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EXECUTIVE SUMMARY

What This Paper Covers
This paper examines improper enrollment in the Medicaid expansion under the Affordable 
Care Act (ACA) in 2024. It builds on Paragon Health Institute’s earlier research, “Ineligible 
Enrollment in the ACA’s Medicaid Expansion: Evidence, Costs, and Remedies,” which 
estimated that roughly one in three expansion enrollees—4.9 million people—did not qualify 
for the program in 2019. With states’ post-COVID eligibility redeterminations now complete, 
this paper provides the first comprehensive assessment of how improper expansion 
enrollment has evolved since the pandemic.

Using Census Bureau’s American Community Survey (ACS) data, administrative enrollment 
data from the Medicaid Budget and Expenditure System (MBES), and per-enrollee spending 
figures from the Medicaid and CHIP Payment and Access Commission (MACPAC), the paper 
compares actual enrollment in the expansion group at the state level against estimates of the 
number of eligible individuals plausibly enrolled. The difference between the two reflects 
improper enrollment. Improper enrollees include people receiving expansion coverage 
despite income above the eligibility limit; people failing to meet citizenship, immigration, or 
residency requirements; and people who are qualified for Medicaid through 
traditional pathways.

The paper also examines:

	• the structural features of Medicaid expansion’s financing—including the 
9:1 federal match rate and state financing schemes such as provider 
taxes—that weaken states’ incentives to ensure proper eligibility 
determinations;

	• the fiscal costs of improper enrollment for the federal government and 
the states, including the cost-shifting produced when traditional enrollees 
are misclassified into the expansion group;

	• how improper enrollment changed between 2019 and 2024 both 
nationally and state by state; and
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	• post-unwinding enrollment trends, which show that expansion enrollment 
remains far above pre-pandemic levels even as traditional Medicaid 
enrollment has largely returned to pre-pandemic levels.

What We Found and Why It Matters
Improper enrollment in Medicaid expansion is widespread, and it has grown dramatically 
worse since 2019. Under my central assumption of a 70 percent take-up rate among eligible 
individuals, I estimate that 9.2 million expansion enrollees—nearly half (46 percent)—were 
likely ineligible for the program in 2024. That is an 88 percent increase from the 4.9 million 
improper enrollees I estimated for 2019, when the ineligible share was 33 percent. The finding 
of substantial improper enrollment is robust to alternative assumptions: Even under an 
implausible 100 percent take-up rate—a theoretical lower bound—more than a quarter of 
expansion enrollees (5.2 million people) appear ineligible.

The fiscal consequences are severe. I estimate that improper expansion enrollment cost the 
federal government approximately $32.9 billion in 2024—about 6 percent of all federal 
Medicaid spending. California alone accounts for $10.4 billion in federal costs. Using a 
consistent methodology used in a previous Paragon analysis, I estimate that the federal costs 
stemming from improper expansion enrollment more than doubled from 2019 to 2024. 
Because roughly one-third of improper enrollees appear to be individuals who qualify for 
Medicaid through traditional pathways but were misclassified into the higher-match 
expansion group, states collectively saved an estimated $6.8 billion — a direct illustration of 
the perverse incentives built into the program’s financing.

Improper enrollment is a nationwide problem, but a handful of states drive a disproportionate 
share. California alone accounts for roughly 3.1 million improper enrollees—about one-third 
of the national total—with an estimated ineligible rate of 62 percent. I also find substantial 
levels of improper enrollment in New York, Louisiana, Oregon, and Washington. Yet the 
deterioration is broad-based: Of the 32 states that had expanded Medicaid before 2019, 
improper enrollment increased in 31, and 36 of the 41 expansion states (including the District 
of Columbia) show detectable improper enrollment in 2024.

These patterns are consistent with the structural incentives facing states. Because the federal 
government pays at least 90 percent of expansion costs—far above the roughly 60 percent 
average match for traditional enrollees—states bear almost none of the cost of improper 
expansion enrollment while reaping the political—and potentially economic—benefits of 
higher enrollment and more federal funding. The post-pandemic unwinding illustrates the 
consequences: By mid-2025, traditional Medicaid enrollment had returned close to 
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pre-pandemic levels, but expansion enrollment remained 21 percent above its January 2020 
level. The COVID-era enrollment surge in the expansion group, in other words, never reversed.

Improper enrollment is not a victimless accounting problem. It diverts resources from the 
vulnerable populations Medicaid was designed to serve—children, pregnant women, the 
elderly, and people with disabilities—strains the health system, erodes public trust, and 
imposes tens of billions of dollars in improper costs on federal taxpayers each year.

What We Recommend
Congress and the Trump administration have taken important initial steps through the One 
Big Beautiful Bill (OBBB) of 2025, which will require six-month eligibility redeterminations for 
expansion adults beginning in 2027, phase-down provider taxes and state-directed payments 
beginning in 2028 and impose financial penalties on states with high eligibility-related 
payment error rates beginning in 2030. These are meaningful guardrails, but their impact 
depends heavily on state implementation and federal commitments to ongoing oversight—
and the estimates in this paper, based on 2024 data, predate these reforms.

Policymakers should go further to remove improper enrollees and stem the flow of new 
improper enrollees into the program, including taking the following actions:

	• Rectifying the central structural flaw in Medicaid financing by reducing 
the 90 percent federal matching rate for expansion enrollees to the rate 
states receive for traditional enrollees, ensuring that improper enrollment 
imposes real costs on state budgets

	• Strengthening income verification at enrollment by tightening 
“reasonable compatibility” thresholds for self-attestation and broadening 
real-time wage and income data checks

	• Eliminating the federal requirement that states conduct passive (ex parte) 
eligibility renewals whenever possible, which can perpetuate improper 
enrollment when data sources are incomplete or outdated

	• Extending the Payment Error Rate Measurement (PERM) program by 
requiring independent, annual eligibility audits in every state, enabling 
swifter penalties and corrective action

Without structural reform—including, above all, reforms to the financing arrangement that 
insulates states from the costs of their own eligibility failures—improper enrollment is likely 
to remain an embedded feature of Medicaid expansion rather than an isolated anomaly.



— PAGE 4 —

paragoninstitute.org

INTRODUCTION

The expansion of Medicaid under the ACA, broadly implemented in 2014, has become a central 
feature of the U.S. health system, covering about 10 percent of non-elderly adults.1 Yet the 
program is marred by high taxpayer costs, mediocre health outcomes,2 and pervasive 
deficiencies in program integrity.3 Enrollment in the expansion group has far exceeded initial 
projections, prompting concerns that large numbers of people who do not qualify for Medicaid 
may be receiving benefits under the ACA’s expansion.4 Enrollees can be ineligible for 
expansion coverage for a variety of reasons, including having income in excess of eligibility 
limits, failing to meet requirements related to citizenship/immigration status or state 
residency, or qualifying for Medicaid through traditional pathways. Whatever the reason, 
improper enrollment erodes public trust in government, diverts resources away from intended 
beneficiaries, and imposes unwanted costs on taxpayers.

