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Summary 

States expanding Medicaid eligibility under the Patient Protection and Affordable Care Act 

(ACA) can substantially expedite Medicaid enrollment and retention for participants in the 

Supplemental Nutrition Assistance Program (SNAP). In these states, 97 percent of SNAP 

recipients will qualify for Medicaid. Even where SNAP provides broad-based categorical 

eligibility that extends gross income limits to at least 185 percent of the federal poverty level 

(FPL), 94 percent of SNAP recipients will qualify for health coverage. SNAP receipt can thus 

verify Medicaid applicants’ financial eligibility and allow administrative renewal for consumers 

who receive Medicaid. At the start of 2014, states may be able to quickly provide numerous 

SNAP recipients with health coverage for which they qualify, enrolling the eligible uninsured 

while greatly lessening anticipated burdens on social services offices.    

Introduction 

Beginning in 2014, ACA §1413 provides that Medicaid programs and other insurance 

affordability programs must “to the maximum extent practicable establish, verify, and update 

eligibility… using … data matching…” and “determine … eligibility on the basis of reliable, 

third party data.”
1
 The Centers for Medicare and Medicaid Services (CMS) have thus 

promulgated regulations specifying the following:
2
 

 Data matches will verify a Medicaid applicant’s attestations of eligibility whenever they are 

“reasonably compatible” with such attestations. If both data and attestations show income at 

Medicaid levels, they will be considered reasonably compatible. In such cases, Medicaid 

eligibility will be established without asking the applicant for documentation. 

 At redetermination of an enrollee’s Medicaid eligibility, if reliable data show that a 

beneficiary continues to qualify, Medicaid coverage will be administratively renewed. The 

beneficiary will be sent a notice indicating the basis for the state’s decision and explaining 

the beneficiary’s legal duty to provide any necessary corrections. If the beneficiaries do not 

respond, their coverage will continue.  

This data-driven approach to eligibility determination is an attempt to increase participation 

levels among eligible consumers, reduce the proportion of program dollars used for 

administration, and increase the accuracy of eligibility outcomes. CMS has helped states make 

the transition by giving Medicaid programs 90 percent federal matching funding to support the 

necessary investment in information technology, along with 75 percent funding for the 

operational expenses involved in automated eligibility determination.
3
   

In this report, we analyze the potential of SNAP records to provide data for verifying financial 

eligibility for Medicaid. We use the Transfer Income Model, Version 3 (TRIM3), to estimate the 

overlap between SNAP participation and Medicaid eligibility under the ACA, assuming that 

states expand eligibility to all citizens and qualified immigrants with modified adjusted gross 

income (MAGI) up to 138 percent of FPL.
4
 We conclude that receipt of SNAP establishes a 

sufficiently high probability of Medicaid-level incomes to verify attestations of financial 

eligibility, to permit administrative renewal, and to justify the highly streamlined Medicaid 

enrollment of numerous SNAP recipients who will qualify for health coverage in 2014.  

This report emerged from a body of ongoing research for the Department of Health and Human 

Services, Office of the Assistant Secretary for Planning and Evaluation (HHS/ASPE). That 
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research investigates the integration and coordination of eligibility determination, enrollment, 

and retention between health and human services programs under the ACA. The authors are 

grateful for the research support provided by HHS/ASPE for our larger project as well as for the 

development of TRIM3. In addition, the authors thank the California HealthCare Foundation for 

supporting this separate report, which builds on but is distinct from the work conducted for 

ASPE.  

The relationship between SNAP receipt and Medicaid eligibility under 
the ACA 

Background information about SNAP 

After Medicaid, SNAP is the nation’s largest state- and locally-administered need-based 

program. Reaching more than 45 million people, benefits are typically limited to individuals with 

net income—that is, gross income minus applicable disregards—at or below 100 percent FPL. 

