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Each State Medicaid program is required by Federal 
Regulations to have a Medical Core Advisory Com­
mittee (MCAC) which includes provider, consumer, 
and government representatives and whic_h parti~ipotes 
in policy development and program admmrstrat10n. 
Data are presented about the composition of these 

committees, their structure, the administrative and fi­
nancial support they receive, and the nature of their 
activities. It is argued that they can play an important 
role in policy formulation and implementation, but 
that they need to be reformed in order to exploit that 
potential. 

Introduction 
A Medical Care Advisory Committee (MCAC) 

" ... to advise the Medicaid agency about health and 
medical care services" is required by Federal regula­
tion for each State Medicaid program.1 The regula­
tions specify the committee's membership, its ~r~ici­
pation in policy development and program admmJstra­
tion, and the support for its operation. 

Advisory committees historically have been ~s~ 
principally for two purposes: to prese~t the OP1~10ns 
of relevant interest groups and to provtde expertise. 
(McMahon, 1930). Policymakers, in developing legts­
lation and regulations bearing on MCAC's, apparent­
ly sought to design an advisory committee that would 
blend these purposes. The first purpose was expressed 
by describing an essential function of the ~C~C as. 
"providing a two-way channel of commumcatton wtth 
the individuals, organizations, and institutions in the 
community that, with the administering agency, pro­
vide and/or pay for medical care and services" (U.S. 
Department of Health, Education, and Welfare, 
1975). Recognizing the technical complexity of a 
medical assistance program, the designers fashioned 
an MCAC which could contribute "specialized knowl­
edge and experience ... to that available within the 
single State agency administering the program (U.S. 
Department of Health, Education, and Welfare, 
1975). . 

Since the role of Federal and State Governments to 
the Medicaid program lies largely in the areas of fi­
nancing and eligibility determination while medical 
services are provided by the private health care sector, 
a high degree of cooperation between the public and 
private sectors is required to-realize the objectives of 
the program. For example, the Medicaid program was 
developed to make medical services in the mainst.r~am 
of American medicine financially accessible to ehg1ble 

I Code of Federal Regulations, Title 42, Part 431, Subpart A, Se<:­
tion431.12(a), 1978. 
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low-income people. The complex problems involved in 
realizing that aim cannot be solved without the inge­
nuity and resources of both the public and private 
sectors. Recognizing the dependency of the Medicaid 
program on the private health care sector, the ~CAC 
in each State is an organizational device aimed, m 
part, at maintaining and facilitating that co~per~tive 
relationship. One way it performs that funct1on IS by 
providing a forum for the expressio~ of the int~rests 
of the private sector in the formulatton and rev1ew of 
Medicaid policy. 

The need to control escalating Medicaid outlays has 
led many States to propose a variety of innovations; 
and with the passage of several recent amendments to 
Title XIX of the Social Security Act, they have more 
freedom to do so. However, even some of those pro­
posals with impressive theoretical and empirical sup­
port fail to be implemented, in part, because of the 
opposition of client advocates or provider groups.2 A 
thorough airing of the complexities in an MCAC for­
um in which legitimate concerns are thoughtfully ex­
plored and self-serving objections are exposed may in­
crease the acceptance rate for, and implementation of, 
innovative proposals. The MCAC can provide feed­
back and review of proposed innovations. It can also 
ease the acceptance of innovations by the larger com­
munities it represents-both the private health care 
providers and the public. 

Despite all these functions of MCAC's, however, 
very little is known about them. A Medical Services 
Administration (MSA) survey reporting on t~e com­
position of MCAC's in 1970 is the only pubbshed sys­
tematic information pertaining to them.3 The objec­
tive of this study is to describe the structural and 
operational characteristics of existing MCAC's and as­

2The recent abandonment of prepaid managed health care initia­
tives for East Harlem and Boston offer two cases in point. 
3Two unpublished studies focus on certain aspe<:ls of the MtAC. 
One of these studies. conducted by the State of Michigan MCAC, 
surveyed all States as to the oomposilion and operation of MCAC's 
in February 1979. The other study, conducted by the Ame~ican 
Academy of Pediatrics through a contact chapter member m each 
of the so Stales, asked respondents to describe the MCAC and as­
sess its effectiveness. 
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sess their function in the formulation of Medicaid pol-
Icy, 