There are strong reasons to believe that Medicaid expansion may be particularly vulnerable to 
this type of abuse. The structural design of the program encourages lax eligibility 
enforcement. One of the core flaws is that while the states are responsible for monitoring their 
Medicaid rolls and preventing improper enrollment, the fiscal costs of improper enrollment 
are paid almost entirely by the federal government, which covers at least 90 percent of the 
cost of expansion enrollees—far more than the approximately 60 percent average federal 
match states receive for traditional enrollees such as low-income children and people with 
disabilities.5 As a result, when ineligible individuals receive benefits through the expansion 
group, states bear almost none of the cost.6 Furthermore, high enrollment under Medicaid 
expansion—regardless of enrollees’ true eligibility—delivers political benefits to state 
policymakers. These misaligned incentives are compounded by financing arrangements—
such as provider taxes and intergovernmental transfers—that allow states to capture 
additional federal matching dollars while further reducing their effective share of program 
costs. Under the ACA’s 90 percent federal reimbursement rate, the rate of return on these 

1	 Historically, eligibility for Medicaid was generally limited to low-income children and their caregivers, pregnant women, the elderly, and 
people with disabilities. The ACA dramatically expanded Medicaid, creating a new eligibility category for non-elderly, able-bodied adults 
with incomes up to 138 percent of the federal poverty level (the “expansion group”). To date, 40 states and the District of Columbia have 
expanded Medicaid.

2	 Joel Zinberg and Liam Sigaud, “What Matters for Health: Insurance Is Less Important Than You Think,” Paragon Health Institute, December 
2024, https://paragoninstitute.org/public-health/what-matters-for-health-insurance-is-less-important-than-you-think/. 

3	 Brian Blase and Aaron Yelowitz, “The ACA’s Medicaid Expansion: A Review of Ineligible Enrollees and Improper Payments,” Mercatus 
Center at George Mason University, November 2019, https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3515323.

4	 Jonathan Ingram, “The ObamaCare Expansion Enrollment Explosion,” Foundation for Government Accountability, April 2015, https://
thefga.org/research/the-obamacare-expansion-enrollment-explosion/.

5	 The federal share of expansion costs was set at 90 percent in 2020. From 2014 to 2019, the federal share was even higher, further 
insulating states from the fiscal costs of improper enrollment.

6	 Brian Blase and Drew Gonshorowski, “Medicaid Financing Reform: Stopping Discrimination Against the Most Vulnerable and Reducing 
Bias Favoring Wealthy States,” Paragon Health Institute, July 2024, https://paragoninstitute.org/medicaid/
medicaid-financing-reform-stopping-discrimination-against-the-most-vulnerable-and-reducing-bias-favoring-wealthy-states/. 

https://paragoninstitute.org/public-health/what-matters-for-health-insurance-is-less-important-than-you-think/
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3515323
https://thefga.org/research/the-obamacare-expansion-enrollment-explosion/
https://thefga.org/research/the-obamacare-expansion-enrollment-explosion/
https://paragoninstitute.org/medicaid/medicaid-financing-reform-stopping-discrimination-against-the-most-vulnerable-and-reducing-bias-favoring-wealthy-states/
https://paragoninstitute.org/medicaid/medicaid-financing-reform-stopping-discrimination-against-the-most-vulnerable-and-reducing-bias-favoring-wealthy-states/
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financing schemes is roughly six times higher for expansion enrollees than for the traditional 
Medicaid population. These two factors raise serious concerns that states may not adequately 
invest in program integrity measures.

The same incentive structure also creates fiscal motives for states to misclassify individuals 
eligible for Medicaid under traditional pathways into the expansion group. Because the 
federal match for expansion enrollees is roughly 30 percentage points higher than the 
average for traditional enrollees, states stand to save thousands of dollars per enrollee per 
year by placing them in the expansion group. Research suggests these reclassifications may 
be widespread, affecting millions of enrollees and substantially inflating federal 
Medicaid spending.7

Federal investigations into expansion states’ Medicaid records provide direct evidence of 
improper enrollment in the expansion group. In an audit of New York’s Medicaid program, 
investigators reviewed eligibility documentation for a random sample of Medicaid enrollees 
New York had classified as belonging to the expansion group and for whom New York had 
received federal funding. The review found that 28 percent of these enrollees were ineligible.8 
Similar audits in California9 and Colorado10 found that 18 percent and 23 percent, respectively, 
of randomly sampled enrollees in the expansion group were ineligible. In some states, 
auditors identified large numbers of additional enrollees who, based on incomplete records, 
may not have met Medicaid eligibility requirements.11

Additional evidence of improper enrollment in the expansion group comes from statistical 
studies using publicly available data on income, family composition, and Medicaid enrollment. 
Using 2012–2017 Census Bureau data, one study showed that Medicaid take-up after the 
ACA’s implementation rose not just among eligible adults but also among those above the 
income threshold. The analysis suggested approximately 522,000 seemingly income-
ineligible enrollees across nine expansion states.12 Because the study focused on a small 
subset of expansion states in the early years of the expansion, its results likely severely 
underestimate the current scale of improper enrollment nationally. A broader study using a 

7	 Liam Sigaud et al., “The Hidden Subsidy of the Affordable Care Act,” Mercatus Center at George Mason University, July 2024, https://
papers.ssrn.com/sol3/papers.cfm?abstract_id=4889920.

8	 Department of Health and Human Services (HHS), Office of Inspector General (OIG), New York Did Not Correctly Determine Medicaid 
Eligibility for Some Newly Enrolled Beneficiaries, January 5, 2018, https://oig.hhs.gov/reports/all/2018/
new-york-did-not-correctly-determine-medicaid-eligibility-for-some-newly-enrolled-beneficiaries/.

9	  HHS OIG, California Made Medicaid Payments on Behalf of Newly Eligible Beneficiaries Who Did Not Meet Federal and State Requirements, 
February 20, 2018, https://oig.hhs.gov/reports/all/2018/
california-made-medicaid-payments-on-behalf-of-newly-eligible-beneficiaries-who-did-not-meet-federal-and-state-requirements/.