When determining income, SNAP defines households based on family relationship and the 

common purchase and preparation of food. Income disregards are generally similar to those used 

by pre-ACA Medicaid, with certain exceptions, such as SNAP’s deduction for so-called “excess 

shelter costs.” Under ACA rules, SNAP and Medicaid will find most low-income people to have 

the same or similar incomes. When the two programs differ, SNAP will typically classify 

consumers as having higher income.
5
  

The amount of monthly SNAP benefits is based on family size and net income; with each $1 

drop in income, benefits rise by approximately 30 cents. SNAP’s process for determining 

eligibility and benefits includes rigorous requirements for verification and regularly updating 

information, both because of the precise income measurement needed to set benefit levels and to 

avoid penalties under SNAP’s quality control system. As a result, federal officials estimate that 

only one to two percent of SNAP households are ineligible.
6
 

Under the traditional SNAP program, gross income may not exceed 130 percent FPL in 

households without elderly members or people with disabilities. However, some states have 

extended gross income limits above this level under rules for “broad-based categorical 

eligibility” (BBCE). Notwithstanding that extension, 83 percent of SNAP recipients have gross 

incomes below the poverty level.
7
 Even in BBCE states, just 4.8 percent of all SNAP recipients 

have gross incomes above 130 percent FPL.
8
  

Like Medicaid and other federally-funded public benefits, SNAP is limited to U.S. citizens and 

qualified immigrants. In recent years, SNAP programs have made great strides modernizing 

program administration. Streamlining enrollment and retention procedures has improved 

program participation, reduced error rates, and increased efficiency.
9
 From 2002 to 2010, the 

proportion of eligible individuals receiving benefits rose from 54 percent to 75 percent.
10

 

SNAP is available to children, parents, and childless adults. Typically, the latter group is subject 

to strict work requirements that often have the effect of limiting SNAP receipt to three months of 

benefits within each 36-month period. However, because of high unemployment levels, 46 states 

are exempt from this special work requirement through the end of the current federal fiscal year 

(September 30, 2013).
11
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A methodological overview 

Our tabulations come from TRIM3’s microsimulation techniques, which estimate both SNAP 

recipients and people who will qualify for assistance under the Medicaid program rules that will 

apply starting on January 1, 2014, in states that expand eligibility under the ACA. TRIM3 is 

maintained and developed by the Urban Institute, under primary funding from HHS/ASPE.
12

  

Our estimates describe the overlaps between Medicaid eligibility under the ACA (assuming 

expansion in 2014) and SNAP receipt during the average month in calendar years 2009 and 

2010, based on the 2010 and 2011 Current Population Survey-Annual Social and Economic 

Supplement (CPS-ASEC). We consider only people under age 65 who do not receive Medicare. 

Our simulation of Medicaid eligibility includes only MAGI-based coverage up to 138 percent 

FPL, Medicaid coverage of recipients of Supplemental Security Income (SSI), and children’s 

pre-2014 Medicaid eligibility (whether funded through Titles XIX or XXI of the Social Security 

Act). We thus may underestimate the proportion of Medicaid-eligible consumers among SNAP 

recipients under age 65 by excluding: (a) Medicare beneficiaries who also qualify for 

Medicaid;
13

 and (b) non-SSI-recipient adults who qualify for pre-ACA Medicaid eligibility 

above 138 percent FPL. Further, our results rely on self-reported survey information, which is 

subject to measurement error and requires assumptions to construct SNAP and tax filing units 

and to impute certain unreported income elements and disregards. In addition, our national 

estimates do not fully take into account the effect of broad-based categorical eligibility, since a 

number of states first implemented BBCE in 2010, half-way through the period covered by our 

underlying survey data, and another four states adopted BBCE policies in 2011 or 2012.
14

 To 

address the latter limitation, we specifically highlight findings about the characteristics of SNAP 

recipients in the states that were providing such extended SNAP eligibility as of July 1, 2009.    

Our results do not identify the health insurance status of Medicaid-eligible SNAP recipients. As 

we discuss below, some have employer-sponsored insurance (ESI). While ESI does not preclude 

Medicaid eligibility, Medicaid beneficiaries who retain ESI have their coverage limited to so-

called “wrap-around” payment of employer premiums, out-of-pocket cost-sharing, and services 

outside the employer’s benefits package. Finally, these results do not simulate labor market 

responses, including ESI changes, to modifications of health policy. More information on the 

methods used for this report is contained in the methodological appendix.  

Our national findings 

At the national level, our key findings are as follows (table 1):  

 97 percent of SNAP recipients will qualify for Medicaid if all states expand eligibility as 

provided by the ACA.   

 In states that, as of July 1, 2009, extended BBCE to gross income levels of at least 185 

percent FPL,
15

 94 percent of SNAP recipients will qualify for Medicaid. (Note: this report’s 

subsequent references to “BBCE/185+ states” are limited to those described in the previous 

sentence.) 