Methodology 
A mail survey was conducted of SO State Medicaid 

programs (including the District of Columbia). The 
ooe-paae questionnaire (Figure I) sent to the adminis­
trator of the State Medicaid agency was intended to 
produce information about structural and ?perational 
characteristics of MCAC's in 1979. In addition to·the 
information requested in the questionnaire, all avail­
able minutes of I979 meetings were collected. A 92 
percent response rate was achieved for the question­
naire.4 Illinois and Nebraska responded but did not 
have an active MCAC in 1979. Excluding those 
States, 44 State responses were obtained. Responses to 
the questionnaire for each State included in the survey 
are presented in Tables I and 2. An analysis of the 
minutes of the MCAC meetings yielded additional 
data -on the operation and function of the MCAC's. 
This study is largely descriptive. The original intent 
was to conduct a second study, which was never pur­
sued, of several States selected to maximize variation 
on the characteristics described below. That in-depth 
study would have been an analytical attempt to ex­
plain the variation and to determine the effects of dif­
ferent MCAC policies. 

Findings 
Composition 

As can be seen in Table I, in 1979 the total mem­
bers. for an MCAC ranged from 6 to SO with the aver­
ale size being 20. Although individual MCA~'s varied 
in size between 1970 and 1979, the average size was 
virtually unchanged, 19 in 1970 (U.S. Department of 
Health, Education, and Welfare, 1975). The more 
critical issue is not size, but the composition of the 
MCAC's, and that did change considerably. 
· Differing perspectives and specialized knowledge are 
needed to plan the Medicaid program, to formulate 
the policies that guide it, to set standards, and to as­
sess. and interpret the problems and needs of profes­
sional groups. The interdependence is reflected in the 
Federal guidelines for the composition of the MCAC, 
which specify three groups of members: providers of 
bealth·care, consumers, and government representa­
tives.5 Members of MCAC must include: 
• 	 Board-certified physicians and other representatives 

Of:the health professions who are familiar with the 
medical needs of low-income population groups 
and with the resources available and required for 
their care; 

• 	 Members of consumers' groups, including Medi­
caid recipients and consumer organizations such as 

4The States 'of North Carolina, Tennessee, and WiSl:onsin and the 
District of Columbia did not respond to the questionnaire. 
.scode of Federal Regulations, Title 42, Part 431, Subpart A, Sec­
tion431.12(d), 1978. 
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labor unions, cooperatives, consumer-sponsored 
prepaid group practice plans, and others; and 

• 	 The director of the public welfare department or 
the public health department, whichever does not 
head the Medicaid agency. 

Providers of health care, the first group, accounted 
for more than 50 percent of the MCAC membership 
in 44 of the 48 States in the 1970 MSA study; by 
1979, on the other hand, providers accounted for 
more than 50 percent in only 23 of the 44 States in 
the study. Moreover, in 72 percent of the MCAC's, 
the proportion of providers decreased from 1970 to 
1979. Nonetheless, providers were still the largest 
group in 31 of the 44 States and, overall, accounted 
for 59 percent of the membership. 

Consumers, the second group, who in 1970 were 30 
percent or less of the MCAC's in 45 States, increased 
their representation so that in 1979 they comprised 
that small a proportion in only 24 States. The propor­
tion of consumers increased over that period in 77 
percent of the MCAC's. 

Most of the change in composition was concentrat­
ed in those two groups. Government representatives, 
the third group specified in the regulations, comprised 
30 percent or less of each committee in both 1970 and 
1979. The percentage of MCAC's with minimal gov­
ernment representation (10 percent or tess) did in­
crease during those years from 29 percent of the 
MCAC's in 1970 to 43 percent in 1979. 

The array of provider representatives on MCAC's 
in 1979 is also shown in Table I. Not only did the 
number of providers decrease considerably from 1970 
to 1979 but also, within the provider group, physi­
cians were no longer dominant. A broad distribution 
within the provider groups of various health care pro­
viders-hospitals, nursing homes, laboratory represen­
tatives, pharmacists and others-is shown in Table 1. 
In 1970 one-third of the MCAC's reported that phy­
sicians ~ccounted for over SO percent of the provider 
representation on MCAC's. By 1979, in only 2 per­
cent of the MCAC's did physicians account for over 
SO percent of the provider representation. 