10	 HHS OIG, Colorado Did Not Correctly Determine Medicaid Eligibility for Some Newly Enrolled Beneficiaries, August 30, 2019, https://oig.hhs.
gov/reports/all/2019/colorado-did-notcorrectly-determine-medicaid-eligibility-for-some-newlyenrolled-beneficiaries/.

11	 In California, for example, as many as 52 percent of expansion enrollees may have been ineligible, according to federal investigators.

12	 Charles J. Courtemanche et al., “Medicaid Coverage Across the Income Distribution Under the Affordable Care Act,” National Bureau of 
Economic Research, August 2019, https://www.nber.org/papers/w26145.

https://papers.ssrn.com/sol3/papers.cfm?abstract_id=4889920
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=4889920
https://oig.hhs.gov/reports/all/2018/new-york-did-not-correctly-determine-medicaid-eligibility-for-some-newly-enrolled-beneficiaries/
https://oig.hhs.gov/reports/all/2018/new-york-did-not-correctly-determine-medicaid-eligibility-for-some-newly-enrolled-beneficiaries/
https://oig.hhs.gov/reports/all/2018/california-made-medicaid-payments-on-behalf-of-newly-eligible-beneficiaries-who-did-not-meet-federal-and-state-requirements/
https://oig.hhs.gov/reports/all/2018/california-made-medicaid-payments-on-behalf-of-newly-eligible-beneficiaries-who-did-not-meet-federal-and-state-requirements/
https://oig.hhs.gov/reports/all/2019/colorado-did-notcorrectly-determine-medicaid-eligibility-for-some-newlyenrolled-beneficiaries/
https://oig.hhs.gov/reports/all/2019/colorado-did-notcorrectly-determine-medicaid-eligibility-for-some-newlyenrolled-beneficiaries/
https://www.nber.org/papers/w26145
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similar methodology uncovered “egregious eligibility errors in many states,” including 
between 2.23 million and 3.25 million improper Medicaid expansion enrollees who had 
income above the eligibility threshold in 2017.13

Last year, the Paragon Health Institute published the most recent quantitative assessment of 
the scope of improper enrollment under Medicaid expansion. Combining actual enrollment in 
the expansion group with an estimate of the number of eligible people plausibly enrolled 
derived from Census Bureau data, I calculated that approximately one in three expansion 
enrollees—4.9 million people—likely did not qualify for the program in 2019, imposing an 
annual cost to the federal government of $23.8 billion in improper Medicaid spending.14 The 
report also used the estimated rate of improper enrollment in each state in 2019 to generate 
estimates of improper enrollment in 2024. The extrapolation yielded an estimated 6.6 million 
improper enrollees in 2024 and a federal cost of $36.9 billion.

Applying a similar methodology to more recent data, this paper estimates the magnitude of 
improper expansion enrollment in 2024. As enrollment in the expansion group has grown 
(from 14.7 million in 2019 to 20.2 million in 2024), my central estimate implies that improper 
enrollment has surged to nearly one in two expansion enrollees in 2024. Large increases in 
per-enrollee costs have further amplified the fiscal consequences, imposing additional 
Medicaid costs on the federal government of approximately $54.3 billion in 2024—more than 
double what the federal government spent on improper enrollees in 2019.15 Using a more 
expansive methodology that accounts for spillover effects of improper Medicaid enrollment 
on the ACA exchanges, I estimate that the net federal cost of improper expansion enrollment 
was approximately $32.9 billion in 2024.16 Moreover, the updated 2024 results presented in 
this paper substantially exceed the extrapolated 2024 estimates cited above from my prior 
analysis, indicating that program integrity has deteriorated since 2019.

DATA AND METHODS

This analysis relies primarily on survey data from the ACS and administrative Medicaid data 
reported by the Centers for Medicare and Medicaid Services (CMS) through MBES. To 
estimate the fiscal costs of improper enrollment, I use figures published by MACPAC.

13	 Blase and Yelowitz, “The ACA’s Medicaid Expansion.”

14	 See Liam Sigaud, “Ineligible Enrollment in the ACA’s Medicaid Expansion: Evidence, Costs, and Remedies,” Paragon Health Institute, May 
2025, https://paragoninstitute.org/medicaid/ineligible-enrollment-in-the-acas-medicaid-expansion-evidence-costs-and-remedies/. This 
estimate does not include spillover fiscal effects on the ACA exchanges (e.g., individuals who would enroll in subsidized exchange plans if 
they were not improperly enrolled in Medicaid). Incorporating those second-order effects would reduce the federal cost.

15	 Sigaud, “Ineligible Enrollment in the ACA’s Medicaid Expansion.”

16	 Due to the change in methodology, this figure should not be used for comparisons with the 2019 estimate.

https://paragoninstitute.org/medicaid/ineligible-enrollment-in-the-acas-medicaid-expansion-evidence-costs-and-remedies/
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To quantify improper enrollment, I adopt a residual-based approach that compares the actual 
number of expansion enrollees to an estimate of the number of eligible individuals enrolled. 
The difference between these two groups reflects improper enrollment. In particular, the 
methodology consists of four steps:

1.	 Using ACS microdata on income, age, immigration status, and other 
characteristics, determine the size of the population eligible for coverage 
under Medicaid expansion.

2.	 Estimate actual enrollment among eligible individuals by applying 
plausible take-up rates to the estimates from step 1.

3.	 Calculate improper enrollment by comparing estimated enrollment 
among eligible individuals from step 2 and MBES administrative data on 
actual enrollment in the expansion group.

4.	 Apply estimates of per-enrollee spending to estimate federal and state 
costs of improper enrollment.

It is difficult to assess the scale of improper enrollment in Medicaid between 2020 and 2023 
due to the continuous coverage requirement tied to the COVID-19 public health emergency. 
This provision allowed people to remain de facto eligible for the program even if their 
circumstances (e.g., income level or family structure) did not qualify them for coverage under 
normal eligibility rules. The continuous coverage requirement ended in May 2023, and states 
began the “unwinding” process of redetermining enrollees’ eligibility. The unwinding 
progressed at different rates in different states, but nearly all states had completed their 
reviews by late summer 2024.17 Therefore, I use the average monthly number of expansion 
enrollees from August to December 2024 as my measure of actual expansion enrollment. As 
a robustness check, to test whether lingering unwinding effects may be contaminating my 
results, I also provide results using June 2025 data (the most recent month available) on 
actual expansion enrollment. This approach, shown in Table D.1 in Appendix D, produces an 
estimate of improper enrollment that is only slightly smaller (~5 percent) than my main result.

