and data collection. This could be done by linking data 
across housing supports, Medicaid and other state 
insurance programs, social services, criminal justice, 
and clinical medical and behavioral health.11 Doing so 
would vastly improve policymakers’ and researchers’ 
ability to understand and help very-low-income Medicaid 
enrollees. As highlighted in this report, churn in insurance 
enrollment results in information loss by removing the 
most at-risk people from observable data. Linking data 
sources across different health and social sectors could 
thus help identify individuals eligible for Medicaid, 
help them retain continuous coverage, and provide 
policymakers with actionable evidence.

HOW WE CONDUCTED THIS STUDY

This study employed analysis of enrollment and claims 

data from Minnesota’s Medicaid expansion population in 

Hennepin and Ramsey counties. Data analyses involved 

using Stata 12.1 to summarize enrollment and claims 

information about enrollees. The cohort consisted 

of anyone with more than one month of expansion 

eligibility in the seven-county metropolitan region of 

Minnesota surrounding Minneapolis and St. Paul from 

2011–2014 (including the early and later Medicaid 

expansion). Tabulations and summary analyses were 

used without adjustment to produce descriptive 

statistics.
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