The Secretary's Task Force on Medicaid and Relat­
ed Programs, icy its 1970 report, advocated that "State 
agencies should be required by the Federal Govern­
ment to have majority representation of consumer 
representatives on State Advisory Committees on 
Medicaid" (U.S. Department of Health, Education, 
and Welfare, 1970). Medicaid policy includes Title 
XIX recipients as consumers who should have repre­
sentation on MCAC's.6 As noted earlier, the propor­
tion of consumers on the MCAC's increased consider­
ably from I 970, although consumers were still far 
from the majority group. Further, in 1970, only one­
third .of the MCAC's reporting included recipients as 
consumer representatives, but by 1979 that number 
had more than doubled. As indicated in Table 1, re­
cipients were the majority of the consumer group in 
17 MCAC's (42 percent) . 

6See footnote 5. 
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Figure 1 
Medical Care Advisory Commi1tees (MCAC) 

Questionnaire 
1. 	 How many members are on the Medical Care Advisory Committee to your State Medicaid program? ___ 

2. 	 How many are: physicians? ___ 
hospital representatives? ___ Government representatives? ___ 

nursing home representatives? ___ Medicaid recipients? ___ 
pharmacists? ___ Non-recipient public members?-·-· ­

laboratory representatives? ___ 
other providers? ___ 

3. 	 How many times did the MCAC meet in 1979? ___ 

4. 	 Were agendas prepared for the meetings? ___ 
(If so, we would appreciate receiving copies.) 

5. 	 Were minutes kept of the meetings? ___ 
(If so, we would appreciate receiving copies.) 

6. 	 Have subcommittees or task forces been formed? ___ 
If so, please name them: 

1. 	 Does the MCAC have staff assigned to it? ___ 
If so, how many full· time equivalents? ___ 
Please identify the key staff person, if any: 

(Name and Title) 

(Address) (City and State) (Zip) 	 (Telephone No.)~· 

8. 	 Is a budget set aside for the functioning of the MCAC? ___ 
If so, how much was It for 1979? ___ 

9. 	 In your estimation, is the Medical Care Advisory Committee a useful concept in the administration of 
Medicaid?___ Please explain your answer. (You may use reverse side for responding.) 

THANK YOU! 

RETURN TO: 
Stephen M. Davidson, Ph.D., 

Assistant Professor 
The University of Chicago 
The School of Social 

Service Administration 
969 East Sixtieth Street 
Chicago, Illinois 60637 

' ' 
cNcecmec-0ccpcec,,c0c0-c0cmcpclcectlcog~thclc,cq-ucec,cc0c0c8c,c0c)------------'1 1 0	 110 1 
~---------~.: 

(Title) ·;: 
(.~,~,~~=,~.~,---------------------------------,-

(City) (State) (Zip) 

(Telephone No.) (Date) 
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Tablet 
Composition of Medical Care Advisory Committees (MCACl: 1979 

State 
All 

members 1 

Providers Consumers 
Government 

representatives 

,,_ 
Total officio Total 

Nursing 
Physi· Hosp. home Pharma· Lab 
cians reps. reps. clsts reps. Other Total 

Recip. 
Ients 

Non· 
recip-
Ients 

Alabama 20 8 4 1 1 1 - 1 10 - 10 2 
Alaska 7 4 2 1 - - 1 - 2 1 1 1 
Arizona 2 
Arkansas 16 7 2 1 1 1 - 2 9 2 7 
California 13 4 3 1 - - - - 6 2 4 3 
Colorado 11 8 2 1 1 1 - 3 3 - 3 '2 2 
Connecticut 26 13 2 1 1 - - 9 4 2 2 9 
Delaware 30 21 3 1 1 2 - 14 7 6 1 2 
Washington, D.C. 3 
Florida 26 9 1 1 1 1 - 5 14 11 3 3 
Georgia A 44 44 5 5 5 5 - 24 
Hawaii 16 8 3 2 1 1 - 1 7 5 2 1 
Idaho 16 8 1 1 2 1 - 3 1 1 - 7 
Illinois 5 
Indiana 25 14 3 1 1 1 - 8 7 - 7 64+1 

Iowa 22 13 3 2 1 1 - 6 4 1 3 5 
Kansas 16 13 4 2 - 1 - 6 3 1 2 
Kentucky 15 9 1 1 1 1 - 5 5 1 4 1 
Louisiana 23 11 5 1 1 1 - 3 10 4 6 2 
Maine 15 7 2 1 1 - - 3 8 2 6 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 