 Medicaid eligibility will be slightly less likely for adult SNAP recipients than for children—
95 percent, compared to 98 percent. In BBCE/185+ states, 91 percent of adult SNAP 

recipients will qualify for Medicaid.  
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Table 1. Medicaid eligibility under the ACA among SNAP recipients under age 65 
who do not receive Medicare, by age of SNAP recipient and state expansion of 
broad-based categorical eligibility 

Age of SNAP 

recipients 
States 

Total number of 

SNAP recipients 

(millions) 

Percentage of SNAP recipients 

who will qualify for Medicaid 

under ACA expansion 

All  

(0-64) 

All 36.9 97% 

BBCE/185+ 5.7 94% 

Adults (19-64)  
All 18.2 95% 

BBCE/185+  2.9 91% 

Children (0-18) 
All 18.7 98% 

BBCE/185+  2.8 98% 

Source: TRIM3 analyses conducted in April 2013, using 2010-11 CPS-ASEC. Note: Assumes all states expand Medicaid to 138 

percent FPL. States categorized here as BBCE/185+ are limited to those that extended eligibility to gross income of at least 185 

percent FPL for all households as of July 1, 2009. Totals reflect monthly averages during 2009 and 2010, assuming application of 

2014 Medicaid eligibility rules under the ACA and SNAP participation levels in 2009 and 2010. Medicaid eligibility categories 

are limited to MAGI-based eligibility up to 138 percent FPL, receipt of SSI, and children’s eligibility for Medicaid (whether 

funded through Title XIX or Title XXI of the Social Security Act) under their state’s pre-2014 rules. Table is limited to 

individuals under age 65 who do not receive Medicare.   

These results are consistent with earlier research by the Center on Budget and Policy Priorities 

that analyzed SNAP administrative data describing SNAP households who include at least one 

member who is under age 65 and not receiving SSI.
16

 The study found that 75 to 80 percent of 

such households are certain to qualify for Medicaid, based on information already contained in 

their SNAP case records. The remaining 20 to 25 percent were found likely to have members 

who qualify for Medicaid, but their eligibility could not be established with certainty, based on 

SNAP administrative data alone. For example, SNAP counts as a single household two unrelated 

adults who live, shop, and prepare food together, but each adult is considered a separate 

household for purposes of Medicaid eligibility. To account for the two programs’ different 

household definitions, the Center’s study classifies this two-adult household as certain to qualify 

for Medicaid only if the two adults’ combined income falls below the Medicaid eligibility 

threshold for a household of one.   

Because our study relies on survey data that goes beyond what is included in SNAP records, we 

are able to estimate the Medicaid eligibility status for all SNAP recipients. We use detailed 

income and demographic information available for each household member in the CPS-ASEC to 

construct appropriate Medicaid households and calculate their MAGI. To continue with the 

above example, a household that consists of two Medicaid-eligible adults can be identified as 

such by TRIM3 even if, using SNAP administrative records alone, and applying the business 

rules described in the Center’s study, the household cannot be classified as certain to qualify for 

Medicaid, but can only be characterized as likely to be eligible. The survey data and 

microsimulation techniques underlying the current study also address many (but not all) other 

situations where eligibility could not be established with certainty based on the administrative 

data used in the prior study.
17

 That said, the estimates presented here are based on survey data 

and subject to measurement error, whereas the Center’s study uses administrative data from the 
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SNAP quality control system. The two studies are thus best viewed as complementary 

companion pieces that reflect the strengths and weaknesses of their respective data sources and 

that present different types of estimates that support a range of state policy options. 

Implications for State Medicaid policy 

Using SNAP receipt to verify attestations of financial eligibility 

As noted earlier, an applicant’s sworn attestations of Medicaid-level income are verified 

whenever data matches from reliable sources are “reasonably compatible” with such attestations.  

Presumably, data showing that an individual Medicaid applicant receives SNAP are more than 

enough to meet this standard, given our findings about the very high probability of Medicaid 

eligibility among SNAP recipients.  

Using SNAP receipt to trigger administrative renewal 

When a beneficiary’s enrollment period is approaching its end, and reliable data show continued 

eligibility, coverage is renewed administratively. As explained above, the consumer receives a 

notice explaining the basis of the state’s eligibility determination and describing the consumer’s 

legal obligation to make necessary corrections. If the consumer does not make a correction, the 

coverage continues. The state receives some information from the consumer’s inaction, but less 

than from a sworn attestation on an application form, so it makes sense that the available data 

must establish a higher probability of eligibility for administrative renewal than for verifying 

applicant attestations.  