Another potential concern stems from the differences in how income is defined and measured 
across data sources. In particular, ACS data may undercount the number of individuals eligible 
under Medicaid expansion due to fluctuations in monthly income that are not captured by the 
annual income variable in the ACS. In a household with large month-to-month changes in 
income, an individual may be ineligible for coverage in one month but gain eligibility shortly 
thereafter due to a decline in income. Further, the measure of annual family income in the ACS 
differs from how income-based criteria are used to determine Medicaid eligibility. For 

17	 CMS, “Scheduled State Timelines for Completing Unwinding-Related Renewals: Preliminary Analysis as of May 2024,” https://www.
medicaid.gov/resources-for-states/downloads/sst-cmpltng-unwndng-rnwls-prlmnry-anlys-05312024.pdf.

https://www.medicaid.gov/resources-for-states/downloads/sst-cmpltng-unwndng-rnwls-prlmnry-anlys-05312024.pdf
https://www.medicaid.gov/resources-for-states/downloads/sst-cmpltng-unwndng-rnwls-prlmnry-anlys-05312024.pdf
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example, while non-taxable income sources—such as Supplemental Security Income, child 
support payments, gifts, veterans’ disability payments, and workers’ compensation—are 
excluded from the modified adjusted gross income (MAGI) measure used to determine 
Medicaid eligibility, these sources are counted under the ACS’s definition of income. As a 
result, an individual may report income above 138 percent of the federal poverty level (FPL) to 
the ACS but—due to the MAGI exclusions—remain eligible for Medicaid expansion coverage.

To address these concerns, I conduct a robustness check in which I raise the threshold for 
eligible individuals in the ACS to 150 percent FPL instead of 138 percent FPL. For a single 
adult, this difference is $1,807 in annual income, or about $150 per month. At the federal 
minimum wage, this corresponds to about five hours of additional work per week throughout 
the year. This buffer should help to account for the possibility of unstable work patterns for 
some individuals and the fact that MAGI-based income measures are more restrictive than 
ACS definitions of income are. The results in Table D.2 show that, while estimates of improper 
enrollment shrink compared to my main findings, this higher income threshold does not 
undermine my central qualitative finding that a substantial level of improper enrollment 
existed in the Medicaid expansion group in 2024.

For more detailed information about the methods that underpin the analysis of improper 
enrollment and its fiscal costs, please refer to Appendix A and Appendix B, respectively.

Improper Enrollment Under Medicaid Expansion Was Substantial in 2024
Estimates of improper expansion enrollment in each expansion state are shown in Table 1. 
Given the central importance of the take-up rate—that is, the share of individuals eligible for 
coverage under Medicaid expansion who sign up for the program—I present estimates for a 
range of possible values. Appendix A provides additional detail about the empirical research 
that informs the take-up rate assumptions used in this report. Table 1 shows four possible 
take-up rates and the corresponding scale of improper enrollment in each state. Given the 
residual-based nature of this analysis, higher take-up rates mechanically shrink the size of the 
ineligible population.

I begin with the most extreme scenario: a take-up rate of 100 percent—that is, every eligible 
individual is enrolled under Medicaid expansion. Although a 100 percent take-up rate is 
implausible, it serves as a theoretical lower bound for improper enrollment and a useful 
benchmark for more realistic estimates. However, even under the assumption of 100 percent 
take-up, the results imply nearly 5.2 million improper enrollees nationally in 2024, 
representing more than one-quarter of expansion enrollment.
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Next, Table 1 shows three take-up rates designed to approximate the plausible range: 85 
percent, 70 percent, and 55 percent. Under the assumption of 85 percent take-up, the 
number of improper enrollees nationally increases to 7.1 million. Reducing the take-up rate to 
70 percent increases the estimated number of improper enrollees to 9.2 million. Finally, a 
take-up rate assumption of 55 percent—meant to reflect the upper bound of the plausible 
range—produces an estimate of 11.5 million improper enrollees in 2024.

While the vast majority of expansion states exhibit evidence of improper enrollment, a small 
number of states contribute disproportionately to the national total. Using the mid-range 70 
percent take-up rate assumption, nearly 3.1 million improper enrollees live in California alone, 
while Louisiana, New York, and Oregon are also hotspots for improper enrollment.

For reasons explained in Appendix A, I consider the 70 percent take-up rate to be the most 
plausible central estimate. Therefore, subsequent exhibits will primarily be based on 
this assumption.

Figures 1a and 1b adjust the scale of improper enrollment, by state, for the size of the 
expansion group (Figure 1a) and for the total population (Figure 1b).18 Figure 1a maps improper 
enrollees per 10,000 Medicaid expansion enrollees, effectively showing how concentrated the 
ineligibility problem is within each state’s own expansion population. By this measure, 
California, Oregon, Washington, Louisiana, Connecticut, and Vermont sit in the darkest 
category, indicating that a comparatively large share (53–75 percent) of their expansion 
enrollees are estimated to be ineligible. In general, states in the Northeast and Rust Belt tend 
to have a high proportion of improper enrollment in their expansion groups, while states in the 
upper Midwest tend to have lower ineligible rates (<15 percent).

Figure 1b re-expresses the same improper enrollment figures relative to each state’s total 
population rather than just its expansion enrollees. The patterns are similar to Figure 1a. 
Several states—including New York, Kentucky, and New Mexico—move into noticeably 
darker categories in Figure 1b than in Figure 1a, reflecting that their improper enrollees, while 
perhaps a smaller share of their expansion populations specifically, still represent meaningful 
shares of the states. Under the preferred specification, improper expansion enrollment 
exceeds 5 percent of the total population in eight states and exceeds 3.5 percent of the total 
population in another six states.

18	 The estimates of improper enrollment are based on a 70 percent take-up assumption. The color shading of each map approximates 
quintiles, though numbers were rounded for ease of interpretation. Non-expansion states are shaded gray and excluded from the analysis.
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SOURCES: Author’s calculations based on 2024 data from the American Community Survey (ACS) and the Medicaid Budget and Expenditure 
System (MBES).

NOTE: Estimates assume the specifi ed take-up rate among individuals eligible for Medicaid expansion.