Missouri 
Montana 
Nebraska 5 
Nevada4 

30 
34 
24 
10 
20 
20 
9 

50 

15 
16 
9 
3 
6 

12 
6 

43 

2 2 1 1 - 9 13 
2 1 1 - - 12 16 
2 1 1 1 1 3 11 
1 - 1 - - 1 3 
1 1 1 1 - 2 10 
4 1 1 1 - 5 2 
1 1 1 1 - 2 1 

11 7 11 7 - 7 7 

10 
12 

711 
2 

7 10 

1 
1 

17 

3 
4 
-

1 
-
1 

-

2 
2 
4 
4 
4 
6 
2 

New Hampshire 32 24 3 1 2 1 - 17 4 4 - 4 

New Jersey 12 6 2 1 1 1 - 1 6 3 3 63 3 
New Mexico 12 2 1 - - - - 1 8 2 6 2 
New York 20 14 6 5 - 1 1 1 6 1 5 
North Carolina 3 
North Dakota 13 5 1 81 1 - - 2 5 75 - 3 
Ohio 21 11 3 2 1 1 - 4 6 1 5 4 
Oklahoma 
Oregon 

23 
13 

16 
8 

67+3 6J+1 6J+1 1 - 4 2 
3 1 1 1 - 2 4 

-
1 

2 
3 

3 5 
1 

Pennsylvania 
Rhode Island 

20 
20 

15 
13 

4 2 3 1 - 5 3 
6 1 1 1 1 3 2 

3 
- -

2 
2 
5 

Sec footnQtes at end Qf table. 
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Table 1-Contlnued 
Composition of Medical Care Advisory Committees (MCACr, 1979 


All 
State members 1 Total 

Providers Consumers 

Non· ,..,..
Ients 

Government 
representatives 

.,. 
Total officio 

Nursing 
Physi· Hosp. home Pharma- Lab Recip· 
clans reps. reps. c:ists reps. Other Total tents 

South Carolina 28 10 
South Dakota 6 4 

ennessee3 
exas 32 27 

Utah 21 10 

Vermont 9 7 
Virginia 18 10 
Washington 20 12 
West Virginia 8 6 
Wlsconsin3 

Wyoming 16 8 

3 1 4 7 4 
1 1 1 1 1 

8 3 2 13 4 -
1 1 1 5 10 1 
1 1 1 1 3 1 -
4 2 1 2 1 8 4 
3 2 1 1 5 8 5 
1 1 1 1 2 2 -

4 1 1 5 1 

3 

4 
9 
1 
4 
3 
2 

4 

11 

1 


1 

1 

1 


63 3 

-

61


3 


ooes not Include ex-officio members. 

No program in 1979. 

tate not reporting in survey. 


MCAC is a congregation of discrete subcomml«ees. 

o active MCAC in 1979. 


Ex-offlcio (non-voting) members. 

Both Title XIX recipients and general public. 

Hospital ancl nursing home representatives. 
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Resources 
The resources devoted to an MCAC can have a 

large impact on its effectiveness as an advisory b~y. 
Recognizing the importance of resources made avail­
able to MCAC's, the regulations state that "the agen­
cy must provide the committee with staff assistance 
from the agency and independent technical assistance 
as needed to enable it to make effective recommenda­
tions.•• 7 Furthermore, the regulations stipulate that 
Federal financial participation of 50 percent is avail­
able to offset the operating expenses of the MCAC.8 

In spite of the regulations, however, only limited re­
sources are devoted to the operation of the MCAC's 
by most State Medicaid agencies as shown in Table 2. 
Agency staff were assigned to serve 55 percent (24) of 
the reporting MCAC's, but only 21 percent had the 
equivalent of at least one full-time employee. 

That only one-quarter of the MCAC's had a budget 
to finance their operation is shown in Table 2. Of 
those II MCAC's with budgets, only 4 had funds in­
dependent of other agency budget items from which 
they could finance studies and obtain other technical 
assistance at their own discretion. 

Inevitably some members of the MCAC are more 
familiar with the issues than others because of their 
relationship to the program or the availability to them 
of outside organizational resources. Providers are 
more likely than consumers to have relevant informa­
tion available to them, but even prOviders are depend­
ent on staff for updates of program changes and for 
data on utilization and expenditures. Thus, the limited 
commitment of resources not only constrains the 
functioning of MCAC's, but also increases the influ­
ence of providers relative to consumers. 

