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In Medicaid Managed Care
Networks, Care Is Highly
Concentrated Among A Small
Percentage Of Physicians

ABSTRACT States have increasingly outsourced the provision of Medicaid
services to private managed care plans. To ensure that plans maintain
access to care, many states set network adequacy standards that require
plans to contract with a minimum number of physicians. In this study we
used data from the period 2015–17 for four states to assess the level of
Medicaid participation among physicians listed in the provider network
directories of each managed care plan. We found that about one-third of
outpatient primary care and specialist physicians contracted with
Medicaid managed care plans in our sample saw fewer than ten Medicaid
beneficiaries in a year. Care was highly concentrated: 25 percent of
primary care physicians provided 86 percent of the care, and 25 percent
of specialists, on average, provided 75 percent of the care. Our findings
suggest that current network adequacy standards might not reflect actual
access; new methods are needed that account for beneficiaries’
preferences and physicians’ willingness to serve Medicaid patients.

M
edicaid is the single largest
source of insurance coverage
in the United States, with
enrollment exceeding eighty
million—or almost one in

four—people.1,2 Despite the scale of the program,
concerns about access to care for beneficiaries
persist. Studies show that almost a third of
office-based physicians do not participate in
Medicaid—far fewer than participate in Medi-
care or commercial insurance markets.3–5 More-
over, more than half of primary care practices
nationally receive little to no Medicaid revenue,
leading to concerns about the equitable distribu-
tion of services among “Medicaid-accepting”
physicians and practices.6 Lower participation
in Medicaid has been attributed, in part, to rela-
tively low reimbursement rates for outpatient
services and higher degrees of payment uncer-
tainty, including time to payment and rates of
claim denials.7–9 As a result, Medicaid beneficia-

ries report greater difficulty than their counter-
parts finding appointments with primary care
and specialist physicians, which may compro-
mise quality of care for this low-income and vul-
nerable population.10,11

More than 70 percent of Medicaid beneficia-
ries are now enrolled in some form of managed
care, in which states contract with private health
plans for the provision of Medicaid benefits.
Managed care plans are responsible for con-
structing networks of physicians fromwhom en-
rolled Medicaid beneficiaries can seek care. Re-
centwork demonstrates that rosters of physician
networks in Medicaid managed care are similar
in size to those of private plans offered on the
state health insurance exchanges established by
the Affordable Care Act.12 However, it is not clear
whether the networks reflect true availability.
For example, network directories may be out
of date,13 listed physicians might not be willing
to treat Medicaid beneficiaries,3–5 or Medicaid
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beneficiariesmay have preferences for providers
not included in plans’ networks.13–15 States at-
tempt to ensure access inMedicaid by regulating
these carriers and creating network adequacy
standards as required by the Centers for Medi-
care and Medicaid Services.16 However, studies
have shown that implementing network adequa-
cy standards has not led to marked improve-
ments in access to physicians, particularly spe-
cialists.17,18 If physicians are listed in networks
but provide little or no care for Medicaid bene-
ficiaries, these standards may be ineffective as a
measure of true availability and as a tool for
ensuring equitable access to medical services
for low-income people.
In this study we examined the extent to which

Medicaidmanaged care plannetworksmay over-
state the availability of physicians in Medicaid,
and we evaluated the implications of discrepan-
cies in the “listed” and “true” networks for
beneficiary access. First, we determined what
proportion of physicians included in plans’ net-
works did not treat anyMedicaid beneficiaries in
a given year and how the share of these “ghost”
physicians varied across specialties and states.
Second, we assessed the concentration of care
for Medicaid beneficiaries among physicians
actively participating within each plan. Third,
we evaluated whether Medicaid managed care
networksmet commonnetwork adequacy stand-
ards if we removed physicians with low levels of
participation. Thiswork aims to informstate and
federal regulatory efforts to ensure appropriate
access to care in the Medicaid program.

Study Data And Methods
This study followed the Strengthening the Re-
porting of Observational Studies in Epidemiolo-
gy (STROBE) reporting guidelines for cross-
sectional studies.