State
 Expansion 
Enrollment 

Estimated Improper Enrollment

 100% Take-Up Rate  85% Take-Up Rate  70% Take-Up Rate  55% Take-Up Rate 

Alaska 74,776 20,460 28,607 36,755 44,902 
Arizona 596,282 101,666 175,858 250,050 324,243 
Arkansas 234,301 - 18,974 56,973 94,972 
California 5,010,887 2,264,638 2,676,575 3,088,512 3,500,450 
Colorado 367,680 29,762 80,449 131,137 181,825 
Connecticut 323,140 111,567 143,303 175,039 206,775 
Delaware 69,695 17,403 25,247 33,091 40,935 
Washington, D.C. 119,527 53,435 63,349 73,262 83,176 
Hawaii 141,494 59,102 71,461 83,820 96,179 
Idaho 87,547 - - - 13,869 
Illinois 849,303 55,862 174,878 293,895 412,911 
Indiana 572,088 136,512 201,848 267,185 332,521 
Iowa 180,441 - - 27,937 60,617 
Kentucky 476,743 129,401 181,503 233,604 285,705 
Louisiana 796,836 368,593 432,829 497,066 561,302 
Maine 106,733 30,886 42,263 53,640 65,017 
Maryland 392,629 88,557 134,168 179,779 225,389 
Massachusetts 392,995 2,214 60,831 119,448 178,065 
Michigan 740,441 37,297 142,768 248,240 353,711 
Minnesota 224,912 - - 26,505 69,021 
Missouri 338,434 - - 51,854 113,264 
Montana 78,818 13,491 23,290 33,090 42,889 
Nebraska 71,212 - - - - 
Nevada 289,216 78,084 109,754 141,424 173,094 
New Hampshire 61,174 8,671 16,546 24,422 32,297 
New Jersey 571,445 118,114 186,114 254,114 322,113 
New Mexico 274,254 89,811 117,478 145,144 172,811 
New York 2,031,368 574,844 793,323 1,011,801 1,230,280 
North Carolina 579,145 - - 20,993 140,597 
North Dakota 24,439 - - - - 
Ohio 731,332 - 92,309 205,078 317,846 
Oklahoma 235,832 - - 2,738 52,687 
Oregon 662,695 405,049 443,696 482,343 520,990 
Pennsylvania 831,853 - 105,464 233,650 361,837 
Rhode Island 74,587 - 9,029 20,599 32,168 
South Dakota 28,003 - - - 916 
Utah 80,864 - - - - 
Vermont 64,112 37,261 41,289 45,317 49,344 
Virginia 660,652 111,810 194,137 276,463 358,789 
Washington 620,744 222,223 282,001 341,780 401,558 
West Virginia 170,929 23,111 45,284 67,456 89,629 
Total 20,239,558 5,189,824 7,114,625 9,234,204 11,544,694 

Table 1: Estimated Improper Medicaid 
Expansion Enrollment by State, 2024
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SOURCE: Author’s calculations based on 2024 data from the American Community Survey (ACS) and the Medicaid Budget and Expenditure 
System (MBES).

Figure 1a: Improper Enrollment Is Concentrated in 
Western and Northeastern Expansion States

Estimated Improper Enrollees per 10,000 Medicaid Expansion Enrollees

Figure 1b: Improper Enrollment Relative to State Population
Estimated Improper Enrollees per 10,000 Residents 

SOURCES: Author's calculations based on 2024 data from the American Community Survey (ACS) and the Medicaid Budget and Expenditure System (MBES).

Estimated Improper Enrollees per 10,000 Medicaid Expansion Enrollees

Figure 1a: Improper Enrollment Is Concentrated in
Western and Northeastern Expansion States

 

SOURCES: Author's calculations based on 2024 data from the American Community Survey (ACS) and the Medicaid Budget and Expenditure System (MBES).

Figure 1b: Improper Enrollment
Relative to State Population

Estimated Improper Enrollees per 10,000 Residents
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Improper Enrollment in 2024 Imposed Heavy Fiscal Costs on the 
Federal Government
The scale of improper enrollment and the high level of Medicaid per-enrollee costs have 
resulted in considerable improper federal spending.

To accurately quantify the fiscal impact of improper enrollment—particularly the 
distributional burden on the federal government and the states—several important facts 
must be incorporated into the analysis. First, some ineligible individuals enrolled in the 
expansion group would likely qualify for Medicaid through alternative eligibility pathways. 
Hence, it is important to distinguish between two types of improper enrollees: (1) individuals 
who are not eligible for any Medicaid coverage and (2) individuals who are eligible for 
Medicaid coverage under traditional rules but have been misclassified into the expansion 
group (e.g., a pregnant woman misclassified as an expansion enrollee). While the first group 
imposes costs on both the federal government and the states, the second group shifts costs 
from the states to the federal government due to the higher matching rates applicable to 
expansion enrollees.

As a result, improper enrollment imposes unambiguous costs on the federal government, but 
states could achieve budget savings if the share of misclassified enrollees among all improper 
enrollees is sufficiently high.19 Drawing on estimates from federal audits, I assume that 36 
percent of improper expansion enrollees qualify for Medicaid coverage through traditional 
pathways. The remaining 64 percent are assumed to be ineligible for any Medicaid coverage. 
The remaining 64 percent of enrollees can be further divided into two subgroups based on 
their eligibility for coverage through the ACA exchanges; each subgroup imposes different 
net costs on the federal government.

See Appendix B for more details about how the fiscal estimates are calculated. The results 
are back-of-the-envelope estimates based on available data. They should be interpreted with 
caution as some assumptions are uncertain, particularly the counterfactual allocation of 
improperly enrolled individuals across Medicaid, ACA exchange, and uninsured outcomes.

Because Table 2 incorporates likely interactions between Medicaid and ACA exchange 
enrollment, I consider these estimates the preferred measure of the federal fiscal impact.20 

19	 Introducing a misclassification assumption reduces federal costs because misclassifications, on a per-enrollee basis, are less costly to 
the federal government than is covering individuals who do not qualify for any Medicaid coverage. The misclassification assumption also 
dramatically changes the results for states. States benefit from misclassification because the federal matching rate for enrollees 
misclassified into the expansion group is substantially higher than the matching rate for traditional enrollees. These state savings from 
misclassifications offset the direct state costs of covering individuals ineligible for Medicaid through any pathway.

20	 I do not attempt to model the fiscal implications of improper Medicaid expansion enrollment on employer-sponsored insurance, labor 
supply, and tax revenues. These effects are beyond the scope of this analysis and are expected to be relatively small.
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SOURCES: Author's calculations based on 2024 data from the American Community Survey (ACS) and the Medicaid Budget and Expenditure 
System (MBES); Medicaid and CHIP Payment and Access Commission (MACPAC); Kaiser Family Foundation (KFF) 2024 Health Insurance 
Marketplace Calculator.

NOTES: The take-up rate refers to the share of eligible individuals who sign up for Medicaid coverage. Results incorporate assumptions regarding 
(1) the share of ineligible expansion enrollees who are eligible through traditional Medicaid pathways and (2) the share who would instead receive 
ACA exchange subsidies. See Appendix B.