Subcommittees 

Subcommittees can serve two interrelated func­
tions: to provide a structure through which an MCAC 
member can focus on certain issues and develop an 
expertise in those areas, and to provide detailed a.naly­
ses of issues that enable the full MCAC to make m­
formed recommendations. 

Slightly over half of the MCAC's reporting (26) had 
developed a subcommittee structure (Table 2).9 For 
those MCAC's, the usual administrative procedure 
was to refer issues to the relevant subcommittee for 
study and the formulation of recommendations. The 
work of the subcommittee was generally conducted in 
the period between meetings of the full MCAC. The 
success of the subcommittee in addressing issues was 
apparently largely determined by the perseverence of 
its chairperson. This person acted as coordinator for 
the group in terms of scheduling meetings, facilitating 
communication with interested external groups, and 
gaining access to relevant information. The chair 

'Code of Federal Reaulalions, Title 42, Part 431, Subpart A, Sec­

lion 431.12(f}, 1978. 

8Code of Federal Regulations, Title 42, Part 431, Subpart A, Sec­

tion 431.12(g), 1978. 

9The description of subcommittee operations which follows is based 

on the minutes of those MCAC's that reported a subcommittee 
structure. 

worked closely with MCAC and agency staff in secur­
ing resources and agency input. The meetings of the 
subcommittees were commonly working sessions and 
required prior preparation on the part of members. 
The subcommittee's product was generally a report, 
including one or more recommendations, which was 
presented to the full MCAC for discussion and action. 

The subcommittee appears to be a structural com­
ponent of MCAC's closely related to the vitality of 
the MCAC as measured by the number of meetings of 
the full membership. MCAC's with subcommittees 
met twice as often as those without (an aver~e of six 
versus three meetings in 1979). 

To go beyond the kind of data presented to this 
point, th,e minutes of MCAC meetings provided by 32 
States were examined in order to learn the attendance, 
format, and content of meetings as well as to gain. 
some insights into how the MCAC's actually functton. 
(See Table 2 for the States that reported keeping min­
utes.) 

Meetings 

Meetings were not only where the business of the 
MCAC was transacted but also were important occa­
sions in which public and private interests in the 
Medicaid program came together. The administrator 
of the State Medicaid program was nearly always in 
attendance, and the political head of the department 
in which the program was located often attended as 
well. Their presence enabled the MCAC to convey 
concerns directly to the program's policymakers and 
to direct inquiries and clarifications to the individuals 
responsible for program policy. While the MCAC 
staff person can act as the link between the MCAC 
and the agency, inevitable problems of communica­
tion and liaison can be minimized when senior agency 
staff are in attendance. The materials received from 
the States reveal a high level of such staff participa­
tion in the MCAC meetings. 

Public attendance at the meetings varied from State 
to State and was largely dependent on the encourage­
merit of the MCAC and agency as well as MCAC by­
laws. 

A chairperson was generally elected by the member­
ship of the MCAC. This person presided over the 
meeting and, with the MCAC staff, was responsible 
for formulating an agenda and scheduling the meet­
ing. 

The analysis of the minutes showed that, in addi­
tion to substantive issues, almost three-fourths of the 
MCAC's considered organizational issues, as well. 
The primary types of organizational issues discussed 
in 1979 are reported in Table 3. 

Almost half of the MCAC's (48 percent) dealt with 
the issue of representation at one or more meetings in 
1979. Some were concerned with expanding provider 
representation; some, with representation of the·pub­
lic, including recipients. The need for increasing pub­
lic input at meetings was a concern of 30 percent of 
the MCAC's. The problem of poor membership at­
tendance at MCAC meetings was an issue for 30 per­
cent. 