Data Sources And Study Sample The prima-
ry data sources were administrative medical
claims,Medicaid eligibility and enrollment files,
and provider network directories (hereafter
“networks”) for Medicaid managed care plans
in four states (Kansas, Louisiana, Michigan,
and Tennessee) from the period 2015–17. Data
were obtained directly from stateMedicaid agen-
cies in these states and were blinded in this
study, as required by data use agreements.
Claims for all outpatient services were included
to assess physicians’ participation (based on
Place of Service Codes). (See online appendix
exhibits A1 and A2 for additional detail on the
years in our analysis and Place of Service Codes
used.)19 The network data included lists of physi-
cians (based on their National Provider Identi-
fiers) under contract with each managed care

plan annually, along with details on their prima-
ry site of practice. Physician networks (and the
reportingof accuratenetworkdata) aremanaged
by individual health plans participating in Med-
icaid managed care and may be audited by state
agencies. Typically, Medicaid managed care
plans offer only one insurance product per state,
although network breadth may vary across
smaller geographic areas (for example, coun-
ties).20We linked these data byNational Provider
Identifier to administrative claims, which al-
lowed us to determine the number of Medicaid
beneficiaries treated by each physician and the
amount of care provided.We obtained additional
physiciandemographic andorganizational char-
acteristics (for example, sex and sole-practition-
er status) from the National Plan and Provider
Enumeration System (NPPES), state-level char-
acteristics from theHenry J. Kaiser Family Foun-
dation, and ZIP code–level information on rural-
ity from the Federal Office of Rural Health
Policy.21–23

We limited our analysis to primary care physi-
cians, pediatricians, cardiologists, and psychia-
trists, using the physician specialty listed in the
NPPES data to standardize the classification of
physicians across plans and states (see appendix
exhibit A3 for further details on physician spe-
cialty definitions).19 We found that there was
more than 80 percent agreement between the
NPPES and state-specific specialty information,
and we obtained similar primary results using
either data source (see appendix exhibits A4 and
A5 for further details on matching between net-
work and NPPES specialty data, as well as for a
comparative analysis of physician classification
basedonNPPES- and state-defined specialties).19

We focused our analysis on adult and pediatric
primary care physicians, given evidence of their
importance in mediating access to care, and on
cardiologists and psychiatrists, given evidence
that access to specialty cardiovascular and men-
tal health care is particularly compromised in
the Medicaid program.5,6,24,25 We excluded non-
physicians (including nurse practitioners and
physician assistants), as their National Provider
Identifiers are not consistently included as the
billing or servicing provider on claims for which
they provided the actual treatment. We also ex-
cluded physicians not found in the NPPES
(0.1 percent of physicians in network direc-
tories).
Measuring Participation In Medicaid The

primary focus of our analysis was a measure of
physicians’ participation in managed care net-
works: the number of unique plan members
treated by a physician in an office-based setting
in a year. We identified physicians as having
treated a Medicaid beneficiary if they were ever

May 2022 41 :5 Health Affairs 761
Downloaded from HealthAffairs.org on January 03, 2024.

Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



listed as the billing, servicing, or attending phy-
sician on a claim for that beneficiary in a year.
Using this method, we defined four categories
of physician participation: “ghost” physicians
treated 0 Medicaid beneficiaries, “peripheral”
physicians treated 1–10 beneficiaries, “standard”
physicians treated 11–150 beneficiaries, and
“core” physicians treated more than 150 benefi-
ciaries. The threshold for core physician partici-
pation assumed an average panel size of 1,500
patients, 10 percent of whom were enrolled in
Medicaid.26,27

Statistical Analysis First, we calculated the
proportion of in-network physicians with ghost,
peripheral, standard, and core status by specialty
in each state. Second, we examined the concen-
tration of care among physicians who treated at
least one Medicaid beneficiary (that is, exclud-
ing ghost physicians) by counting the number of
unique office-based claims attributed to each
physician in each calendar year. Claimswere first
attributed to the servicing provider; then, if no
servicing provider was recorded on the claim, to
the attending provider; and then, if no servicing
orattendingproviderwas recorded, to thebilling
provider.We plotted the cumulative proportion
of claims attributed to each physician (Lorenz
curves) separately for each specialty. Third, we
determined how access to care as measured by
network adequacy ratio—the ratio of Medicaid
beneficiaries to in-network physicians—was af-
fected by the prevalence of ghost and peripheral
physicians in each state. Todo this,we calculated
the ratio in each county with and without ghost
and peripheral physicians. We performed inde-
pendent comparisons for each specialty, as net-
work adequacy standards are often assessed sep-
arately by specialty. Medicaid beneficiaries and
physicianswereassigned to counties on thebasis
of their county of residence and practice loca-
tion, respectively. (In one state for which prac-
tice location information was not included in
the network directory, we assigned office loca-
tion based on the primary location listed in the
NPPES registry).
We conducted a range of sensitivity analyses to