States could presumably apply administrative renewal to a beneficiary who receives SNAP, 

which establishes a 97 percent likelihood of Medicaid eligibility (table 1). This holds true in 

BBCE/185+ states, where SNAP receipt establishes a 94 percent overall likelihood of Medicaid 

eligibility (table 1), and where, in each state, the likelihood of Medicaid eligibility reaches at 

least 93 percent for all SNAP recipients and 89 percent for SNAP adults (table 2).    

Using SNAP receipt to facilitate the rapid enrollment of Medicaid-eligible consumers 

as Medicaid expansion begins 

As the ACA’s Medicaid expansion first gets under way in 2014, states may be able to streamline 

the enrollment of consumers into Medicaid based on their receipt of SNAP. Such initiatives 

would cover numerous uninsured SNAP recipients who qualify for Medicaid, with little or no 

manual involvement by social service caseworkers.  States pursuing these strategies would seek 

rapid and significant coverage gains for Medicaid-eligible consumers, while sparing social 

services offices a potentially overwhelming flood of Medicaid applications.  

It is beyond this paper’s scope to flesh out such initiatives’ parameters. Our primary goal is to 

describe their great potential, given our findings.  

States could take many different approaches to such enrollment efforts.
18

 To illustrate how the 

simple fact of SNAP receipt can help establish financial eligibility for Medicaid, consider a 

strategy that applies the logic of administrative renewal. A state identifies all SNAP recipients 

who do not receive Medicaid and sends them notices like those used for administrative renewal. 

The notices might say, among other things:    

 Based on SNAP receipt, the consumer appears financially eligible for Medicaid and so has 

been identified for possible enrollment into health coverage; 
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 To be financially eligible for Medicaid, income may not exceed various specified monthly 

levels, depending on household size;
19

   

 The consumer has a legal obligation to inform the state by a specified date if, in fact, 

household income exceeds Medicaid levels; and 

 If the consumer thinks that household income might exceed Medicaid levels, the consumer 

should immediately contact the state by calling a toll-free number.
20

  

If the state fails to hear from the consumer by the specified date, it could presumably find the 

consumer financially eligible for Medicaid. Just as the combination of SNAP receipt, state 

notice, and consumer non-response establishes financial eligibility for Medicaid with 

administrative renewal, so that identical combination could presumably establish financial 

eligibility for Medicaid in the context of data-based enrollment. Of course, before the consumer 

receives Medicaid, all non-financial requirements must be satisfied as well.
21

   

In addition to determining eligibility and structuring enrollment procedures,
22

 states providing 

Medicaid to multiple SNAP recipients may want to consider their approach to employer-

sponsored insurance (ESI). Our microsimulation found that 17 percent of Medicaid-eligible 

SNAP participants receive ESI (results not shown). Potential strategies include the following:  

 A coverage-definition approach would apply after SNAP recipients qualify for Medicaid but 

before they receive coverage. During that period, states would work with third-party liability 

(TPL) contractors to identify which newly enrolling SNAP recipients already have ESI. 

Those who retain ESI would obtain Medicaid “wrap-around” coverage that supplements the 

employer plan, rather than full Medicaid. 

 A population-definition approach would apply when states are identifying the SNAP 

recipients to be targeted by enrollment efforts. States would work with TPL contractors to 

exclude ESI enrollees from their target lists. In BBCE/185+ states, this would raise the 

proportion of Medicaid-eligible people targeted for enrollment from 94 to 95 percent for all 

SNAP recipients and from 91 to 93 percent for SNAP adults (data not shown).
23

 Such 

exclusion would reduce the odds of “crowding-out” ESI, and it would focus outreach and 

enrollment efforts on the uninsured, rather than SNAP recipients who already have coverage. 

Medicaid-eligible consumers with ESI could apply for and receive wrap-around coverage, 

but they would not be included as targets of an enrollment initiative. 

Further work to analyze policy options along these general lines could yield major dividends, 

given the high proportion of Medicaid-eligible consumers among SNAP recipients and the 

benefits of quickly and efficiently enrolling them into coverage.  