Heahll Care Fi•anclq Review/Sprina 1984/volume s. Number l 94 



Table2 

Selected characteristics of Medical Care Advisory Commltloos (MCAC~ 1979 


Times Kept Sub­ Committee 
State met minutes committees staff Budget 

MCAC 
useful 

Alabama 4 Yes No No NA Yes 
Alaska 2 No No No No Yes 
Arizona 1 
Arkansas 0 NA No No No Yes 
California to Yes Yes Yes Yes Yes 

Colorado 11 No Yes Yes No Yes 
Connecticut 2 No Yes Yes No No 
Delaware 3 Yes Yes Yes No Yes 
Washington, D.C. 2 
Florida 3 Yes Yes Yes Yes Yes 

Georgia 20 Yes Yes No No Yes 
Hawaii 3 Yes Yes No Yes Yes 
Idaho 3 Yes Yes Yes Yes No 
lllinois3 
Indiana 4 Yes No Yes No Yes 

Iowa 5 Yes No Yes No Yes 
Kansas 4 Yes No No No Yes 
Kentucky 4 Yes Yes Yes No Yes 
Louisiana 3 Yes Yes Yes No Yes 
Maine 9 Yes No No No Yes 

Maryland 7 Yes Yes Yes Yes 
Massachusetts t2 No Yes Yes No 

Yes 
Yes 

Michigan 6 Yes Yes Yes Yes 
Minnesota to Yes Yes Yes No 

Yes 
Yes 

Mississippi 4 Yes No Yes No Yes 
Missouri 2 Yes Yes No No Yes 
Montana 1 Yes No No No No 
Nebraska 3 
Nevada 12 Yes Yes Yes Yes Yes 
New Hampshire 4 Yes Yes NA No Yes 
New Jersey 4 Yes No Yes No Yes 
New Mexico 6 Yes No No No Yes 
New York 3 Yes Yes No No No 
North Carolina 2 
North Dakota 0 No No Yes No Yes 
Ohio 2 Yes Yes Yes No Yes 
Oklahoma 3 No Yes Yes Yes Yes 
Oregon 7 Yes No No No Yes 
Pennsylvania 3 Yes Yes Yes No 
Rhode Island 0 NA Yes No No 

Yes 
No 

South carolina 4 Yes Yes Yes Yes Yes 
South Dakota 1 No No No No No 
Tennessee 2 
Texas 5 Yes Yes Yes Yes Yes 
Utah 10 No Yes Yes No Yes 

Vermont 1 No No No No No 
VIrginia 3 Yes Yes No No Yeo 
Washington 4 Yes No No Yes 
West Virginia 2 Yeo No No No 

Yes 
Yes 

Wisconsin2 
Wyoming 1 No No No No No 

1No program in 1979. 
2state not reporting in survey. 
3No active MCAC In 1979. 

NOTE: NA = No answer. 
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Tablo3 
Organizational issues considered by 

Medical Care Advisory Commlltoos (MCAC) 

Type of organizational issue Percent of MCAC 

Meetings: scheduling and content 1 13 
Attendance problems 30 
Role and function of MCAC 70 

Representation 48 
General composition issues 2 17 
Provider representation 9 
Public and recipient representation 9 
Other 13 

Need for public Input 30 
Need for information from agency 26 
Other 39 
No organizational issues 28 

1Minutes of 1979 meetings were provided by 32 States. Issues were 
~erlved from analysis of these minutes. 
An MCAC may have dealt with more ttlan one Issue; for each Issue, 

· a commiUee is counted only once, regardless of the number of limes 
the lnue came up at meetings during 1979. 

One-quarter of the MCAC's reporting expressed 
discontent with the amount, nature, and timeliness of 
the information provided by the agency. 

The scheduling and content of MCAC meetings 
were an issue for 13 percent of the MCAC's, which 
expressed a desire to schedule meetings more frequent­
ly. Displeasure with the content of the meetings gener­
ally centered around the perception that the MCAC 
meetings were solely didactic presentations and not a 
forum to formulate and review Medicaid policy. 

The issue considered by the greatest number of 
MCAC's (70 percent) was that of its own role and 
function. This concern reflects the general lack of 
clear definition and can be discussed more meaning­
fully after an examination of the way the MCAC's 
operate. 

Operation 
The regulations state that the MCAC "must have 

opportunity for participation in policy development 
and program administration ... " 10 The minutes in­
dicated that MCAC's participated to varying degrees 
in the identification of problems and the formulation 
of their solutions. In the MCAC's studied, three 
means of identifying problems could be abstracted. 

The most frequent way was through the agency, 
which identified the problem internally and then pre­
sented it to the MCAC for advice. For 56 percent of 
the MCAC's, problems were predominately identified 
and referred to the MCAC by the agency. A second 
means, found in only 16 percent of the MCAC's, was 
through internal processes of the MCAC. In this case, 
the problem facing the program was either directly de­
fined and identified by the MCAC or it was defined, 
identified, and referred to the MCAC by an external 
agent or organization (a provider, a consumer, or an 

IOCode of Federal Regulations. Tille 42, Part 431, Subpart A, Sec­
tion 431.12(e), 1978. 

interested organization). A combination of the above 
means was observed in the remaining 28 percent of 
MCAC's. 