State

 100% Take-Up Rate 70% Take-Up Rate

 Estimated 
Improper 

Enrollment 
 Federal Fiscal 

Impact 
 State Fiscal 

Impact 

 Estimated 
Improper 

Enrollment 
 Federal Fiscal 

Impact 
 State Fiscal 

Impact 

Alaska 20,460 47,411,480 (18,412,856) 36,755 85,171,040 (33,077,264)
Arizona 101,666 539,581,824 (13,518,450) 250,050 1,327,122,048 (33,249,144)
Arkansas - - - 56,973 198,133,984 (260,228)
California 2,264,638 7,633,351,168 (1,814,199,808) 3,088,512 10,410,362,880 (2,474,205,184)
Colorado 29,762 70,122,816 (22,972,356) 131,137 308,976,928 (101,221,392)
Connecticut 111,567 211,829,136 (86,044,520) 175,039 332,341,472 (134,996,368)
Delaware 17,403 71,139,720 (9,902,442) 33,091 135,266,528 (18,828,710)
Washington, D.C. 53,435 162,914,528 (27,635,124) 73,262 223,365,840 (37,889,456)
Hawaii 59,102 108,922,280 (23,904,094) 83,820 154,475,552 (33,901,224)
Idaho - - - - - - 
Illinois 55,862 230,524,256 (43,324,448) 293,895 1,212,802,432 (227,932,576)
Indiana 136,512 420,604,992 (37,381,548) 267,185 823,219,008 (73,164,120)
Iowa - - - 27,937 80,806,832 (10,456,784)
Kentucky 129,401 529,652,736 (9,857,416) 233,604 956,164,288 (17,795,248)
Louisiana 368,593 1,112,713,856 (66,861,888) 497,066 1,500,550,144 (90,166,600)
Maine 30,886 72,565,712 (16,605,478) 53,640 126,025,432 (28,838,866)
Maryland 88,557 469,533,056 (83,530,024) 179,779 953,193,920 (169,573,376)
Massachusetts 2,214 9,691,146 (2,283,117) 119,448 522,896,896 (123,188,232)
Michigan 37,297 100,571,816 (10,868,690) 248,240 669,388,736 (72,340,144)
Minnesota - - - 26,505 187,117,888 (29,295,838)
Missouri - - - 51,854 176,018,528 (18,494,996)
Montana 13,491 34,006,508 (3,918,103) 33,090 83,405,600 (9,609,681)
Nebraska - - - - - - 
Nevada 78,084 196,841,984 (21,777,248) 141,424 356,514,368 (39,442,308)
New Hampshire 8,671 27,867,106 (8,921,663) 24,422 78,488,960 (25,128,264)
New Jersey 118,114 433,020,320 (127,612,568) 254,114 931,609,600 (274,548,544)
New Mexico 89,811 266,762,688 (5,134,960) 145,144 431,115,776 (8,298,624)
New York 574,844 1,415,820,288 (771,076,224) 1,011,801 2,492,029,696 (1,357,195,520)
North Carolina - - - 20,993 63,468,124 (2,490,704)
North Dakota - - - - - - 
Ohio - - - 205,078 749,417,792 (78,442,480)
Oklahoma - - - 2,738 7,433,635 (449,132)
Oregon 405,049 1,619,343,360 (286,262,656) 482,343 1,928,355,968 (340,888,992)
Pennsylvania - - - 233,650 1,030,793,856 (265,574,416)
Rhode Island - - - 20,599 36,854,640 (12,600,574)
South Dakota - - - - - - 
Utah - - - - - - 
Vermont 37,261 40,000,744 (23,641,784) 45,317 48,648,244 (28,752,748)
Virginia 111,810 642,517,248 (101,417,696) 276,463 1,588,693,248 (250,766,208)
Washington 222,223 1,747,395,840 (246,967,104) 341,780 2,687,496,448 (379,835,648)
West Virginia 23,111 (2,518,317) (1,435,380) 67,456 (7,350,504) (4,189,612)
Total 5,189,824 18,212,188,291 (3,885,467,645) 9,234,204 32,890,375,827 (6,807,089,205)

Table 2: Estimated Fiscal Impact of Improper 
Medicaid Expansion Enrollment by State
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As a baseline, I provide estimates using a 100 percent take-up assumption. Under this 
scenario, the federal government incurred costs of approximately $18.2 billion from improper 
enrollment in 2024, while states collectively saved $3.9 billion. Using the more realistic, mid-
range assumption of 70 percent take-up, federal costs climb to $32.9 billion, and aggregate 
state savings increase to $6.8 billion.

There is substantial variation across states stemming from differences in the number of 
improper enrollees, state-specific per-enrollee costs, the spread between the federal 
matching rates for traditional and expansion enrollees, and the level of subsidies provided 
under the ACA. Assuming a 70 percent take-up rate, California accounts for the largest share 
of federal costs by far ($10.4 billion) while saving nearly $2.5 billion by shifting other Medicaid 
costs to the federal government through misclassifications. Other substantial sources of 
federal costs include New York, Washington, Oregon, and Louisiana.

West Virginia presents a unique case of both the federal government and the state achieving 
savings from improper enrollment. This is because premiums—and hence, subsidies—in the 
ACA exchanges are exceptionally high in West Virginia, while per-enrollee spending on 
Medicaid expansion is exceptionally low. Therefore, in the absence of improper enrollment in 
Medicaid, the shift to the ACA exchanges—some of which would likely be improper—would 
result in even higher federal costs. The state savings in West Virginia reflect the impact of 
misclassifications from the traditional Medicaid population.

The federal fiscal costs of improper enrollment in Medicaid are further reduced because the 
analysis assumes that some individuals who were improperly enrolled in Medicaid would 
instead have improperly received subsidized ACA exchange coverage. If the ACA exchanges 
had robust eligibility verification, the estimated federal cost of improper Medicaid enrollment 
would rise, because improper exchange enrollment (and its associated costs for the federal 
government) would not be a viable alternative to improper Medicaid enrollment. This is the 
main reason why the federal fiscal impact reported in Table 2 is smaller than the federal fiscal 
impact reported in Table C.1, which excludes spillover effects on the ACA exchanges. This 
adjustment recognizes that some individuals would instead improperly receive federally 
subsidized ACA exchange coverage, so those federal costs should not be double counted 
when estimating the net fiscal impact.

Improper Expansion Enrollment Increased Sharply from 2019 to 2024
The scale of improper enrollment grew substantially through the COVID-19 pandemic and the 
Biden administration. Table 3 compares state-level improper enrollment in 2019 (reproduced 
from last year’s report) to the new estimates for 2024. Both sets of estimates are based on a 
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take-up rate assumption of 70 percent. In the 2019 analysis, 28 of 32 expansion states 
showed evidence of improper enrollment. In 2024, the number of expansion states had 
increased to 41 (including the District of Columbia), of which 36 had detectable levels of 
improper enrollment. I find no evidence that improper enrollment declined in any state from 
2019 to 2024.