State estimates 

The following table shows our key findings for each state and the District of Columbia. 
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Table 2. Among SNAP recipients under age 65 who do not receive Medicare, the 
percentage who will qualify for Medicaid under the ACA’s expanded eligibility, by 
age and state  

 
Source: TRIM3 analyses conducted in 2013, using 2010-11 CPS-ASEC. Note: See notes to table 1. States with asterisks extended 

SNAP via BBCE to gross income levels of at least 185 percent FPL for all households as of July 1, 2009. 
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Conclusion 

The ACA’s data-based eligibility determination, enrollment, and retention approach promises 

significant gains in participation levels, efficiency, and accuracy. If states use SNAP records to 

facilitate determinations of financial eligibility for Medicaid, many of these gains could 

materialize in short order, covering uninsured consumers even as they relieve the daunting 

burdens that could otherwise face social service offices and caseworkers. This one example of 

data-driven eligibility represents an exciting down payment on a much broader movement 

towards twenty-first-century eligibility determination for America’s insurance affordability 

programs.  

About the Authors and Acknowledgements 

Stan Dorn and Lisa Dubay are senior fellows and Laura Wheaton and Paul Johnson are senior 

research associates at the Urban Institute. They are grateful for the assistance of the Urban 

Institute’s Matthew Buettgens, Linda Giannarelli, and Genevieve Kenney in reviewing earlier 

drafts of this paper; the aid of Matthew Buettgens and Linda Giannarelli in advising the 

microsimulation; as well as the work of Scott Forrey, Eva Hruba, Hannah Schellhase, and Jerry 

Ta in making this publication available for public distribution on an extremely short time frame. 

Finally, the authors once again thank the California HealthCare Foundation for sponsoring our 

work and HHS/ASPE for supporting much of the research that undergirds this paper. None of 

these individuals or organizations is responsible for the opinions expressed in this report, which 

are the authors’.   

About the Urban Institute 

The Urban Institute gathers data, conducts research, evaluates programs, offers technical 

assistance overseas, and educates Americans on social and economic issues—to foster sound 

public policy and effective government. We build knowledge about the nation’s social and fiscal 

challenges, practicing open-minded, evidence-based research to diagnose problems and figure 

out which policies and programs work best, for whom, and how. 

About the California HealthCare Foundation 

The California HealthCare Foundation, based in Oakland, California, works as a catalyst to 

fulfill the promise of better health care for all Californians. We support ideas and innovations 

that improve quality, increase efficiency, and lower the costs of care.  

  



 9 

Methodological Appendix 

Data year and population 

The tabulations use the spring 2010 and 2011 CPS-ASEC files, with demographic data as of the 

month of the survey and income data for CY 2009 and CY 2010.  Simulations are performed on 

both years of data and the results are averaged to provide sufficient sample size for state analysis. 

The data were not “aged” in any way to capture changes in demographics, employment/ 

unemployment, or income since 2010.  In particular, note that because the modeling uses 2010 as 

the base year, it does not reflect growth in the number of recipients receiving SNAP benefits 

between 2010 and 2013.   

Determination of MAGI 

TRIM3 models Medicaid eligibility under the ACA according to final regulations promulgated 

by HHS and the Treasury Department.
24

 MAGI includes the income of the taxpayer/spouse plus 

the income of any dependent who is required to file a tax return, as determined by TRIM3’s 

Federal Tax simulation. The regulations describe alternate family definitions covering 

individuals in certain circumstances, such as children living with unmarried parents or claimed as 

a dependent by a noncustodial parent, and individuals (any age) who do not expect to file a tax 

return and do not expect to be claimed as a dependent, or who are claimed as a dependent by 

someone other than a spouse or parent. The simulation models these alternate family definitions 

as described in the final regulations. 

The final regulations also clarify that Medicaid eligibility is based on current monthly income or 

projected annual income rather than the prior year’s income.  To capture this fact, the simulation 

computes MAGI as a percentage of the poverty guideline on a month-by-month basis, using the 

monthly income amounts developed for use in all TRIM3 simulations of benefit programs.
25, 

26
 

MAGI includes all the types of income that are counted in AGI for tax purposes—earnings, 

pensions, asset income, taxable Social Security benefits, Unemployment Insurance,  alimony, 

and capital gains, as well as the non-taxable portion of Social Security benefits. MAGI also 

includes foreign income and tax-exempt interest, which are not generally included in AGI. To 

the extent these sources of income are captured in the CPS-ASEC, they are not separately 

identifiable and are counted as income in the TRIM3 tax and benefit simulations. 

Determination of Medicaid eligibility under the ACA 

The TRIM3 model is used to simulate eligibility under Medicaid and the Children’s Health 

Insurance Program (CHIP) assuming that the ACA has been fully implemented, and that all 

states have expanded Medicaid eligibility to 138 percent of poverty. Eligibility is assessed on a 

month-by-month basis. 