ensure the robustness of our results to alterna-
tive specifications. First, usinganadditional year
of claims data, we determined the proportion of
ghost physicians who remained contracted with
the same health plan and retained that ghost
classification in the adjacent year. We also as-
sessed whether ghost physicians weremore like-
ly to operate in low-volume areas by comparing
the geographic distribution of ghost physicians
relative to core, standard, and peripheral physi-
cians. In an additional analysis, we examined
whether ghost physicians in our data also had
low levels of participation in fee-for-service

Medicare, using the Medicare Public Use Files
from corresponding years.28 Finally, to more
completely assess the full networks of physicians
available to Medicaid beneficiaries, we deter-
mined the proportion of care that was delivered
to Medicaid beneficiaries by physicians not
listed in state Medicaid directories. Analyses
were conducted using Stata/SE, version 14.
Limitations Our study had several limita-

tions. First, our analysis was limited to four
states. Although the results were qualitatively
similar across states, analyses might not gener-
alize nationally, given the extent of variation
across Medicaid managed care programs. The
four states included in our analysis, however,
were similar to national averages across a set
of relevant indicators (shown in appendix exhib-
itA6).19 Second,ouranalyseswere limited to four
specialties, and our results might not generalize
toothers.Third, ourprimary analyses focusedon
physicians’participation inMedicaid in one year
for each state, but there is evidence that this
participation is not stable over time.29 Although
we examined the sensitivity of our primary anal-
ysis to the use of two years of data, our estimates
may nonetheless have overestimated access in
Medicaid managed care by failing to account
for provider attritionover time. Fourth, our anal-
ysis focused on network adequacy standards de-
fined by the number of beneficiaries per physi-
cian and did not assess whether standards based
on distance or wait times were met.

Study Results
Characteristics Of The Study Population
Our final analytic sample comprised 22,056
physicians in adult primary care, pediatric pri-
mary care, cardiology, and psychiatry who were
included in Medicaid managed care provider
network directories across the four study states

Our findings suggest
that provider network
directories may
overstate the
availability of
physicians in the
Medicaid program.

Medicaid
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(exhibit 1). The number of unique physicians in
Medicaid managed care networks in each state
varied from 2,826 to 9,371. The proportion of
physicians in each specialty was similar across
states, with the highest proportion of physicians
practicing adult primary care. The proportion
of physicians located in rural areas varied by
state, from a low of 1.3 percent to a high of
35.5 percent.

Participation In Medicaid Overall, 16.3 per-
cent of physicians listed in Medicaid managed
care plan provider network directories in a year
qualified as ghost physicians, meaning they saw
zero Medicaid beneficiaries over the course of
the year in an outpatient setting (exhibit 2). The
share of ghost physicians ranged from 13.4 per-
cent to 24.9 percent across states (appendix ex-
hibit A7 shows the proportion of ghost, periph-
eral, standard, and core physicians by state).19

The prevalence of ghost physicians also varied by
specialty (exhibit 2). Psychiatrists were themost
likely to qualify as ghost physicians (35.5 per-
cent), whereas pediatric primary care physicians
were the least likely to qualify as ghost physi-
cians (11.0 percent). Approximately 17.1 percent
of physicians in the study were classified as pe-
ripheral physicians, 42.9 percent were classified
as standard physicians, and 23.7 percent were
classified as core physicians. Although there was
limited variation across states in the proportion
of physicians classified as peripheral (14.4–
18.8 percent), there was substantial between-
state variation in the proportion of physicians
classified as standard (32.7–51.9 percent) or core
(15.8–33.4 percent) (appendix exhibit A7).19