Nationally, I estimate that the number of improper Medicaid enrollees in the expansion group 
increased from 4.9 million in 2019 to 9.2 million in 2024—an 88 percent increase. In part, this 
is due to more states expanding Medicaid between 2019 and 2024, mechanically enlarging 
the enrollment pool.21 But the vast majority of the growth in improper enrollment occurred in 
states that had expanded prior to 2019 and were included in last year’s analysis. Limiting the 
comparison to the same set of 32 expansion states in both years, I find that improper 
enrollment grew by 80 percent from 2019 (4.9 million) to 2024 (8.8 million).

As a share of total expansion enrollment, the estimated ineligible rate rose from 33 percent in 
2019 to 46 percent in 2024—meaning that nearly half of expansion enrollees in 2024 were 
likely ineligible for coverage.22 The ineligible rate increased in nearly all states for which 
comparable estimates are available. Several states saw especially dramatic increases. In 
Arizona, the estimated ineligible share of the expansion group climbed from 3 percent in 2019 
to 42 percent in 2024. Earlier this year, an Arizona lawmaker warned that improper Medicaid 
payments were costing taxpayers billions of dollars per year.23 In Illinois, the ineligible rate 
rose from 9 percent to 35 percent. In Indiana and Ohio—states where no improper enrollment 
was detected in 2019—the 2024 estimates imply hundreds of thousands of improper 
enrollees. States with already-high ineligible rates in 2019 also saw further deterioration in 
program integrity: In Oregon, the estimated share of improper enrollees rose from 57 percent 
to 73 percent, and in Louisiana it rose from 32 percent to 62 percent.

In absolute terms, the states with the largest estimated ineligible populations in 2024 were 
California (3.09 million), New York (1.01 million), Louisiana (~497,000), Oregon (~482,000), and 
Washington (~342,000). In 2024, 20 states had more than 100,000 improper enrollees, up 
from 12 states in 2019.

21	 Nine states expanded Medicaid between 2019 and 2024: Maine (2019), Virginia (2019), Idaho (2020), Utah (2020), Nebraska (2020), 
Oklahoma (2021), Missouri (2021), South Dakota (2023), and North Carolina (2023).

22	 The improper enrollment rate I calculate for 2024 (46 percent) is somewhat higher than the rate measured through direct federal audits 
discussed earlier in the paper. Several factors could explain this difference. First, the federal audits were conducted in the early, pre-
COVID era of Medicaid expansion (generally in 2018 or earlier). It is plausible that improper enrollment worsened over time, especially 
after the continuous enrollment requirement was implemented and program participation surged. Second, the federal audits were 
conducted in a small subset of expansion states. Improper enrollment rates could vary considerably—as my results suggest—
across states.

23	 Zachery Schmidt, “Shamp: Arizona Gives $6B Yearly in Improper Medicaid Payments,” The Center Square, January 29, 2026, https://www.
thecentersquare.com/arizona/article_b1a207ca-770e-4e4e-b162-18fcdadeac50.html.

https://www.thecentersquare.com/arizona/article_b1a207ca-770e-4e4e-b162-18fcdadeac50.html
https://www.thecentersquare.com/arizona/article_b1a207ca-770e-4e4e-b162-18fcdadeac50.html
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SOURCES: Author's calculations based on 2019 and 2024 data from the American Community Survey (ACS) and the Medicaid Budget and 
Expenditure System (MBES); Liam Sigaud, “Ineligible Enrollment in the ACA’s Medicaid Expansion: Evidence, Costs, and Remedies,” Paragon 
Health Institute, May 2025.

NOTES: Analysis assumes a 70% take-up rate of Medicaid coverage among eligible individuals. States that expanded Medicaid on or after January 
1, 2019, are excluded from the 2019 results. The sub-total row enables a direct comparison of ineligible enrollment in 2019 and 2024 for the same 
group of states.

State

 Expansion 
Enrollment 

2019 

 Estimated 
Improper 

Enrollment 
2019 

Improper 
Enrollees as 
Percent of 
Expansion 
Enrollment 

2019

 Expansion 
Enrollment 

2024 

 Estimated 
Improper 

Enrollment 
2024 

Improper 
Enrollees as 
Percent of 
Expansion 
Enrollment 

2024

 Change in 
Ineligible 

Enrollment, 
2019-2024 

Alaska 52,249 12,782 24% 74,776 36,755 49% 23,973 
Arizona 428,670 13,517 3% 596,282 250,050 42% 236,533 
Arkansas 253,040 52,125 21% 234,301 56,973 24% 4,848 
California 3,729,581 1,664,080 45% 5,010,887 3,088,512 62% 1,424,432 
Colorado 381,603 118,596 31% 367,680 131,137 36% 12,541 
Connecticut 267,405 106,828 40% 323,140 175,039 54% 68,211 
Delaware 62,528 18,646 30% 69,695 33,091 47% 14,445 
Washington, D.C. 108,051 62,678 58% 119,527 73,262 61% 10,584 
Hawaii 110,454 49,244 45% 141,494 83,820 59% 34,576 
Idaho NA NA NA 87,547 - 0% NA
Illinois 678,021 61,563 9% 849,303 293,895 35% 232,332 
Indiana 310,208 - 0% 572,088 267,185 47% 267,185 
Iowa 172,823 17,892 10% 180,441 27,937 15% 10,045 
Kentucky 448,764 182,595 41% 476,743 233,604 49% 51,009 
Louisiana 478,931 151,875 32% 796,836 497,066 62% 345,191 
Maine NA NA NA 106,733 53,640 50% NA
Maryland 311,118 85,443 27% 392,629 179,779 46% 94,336 
Massachusetts 338,832 67,113 20% 392,995 119,448 30% 52,335 
Michigan 678,437 180,299 27% 740,441 248,240 34% 67,941 
Minnesota 189,298 - 0% 224,912 26,505 12% 26,505 
Missouri NA NA NA 338,434 51,854 15% NA
Montana 96,072 32,246 34% 78,818 33,090 42% 844 
Nebraska NA NA NA 71,212 - 0% NA
Nevada 210,084 53,426 25% 289,216 141,424 49% 87,998 
New Hampshire 52,999 4,733 9% 61,174 24,422 40% 19,689 
New Jersey 534,247 205,784 39% 571,445 254,114 44% 48,330 
New Mexico 258,151 119,004 46% 274,254 145,144 53% 26,140 
New York 1,885,564 902,731 48% 2,031,368 1,011,801 50% 109,070 
North Carolina NA NA NA 579,145 20,993 4% NA
North Dakota 19,793 - 0% 24,439 - 0% - 
Ohio 579,687 - 0% 731,332 205,078 28% 205,078 
Oklahoma NA NA NA 235,832 2,738 1% NA
Oregon 466,104 265,980 57% 662,695 482,343 73% 216,363 
Pennsylvania 768,203 165,196 22% 831,853 233,650 28% 68,454 
Rhode Island 66,236 16,758 25% 74,587 20,599 28% 3,841 
South Dakota NA NA NA 28,003 - 0% NA
Utah NA NA NA 80,864 - 0% NA
Vermont 54,869 21,701 40% 64,112 45,317 71% 23,616 
Virginia NA NA NA 660,652 276,463 42% NA
Washington 513,195 222,077 43% 620,744 341,780 55% 119,703 
West Virginia 161,443 47,676 30% 170,929 67,456 39% 19,780 
Sub-Total 
(Consistent 
2019 States)