Eligibility is simulated as follows: 

1. Adults qualify for Medicaid if they have MAGI at or below 138 percent of the poverty 

guidelines, or if they have mandatory coverage as SSI recipients.
27

  Other pathways are 

assumed to no longer be available.  The simulation assumes no continuous coverage for 

adults. 

2. Children ages 0-18, inclusive, qualify for Medicaid if they have MAGI at or below 138 

percent of the poverty guidelines.    States that currently (2010) apply continuous enrollment 
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to children are assumed to apply continuous enrollment to children newly-eligible under the 

ACA.   

3. Children above 138 percent of the poverty guidelines qualify for Medicaid and CHIP if they 

qualify under their state’s pre-ACA rules. 

More details are provided below on the assumptions regarding pre-ACA pathways and the 

modeling of continuous coverage. 

To exclude from our Medicaid eligibility estimates children who will qualify for coverage under 

separate CHIP programs, we applied the FPL thresholds listed for children’s Medicaid coverage 

under both Title XIX and Title XXI programs as listed by the Kaiser Family Foundation’s 

statehealthfacts.org
28

 to reflect the findings of the Georgetown Center for Children and Families 

and the Kaiser Commission on Medicaid and the Uninsured concerning financial eligibility rules 

in effect in January 2013.
29

 Children with incomes above those thresholds, defined using each 

state’s pre-ACA income disregards and other income methodologies, were excluded from our 

estimates of Medicaid-eligible children.
30

 We then consulted statehealthfacts.org to determine 

that California is the only additional state that has passed legislation that, before 2014, will shift 

children above 133 percent FPL from a separate CHIP program into a Medicaid program funded 

through Title XXI.
31

 As a result, for California children, we assumed that, in 2014 and later 

years, children with incomes at or below the FPL threshold of the state’s previous separate CHIP 

program will qualify for Medicaid. Children with incomes above that threshold, determined 

using the state’s pre-ACA CHIP income disregards and other methodologies, were excluded 

from our estimates of Medicaid-eligible children.  

Assumptions regarding pre-ACA pathways 

The simulation assumes that individuals age 19 and older would only have two pathways to 

Medicaid eligibility—having MAGI under 138 percent of poverty, or having mandatory 

coverage via SSI receipt.   

However, children are modeled as eligible for Medicaid if they are eligible either under the ACA 

rules or through any prior pathway other than the Medically Needy pathway.  This is an 

approximation of the “maintenance of effort” (MOE) requirements, but not a simulation of those 

requirements since it is not yet known exactly how states will convert their current pathways to 

use MAGI income.  In other words, the simulation of MOE eligibility for children above 138 

percent of poverty uses current (2010) measures of income, not the MAGI-equivalent measure 

that will actually be used under the ACA. 

Note that when determining who among the population with income greater than 138 percent of 

poverty is covered by the child MOE requirement, we treat all persons under 19 who are eligible 

in 2010 as MOE-eligible under the ACA.  This was done even if the 2010 pathway is an “adult” 

pathway (e.g. a pregnancy pathway, the 1931 parent pathway, and some waiver pathways).  

Also, persons over 138 percent of poverty who are age 19-20 may be eligible as Ribicoff 

children, or eligible though their state’s optional “percentage-of-poverty” coverage of children 

(even though they are classified as adults in the tables). 

The Medically Needy pathway is not modeled under the assumption that most non-

institutionalized people under age 65 previously covered through Medically Needy eligibility 

would qualify for expanded Medicaid eligibility under the ACA, for subsidized coverage in 

health insurance marketplaces, or for ESI.
32
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Procedurally, the different treatment of the pre-ACA pathways for adults vs. children was 

modeled by performing two TRIM3 Medicaid simulations.  The primary simulation simulated 

eligibility under the ACA (including MOE for children) but turned off all pathways through 

which adults could become eligible except for the 138-percent-poverty and SSI receipt pathways.   

In a second simulation, all pathways were set to their 2010 levels.  If a child was ineligible in the 

first simulation but eligible in this second simulation through any pathway other than Medically 

Needy, he or she was considered to be eligible under the ACA (via the ACA’s MOE requirement 

for children).  In effect, this second simulation captures those children above 138 percent of 

poverty who would be eligible under the MOE requirement but only via a pathway that can also 

be used by adults (primarily the 1931 pathway, but also some state optional coverage of people 

with disabilities); child-only pathways have the MOE requirement simulated in the primary 

simulation.  