We conducted several additional analyses to
further contextualize our primary results. Of
the physicians who remained in the network di-
rectory for a second year, 94.6 percent remained
ghost or peripheral physicians (appendix exhib-
it A8 shows the consistency of physician partici-
pation during a two-year period).19 Ghost physi-
cians were also no more likely than other
physicians to practice in rural or low-volume
areas (appendix exhibit A9 presents character-
istics of ghost, peripheral, standard, and core
physicians).19 Inaddition,wefoundthat34.9per-
cent of nonpediatric ghost physicians in the
Medicaid datawere classified as standard or core
in Medicare, with the remainder of physicians
either not contracting with Medicare or seeing
fewer than eleven patients annually (appendix
exhibit A10 describes the consistency of physi-
cian participation status between Medicaid and
Medicare).19 This may suggest that some physi-
cians listed in Medicaid networks are not in-
volved in patient care generally. There was some
variation among specialties, with Medicaid-
based ghost psychiatrists more likely to be stan-
dard in Medicare.
Finally, 87.8 percent of physicians in the four-

state samplewhodelivered care toMedicaid ben-
eficiaries were contracted with Medicaid man-
aged care plans. Of the 2,575 out-of-network
physicians who saw at least one Medicaid bene-
ficiary, 61.2 percent were peripheral physicians,
33.1 percent were standard, and 5.7 percent were
core. These results suggest that some level of care
is available toMedicaid beneficiaries fromphysi-
cians not listed in network directories, although

Exhibit 1

Characteristics of physicians contracted with Medicaid managed care plans in 4 states, 2015–17

All State 1 State 2 State 3 State 4

No. % No. % No. % No. % No. %
Physicians 22,056 100.0 2,826 12.8 3,352 15.2 9,371 42.5 6,507 29.5

Physicians by specialty

Adult primary care 14,942 67.7 1,997 70.7 2,076 61.9 6,514 69.5 4,355 66.9
Pediatric primary care 3,406 15.4 350 12.4 666 19.9 1,338 14.3 1,052 16.2
Cardiology 2,130 9.7 251 8.9 427 12.7 807 8.6 645 9.9
Psychiatry 1,578 7.2 228 8.1 183 5.5 712 7.6 455 7.0

Physician demographics

Female 8,359 37.9 1,082 38.3 1,179 35.2 3,819 40.8 2,279 35.0
Sole practitioner 3,847 18.0 342 12.5 770 24.0 1,601 17.8 1,134 17.8
Rural practice 3,697 21.9 1,002 35.5 42 1.3 1,313 14.0 1,340 20.6
Claims per physician, median 68.0 —

a 42.5 —
a 93.5 —

a 55.0 —
a 105.0 —

a

Beneficiaries per physician, median 35.0 —
a 26.0 —

a 41.0 —
a 32.0 —

a 47.0 —
a

SOURCE Authors’ analysis of Medicaid claims; managed care enrollment; network provider data from Kansas, Louisiana, Michigan, and Tennessee (1 year of data was used
for each state during the period 2015–17); provider data from the National Plan and Provider Enumeration System; and the Federal Office of Rural Health Policy, Health
Resources and Services Administration. NOTES States are blinded, as required by data use agreements. Percentages might not sum to 100 percent because of rounding.
Row 1 percentages reflect numbers as a proportion of total physicians; all other percentages reflect numbers as a proportion of the state-specific columns. aNot
applicable.
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it is a small proportion of total care (appendix
exhibit A11 presents characteristics of out-of-
network physicians).19 Overall, 1.8 percent of
claims were filed by out-of-network physicians.
Distribution Of Care Among Physicians

Among primary care physicians (both pediatric
and adult) who treated at least one Medicaid
beneficiary in the year, 25 percent of physicians
accounted for 86.2 percent of claims (exhibit 3).
Among specialist physicians who treated at least
oneMedicaid beneficiary in the year, 25 percent
of cardiologists accounted for 69.2 percent of
claims, and 25 percent of psychiatrists ac-
counted for 86.5 percent of claims. Similar re-
sults were evident across states (appendix exhib-
it A12).19 Core primary care physicians
(29.9 percent) were responsible for 88.1 percent
of outpatient care; among specialists, core car-
diologists (22.5 percent) were responsible for
63.2 percent of outpatient care, and core psy-
chiatrists (15.3 percent) were responsible for
70.6 percent of outpatient care (appendix exhib-
it A13).19 There were slightly higher levels of care
concentration in urban, as compared with rural,
areas (appendix exhibit A14).19

Network Adequacy Exhibit 4 shows the dis-
tribution of network adequacy across all coun-
ties. According to the provider networkdirectory
data, there was, on average, one primary care
physician for every 440 Medicaid beneficiaries,
one cardiologist for every 4,543 Medicaid bene-

ficiaries, and one psychiatrist for every 5,382
Medicaid beneficiaries across the counties in-
cluded in our four-state sample (calculated from
data in exhibit 4).When we excluded ghost and
peripheral physicians, the average ratios rose to
one primary care physician for every 654 bene-
ficiaries, one cardiologist for every 4,777 bene-
ficiaries, and one psychiatrist for every 8,834
beneficiaries (appendix exhibit A15).19