In general, the problems identified by the agency 
tended to be internal administrative or operational is­
sues, while the problems identified by the MCAC 
were more likely to be distributional issues. Examples 
of agency-identified problems were fiscal difficulties 
caused by funding cuts and administrative problems 
growing out of new regulations. MCAC-identified 
problems generally emanated from outside organiza­
tions, the constituencies represented by committee 
members. Thus, coverage of additional services or 
procedures (for example, chiropractic, dental, etc.) 
were raised through provider organizations, and issues 
such as the maintenance of benefits in the face of 
funding cuts, came through consumer groups. 

Once a problem was identified, the MCAC partici­
pated to varying degrees in formulating the solution. 
In 19 percent of the MCAC's the level of participa­
tion in problem solution was low. The agency would 
formulate a proposal, which was presented to the 
MCAC members for their information. Typically, 
some discussion of the problem and solution ensued 
in the MCAC, but the MCAC's primary effort was to 
obtain additional information and clarification. 

A moderate level of participation in the formulation 
of the solution of identified problems was observed in 
approximately one-third of the MCAC's. The 
MCAC's involvement centered on the solution pre­
sented to it by the agency expressly for review; here, 
too, discussion focussed on gaining clarification about 
specific points in the agency's proposal. Following the 
discussion, a motion was made to accept or reject the 
proposed solution. Very little outside preparation by 
individuals or subcommittees was evident from the 
minutes. 

In 28 percent of the MCAC's, although the solution 
to the problem was generated by the State agency, the 
MCAC review was quite critical and specific and re­
vealed evidence of prior preparation by members. 
Recommendations were made by the MCAC on meth­
ods to improve the solution, and important feedback 
was offered regarding the ways in which the solution 
would affect various groups; subcoinmittees were an 
important adjunct to the review and comment pro­
cess. Following the discussion and review, a member 
would move that the solution be accepted as present­
ed, accepted with MCAC revisions, or rejected. 

A very high level of participation in the formulation 
of problem solutions by the MCAC was evidenced by 
several MCAC actions: the MCAC formulated its 
own solution to the problem identified; this solution 
was developed principally in MCAC subcommittees; 
and preparation of the solution was the product of in­
depth study and consultation with affected outside 
groups. Evidence of outside preparation on the part 
of MCAC members, including extensive subcommittee 
reports, was apparent; and solutions were presented to 
the agencies in the form of recommendations for ac­
tion. This pattern was found in 19 percent of the 
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MCAC's. The extent to which MCAC recommenda­
tions were actually incorporated into Medicaid policy 
is not known. 

Earlier it was noted that 70 percent of the MCAC's 
which dealt with internal MCAC organizational issues 
defined the lack of clarity in the MCAC's role and 
function as a problem. The MCAC role is largely de­
fined by the State Medicaid agency, which can allot it 
an active or passive role in the operation of the pro­
gram. Discord is created when MCAC members are 
frustrated by the role they are allowed to play by the 
State agency. 

The nonspecific nature of the Federal regulations 
requiring the establishment of the MCAC has added 
to the problem. Interpretation of the regulation that 
the MCAC must have "opportunity for participation 
in policy development and program administration" 11 

is an issue. In several cases where an impasse was 
reached between the MCAC and the agency regarding 
the committee's role in policy development, the 
MCAC resorted to litigation with inconsistent results. 
In Hawaii, a Federal court ordered that all changes in 
Medicaid policy and administration be made in ac­
cordance with the regulations mandating MCAC in­
volvement (Ho et a/. v. Chang et a/., 1977). In an 
Ohio case, on the other hand, another Federal court 
concluded that it was not necessary for State officials 
to obtain the consent of the MCAC for the reduction 
of optional benefits (Benton et at. v. Rhodes et at., 
1978). 

MCAC-ageney interaction 

Examination of MCAC-agency interaction on a spe­
cific issue confronting the program provided further 
insight into MCAC operations. Escalating costs have 
been a continuing problem and approximately three­
quarters of the MCAC's that provided minutes of 
their meetings dealt with cost-containment measures at 
some time during 1979 (Table 4). 