Modeling continuous coverage 

As mentioned above, it is assumed that if a state previously allowed continuous coverage for 

children, that the policy would continue.  For example, in states with 12 months of continuous 

coverage, if there is one month when a child passes the eligibility tests, he or she is counted as 

eligible for the remainder of the year.  In reality, the child would only be covered in these months 

if he or she actually chose to enroll in Medicaid.
33

  

The current policy of extending “continuous eligibility” to pregnant women for the duration of 

their pregnancy is assumed to not be continued under the ACA (even if the women initially 

became eligible as a child).
34

   

Determination of SNAP eligibility and receipt  

Eligibility and receipt of SNAP were based on TRIM3-simulated eligibility and participation in 

2009 and 2010.
35

 Eligibility rules and participation levels reflect the year of data being 

simulated. As noted previously, a number of states adopted BBCE rules during this period. 

BBCE rules were modeled if they were in effect for a given state as of July 1 of the year being 

modeled. Eligibility is determined based on the income and characteristics of a group of people 

within a household, referred to as the filing unit. TRIM3 simulates the nuances of whose income 

is counted and which persons in the unit are eligible for benefits. For example, in SNAP, 

lawfully present immigrants aged 18 or older are generally ineligible for assistance in their first 

five years in the United States, but their lawfully present immigrant or citizen children are 

eligible. Following SNAP rules, TRIM3 counts a pro-rated share of a lawfully present 

immigrant’s income in determining eligibility for his or her children. In general, the tables for 

this report categorize a person as eligible for assistance if he or she is personally eligible (not 

simply in a unit where someone is eligible). 

The simulation of SNAP receipt adjusts for the fact that SNAP is under-reported in the CPS-

ASEC survey data.
36

  The model selects a portion of the SNAP-eligible households who did not 

report the benefit as being recipients, so that these additional households combined with those 

who reported the benefit in the survey create a caseload that is very similar to the actual caseload 

in terms of size and key characteristics. 
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Determination of whether a person should be categorized as a child in the tables 

This categorization attempted to follow the categorization that applies to most Medicaid 

eligibility pathways.  A “child” was defined strictly in terms of age – anyone under 19 was 

categorized as a child, regardless of whether that person was married and/or was a parent.    

Average monthly eligibility vs. annual eligibility 

Since TRIM determines eligibility on a monthly basis, aggregate eligibility estimates can be 

calculated on either an average monthly or annual basis.  Annual estimates consider a person to 

be eligible for a particular program if he or she is eligible for that program in a least one month 

of the year, and no consideration is given to the actual number of months he or she is eligible. 

For example, the same treatment applies to someone eligible for 12 months as for someone who 

qualifies for only 1 month.  On the other hand, average monthly eligibility estimates adjust for 

months of eligibility by “pro-rating” each person by the number of months he or she is eligible. 

Accordingly, in the aggregate eligibility estimate, a person eligible for all 12 months will count 

12 times as much as a person eligible for just 1 month.   

The eligibility estimates presented in this report are all average monthly estimates, and reflect the 

overlap in monthly program eligibility.  For example, a person who received SNAP for the first 

half of the year and Medicaid for the last half of the year would not be counted in table cells 

showing overlap in Medicaid eligibility and SNAP receipt. However, if eligibility for these 

programs overlapped in one month, then 1/12 of the person’s weight would be counted in the 

table, and if eligibility overlapped in all months, then the person’s full weight would be 

counted.    

State level estimates 

State-level estimates of Medicaid eligibility may differ from those produced by The Urban 

Institute Health Policy Center’s American Community Survey (ACS) version of the Health 

Insurance Policy Model (ACS-HIPSM) model and its CPS version of HIPSM.  With respect to 

the ACS model, the underlying data for ACS-HIPSM is the ACS, not CPS-ASEC.  Also, in this 

paper, eligibility determination for adults did not take into account pre-ACA eligibility rules that 

allow adults above 138 percent of FPL to qualify in some states. Furthermore, the ACS-HIPSM 

modifies state rules for adults to reflect adjustments that states have made since the enactment of 

the ACA and models the proposed disregard policy that ACA will impose in the future. TRIM3 

has incorporated all elements of the ACA’s household definitions; HIPSM has not yet done so.  
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