Looking beyond our four study states, twenty
states have anetwork adequacy requirement that
limits the number of beneficiaries per primary
care provider, although these requirements vary
widely: Some states require that plans contract
with aminimumof oneprimary careprovider for
every 100 beneficiaries, whereas others only re-
quire one primary care provider for every 2,500
beneficiaries.30 According to data from the pro-
vider network directory, 94.2 percent of the
counties in our four-state sample had sufficient
access to primary care physicians based on the
mean of the provider-to-beneficiary network ad-
equacy standards across the twenty states (one
primary care provider for every 1,400 beneficia-
ries). After ghost and peripheral physicianswere
excluded, 84.7 percent of counties met this stan-
dard (exhibit 4).
Only a fewstatesoverall hadnetworkadequacy

standards for specialists. In these states, the av-
erage specialty requirement was one specialist
per 1,750 beneficiaries. According to data from

Exhibit 2

Number of Medicaid beneficiaries seen per year by physicians contracted with Medicaid managed care plans in 4 states, by
specialty and extent of physician participation, 2015–17

SOURCE Authors’ analysis of Medicaid claims and network provider data from Kansas, Louisiana, Michigan, and Tennessee (1 year of
data was used for each state during the period 2015–17) and provider data from the National Plan and Provider Enumeration System.
NOTES “Ghost” is 0 beneficiaries, “Peripheral” is 1–10 beneficiaries, “Standard” is 11–150 beneficiaries, and “Core” is more than 150
beneficiaries.

Medicaid
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the provider network directories of our four-
state sample, 12.4 percent of counties met the
standard for cardiologists, and 10.4 percent of
countiesmet the standard for psychiatrists. After
ghost and peripheral physicians were excluded,
9.2 percent of counties met the standard for
cardiologists, and 2.3 percent of counties met
the standard for psychiatrists (appendix ex-
hibit A15).19,30

Discussion
Across the four states and four specialties in this
study, more than a third of the physicians listed
in provider network directories for Medicaid
managed care plans treated ten or fewer Medic-
aid beneficiaries in a year. The share of these
low-volume physicians varied little across states,
suggesting a widespread mismatch between the
physicians listed in provider network directories
and those actively seeing Medicaid managed
care beneficiaries. Among the set of contracted
physicians who sawMedicaid beneficiaries, care
was highly concentrated: The top quartile of pri-
mary carephysicians, cardiologists, andpsychia-

tristswereresponsible for86.2percent,69.2per-
cent, and 86.5 percent of claims, respectively.
Taken together, our findings suggest that pro-
vider network directories may overstate the
availability of physicians in the Medicaid pro-
gram; many states’ reliance on directories to en-
sure network adequacy may be insufficient to
ensure satisfactory access to physicians who
are both valued by Medicaid managed care ben-
eficiaries and willing to treat them.
Physician participation has been a long-stand-

ing concern in the Medicaid program. Using
survey data, another study found that 17 percent
of primary care practices receive no Medicaid
revenue.6 We found that a similar portion
(15.9 percent) of adult primary care physicians
withinMedicaidmanaged care networks did not
file any Medicaid claims in a year, which raises
concerns that private insurers may be “padding”
theMedicaidmanaged carenetworkswithphysi-
cians irrespective of their willingness to treat
Medicaid beneficiaries.6 As most states have
transitioned the bulk of Medicaid beneficiaries
to managed care, our analysis also highlights
the difficulties in ensuring access to services

Exhibit 3

Distribution of unique claims billed by physicians contracted with Medicaid managed care plans in 4 states, by specialty,
2015–17