Program costs were identified as a problem pre­
dominately by the agency and the Health Care Fi­
nancing Administration (HCFA). The problem was 
presented to the MCAC both with and without cost­
containment measures proposed by the agency. Gener­
ally, the cost-containment recommendation presented 
by the agency in 1979 included one or more of the 
following measures: copayment, prior authorization, 
utilization control, elimination of optional services, 
maximum reimbursement for services and limitation 
of benefits, eligibility control, fraud and abuse con­
trol, third-party collections, and freezing provider 

llSee footnote 10. 

fees. Basically the agency's proposals can be summa­
rized as attempts to introduce controls on the existing 
Medicaid program. 

In discussions following the presentation of agency 
cost-containment measures, the MCAC generally op­
posed those measures that would reduce benefits or 
restrict services. The MCAC tended to prefer the fol­
lowing: deinstitutionalization, changing the locus of 
care (for example, from emergency room to physi­
cian's office), emphasis on preventive health care, and 
recipient-provider education on effective utilization. 

Other strategies-prospective reimbursement, substi­
tution of generic for brand name prescription drugs, 
and designation of a drug formulary-were advocated 
and proposed by both State Medicaid agencies and · 
MCAC's. 

Not surprisingly, the evidence shows that the 
MCAC members advocated the private interests they 
represented and strongly opposed measures they 
thought would have had an adverse impact on their 
constituencies. Yet, paradoxically, while many agency 
proposals tended to be incremental tinkering, some 
MCAC positions included changes which, to a sub­
stantial degree, would have altered the traditional 
structures and patterns of health care. This juxtaposi­
tion suggests there may be opportunities in the MCAC 
forum for serious discussion of some of the more fun­
damental changes that have received increased atten­
tion since 1979. 

Table4 

Cost-containment measures considered by 

Medical Care Advisory Committees (MCAC) 1 


Type of cost-containment measures 2 Percent of MCAC 

Copay 39 
Prior authorization 4 
Utilization control 9 
Elimination of optional serviCes 9 
Maximum reimbursement; limitation 

of benefits 13 
Eligibility control 9 
Fraud and abuse control 17 
Third-party collectiOns 9 
Freezing provider fees 9 
Deinstltutlonalizatlon 26 
Changing locus of care 22 
Preventive health care 9 
Recipient-provider education 9 
Prospective reimbursement 22 
Drug substitution 9 
Drug formulary 9 
No cost-containment measures 28 

1Minutes of 1979 meetings were provided by 32 states. Cost· 
containment measures were derived from analysis of these minutes. 
2An MCAC may have dealt wllh more than one measure. For each 
measure, a commiuee is counted only once, regardless of the num· 
ber of tlmes the measure came up at meetings during 1979. 
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Conclusion 
Medicaid programs throughout the country are fac­

ing large financial problems; and the increased flexi­
bility permitted by Federal law may improVe the abil­
ity of State agencies to manage, if not solve, them. 
But a number of States have been thwarted by the op­
position of one or more groups from introducing 
some of the innovations they hope will control run­
away expenditures. In that context, the potential value 
of MCAC's is iilcreased. They can help State policy­
makers to identify and deal with the problems that in­
evitably will arise in such a complex program; and 
when a final proposal emerges, MCAC's can help to 
promote it among their constituencies. Yet, the data 
presented here reveal that certain structural character­
istics (including few meetings, few subcommittees, 
small budgets, and limited staffs) militate against an 
MCAC's having a significant role in the development 
or successful implementation of State Medicaid pol­
icy. If the MCAC's are to realize their potential as 
sources of workable ideas, as forums to refine and 
shape the ideas of others, or as support for the pro­
gram in the halls of State government or within their 
own constituent groups, then it is clear that reforms 
are required. While there has been considerable 
change in committee composition, many MCAC's are 
still hampered by inadequate resources, the absence of 
a subcommittee structure, infrequent meetings, and 
agency leadership that, apparently, has failed to rec­
ognize and nurture the MCAC's potential in the pol­
icy formulation and implementation processes. Now, 
more than ever before, the times call for active 
MCAC's, committed to the integrity of the program 
and, at the same time, seeking reliable means to con­
tain rising expenditures. If MCAC's are to play a con­
structive role, however, it is apparent from the de­
scriptive data presented here that they will need to be 
reformed. 
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