SOURCE Authors’ analysis of Medicaid claims and network provider data from Kansas, Louisiana, Michigan, and Tennessee (1 year of
data was used for each state during the period 2015–17) and provider data from the National Plan and Provider Enumeration System.
NOTE Primary care physicians included both adult and pediatric primary care physicians.
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via third-party intermediaries.
Under federal regulations, states are required

to demonstrate the adequacy of their managed
care networks.16 The federal government, how-
ever, has been less explicit about how they
should do so. States vary widely in the require-
ments of their network adequacy standards,
oversight of those standards, and penalties for
overstating the breadth of networks.14,16,30 Many
states have network adequacy standards that set
minimum provider-to-enrollee ratios for each
managed care plan. Some states also simulta-
neously require adequacy based on distances
(that is, at least oneprimary careproviderwithin
thirty minutes or ten miles of any beneficiary
residence).30 For example, of the four states we
analyzed, one had only distance and time stand-
ards; among the other three, standards varied
from 750 to 2,500 beneficiaries per primary care
physician and from no standard to 20,000 en-
rollees per specialist.30–32 Based on our study and
others, any measure used that is not subject to
consistent oversight may have limited effective-
ness in ensuring access. Our findings also sug-
gest that network adequacy standards might not
enhance access to specialists,18 as cardiology and

psychiatry networks were far more likely to have
ghost physicians than primary care networks.

Policy Implications
Our findings indicate that states’ common prac-
tice of relying on thephysicians listed innetwork
directories to ensure network adequacy may be
insufficient for several reasons. First, it is well
documented that these directories are often out-
dated or inaccurate.13,14 This may partly explain
why such a large share of the listed physicians
were not actively engaged in caring forMedicaid
managed care beneficiaries in our study. Our
research complementsprior, audit-based studies
of provider network directories, demonstrating
that inadequacies in network directories can be
identified at scale with administrative data.11,33

Second, our results suggest that all providers
should not be counted equally when measuring
access inMedicaid.We found that carewashighly
concentrated among a small set of physicians;
these findings may reflect either beneficiaries’
preferences for particular physicians (for exam-
ple, because of cultural competence) or the un-
willingness of some physicians to see significant

Exhibit 4

Distribution of Medicaid managed care network adequacy ratios for primary care across counties in 4 states, by extent of
physician participation, 2015–17

SOURCE Authors’ analysis of Medicaid claims, managed care enrollment, and network provider data from Kansas, Louisiana, Michigan,
and Tennessee (1 year of data was used for each state during the period 2015–17) and provider data from the National Plan and
Provider Enumeration System. NOTES There were seven counties with beneficiaries, but no primary care physicians; these counties
were excluded from the analysis. Network adequacy ratio is the number of Medicaid beneficiaries per Medicaid-contracted physician in
each county.When the ratio is calculated only for physicians who saw more than 10 patients (core and standard physicians), the number
of counties with lower ratios (indicating greater access) declines.
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numbers ofMedicaid beneficiaries. Under either
circumstance, networks that include the small
subset of Medicaid-focused physicians are effec-
tively broader than provider networks that con-
tain larger shares of ghost or peripheral physi-
cians. By counting all physicians the same way,
network adequacy standards only incentivize
plans to include a sufficient number of physi-
cians, instead of encouraging plans to contract
with physicianswhoboth are valued byMedicaid
beneficiaries and are willing to treat them. Fail-
ure to distinguish those standard and core physi-
cians from ghost and peripheral physicians in
network directories further exacerbates access
challenges for beneficiaries, many of whom are
making plan choices on the basis of the informa-
tion in the directories.
Based on our findings, we propose two policy

solutions to improve the oversight of provider
networks in state Medicaid programs. First, we
propose that states devote resources to regularly
evaluating Medicaid managed care networks via
a combination of more complex, yet effective,
audit studies (for example, secret shoppers)
and the use of broader administrative claims
data to assess which physicians are actively en-

gaged in treating the Medicaid beneficiaries in
each plan. Claims-based assessments could in-
form audit studies, making them more efficient
by identifying ghost and peripheral physicians
and focusing audit efforts on this group. Second,
states should pair regular evaluation ofmanaged
care plan networks with strict penalties for non-
compliance. Some states have started to fine
plans that do not comply with network adequacy
standards.34 If plans are penalized for contract-
ing with physicians who are listed as being in-
network but do not see Medicaid beneficiaries,
they may be incentivized to self-assess the true
adequacy of their own networks and improve
access to care for Medicaid beneficiaries.

Conclusion
Our findings suggest that relying on the physi-
cians listed in Medicaid managed care network
directories to measure access is insufficient.
Enforcement of network adequacy standards
should evolve to ensure that plan networks are
evaluated on the basis of whether they include
physicianswho are both valued byMedicaid ben-
eficiaries and willing to treat them. ▪
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