14,666,660 4,902,588 33% 18,051,136 8,828,516 49% 3,925,928 

Total 14,666,660 4,902,588 33% 20,239,558 9,234,204 46% 4,331,616 

Table 3: Improper Medicaid Expansion 
Enrollment by State, 2019 and 2024
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The surge in improper enrollment across states is captured in Figure 2, which shows the 
change in the number of improper enrollees from 2019 to 2024. Improper enrollment 
increased in 31 of the 32 states that had expanded Medicaid before 2019, with California 
standing out dramatically: Its improper enrollee count grew by roughly 1.4 million over the 
period, nearly doubling and far outpacing every other state. Louisiana, Indiana, Arizona, Illinois, 
Oregon, and Ohio also experienced large increases in improper enrollment, each adding more 
than 200,000 improper enrollees, while the remaining expansion states saw smaller (though 
still positive) growth. North Dakota was the lone exception, showing no evidence of improper 
enrollment in either 2019 or 2024. These patterns illustrate that the growth in improper 
enrollment was not confined to a handful of outlier states but was a broad-based 
phenomenon across the Medicaid expansion population.

Table 4 breaks down the state shares of estimated improper enrollment for 2019 and 2024. 
Over time, improper enrollment has become somewhat more evenly distributed across states, 
with relatively smaller shares of total improper enrollment concentrated in a few states. In 

SOURCE: Author’s calculations based on 2024 data from the American Community Survey (ACS) and the Medicaid Budget and Expenditure 
System (MBES); Liam Sigaud, “Ineligible Enrollment in the ACA’s Medicaid Expansion: Evidence, Costs, and Remedies,” Paragon Health Institute, 
May 2025.

NOTES: States that expanded Medicaid in or after 2019 are excluded. While not clearly discernable in the figure, the number of ineligible enrollees 
increased from 2019 to 2024 in Arkansas (+4,848), Rhode Island (+3,841), and Montana (+844). We found no evidence of ineligible enrollment in 
North Dakota in 2019, and that remains the case in 2024.

Figure 2: Improper Medicaid Expansion Enrollment Increased 
in Nearly Every Expansion State from 2019 to 2024

The number of improper Medicaid enrollees in California nearly doubled
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SOURCES: Author's calculations based on 2024 data from the American Community Survey (ACS) and the Medicaid Budget and Expenditure System (MBES); Liam Sigaud, 
“Ineligible Enrollment in the ACA’s Medicaid Expansion: Evidence, Costs, and Remedies,” Paragon Health Institute, May 2025.
NOTES: States that expanded Medicaid in or after 2019 are excluded. While not clearly discernable in the figure, the number of ineligible enrollees increased from 2019 to 2024 
in Arkansas (+4,848), Rhode Island (+3,841), and Montana (+844). We found no evidence of ineligible enrollment in North Dakota in 2019, and that remains the case in 2024.

The number of improper Medicaid enrolles in California nearly doubled

Figure 2: Improper Medicaid Expansion Enrollment Increased in
Nearly Every Expansion State from 2019 to 2024
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2019, the five states with the largest estimated ineligible populations—California, New York, 
Oregon, Washington, and New Jersey—collectively accounted for 66.5 percent of total 
estimated improper enrollment nationwide. In 2024, the top five states had shifted to 
California, New York, Louisiana, Oregon, and Washington, and combined they represented 
58.7 percent of total estimated improper enrollment nationwide. This pattern demonstrates 
that while a handful of states account for a disproportionate share of improper enrollment, 
deficiencies in program integrity are widespread around the country.

The most notable shift depicted in Table 4 concerns New York, which declined as a share of 
total improper enrollment from 18.4 percent in 2019 to 11.0 percent in 2024. The fact that this 
decline occurred despite an increase of more than 100,000 in the number of improper 
enrollees in New York illustrates how much national improper enrollment soared between 
2019 and 2024.

California alone contributed roughly one-third of the national total in both 2019 and 2024, a 
striking concentration that reflects both the state’s large expansion population and high 
estimated ineligible rates of 45 percent in 2019 and 62 percent in 2024.

Enrollment Under Medicaid Expansion Remains Far Above Pre-Pandemic Levels
The sharp increase in improper enrollment between 2019 and 2024 was likely fueled by 
COVID-era policy decisions that allowed Medicaid enrollment to spike without adequate 
guardrails to prevent abuse. From March 2020 to May 2023, a continuous coverage 
requirement applied to Medicaid that prevented states from conducting routine eligibility 
checks and removing people who no longer qualified for the program. This contributed to 
massive enrollment growth from 15.2 million people in the expansion group in January 2020 to 
24.1 million in May 2023—an increase of 8.9 million enrollees, or 59 percent. Although states 
resumed eligibility determinations in mid-2023, the process appears to have been insufficient 
to remove large numbers of people who had become ineligible.

This pattern is evident in Figure 3, which tracks enrollment trends from January 2020 to June 
2025 for the expansion group and traditional Medicaid enrollees (e.g., children). For ease of 
comparison, both groups are indexed to 1 in January 2020—hence, for example, a value of 1.2 
indicates an increase of 20 percent relative to January 2020. For consistency, the sample is 
restricted to states that expanded Medicaid prior to January 2020 to purge the data of 
mechanical increases in enrollment stemming from additional states expanding Medicaid 
during the 2020–2025 period.24 Enrollment in both groups (expansion and traditional) rose 

24	 This restriction results in dropping seven of the 41 expansion states: Idaho (expanded in 2020), Utah (expanded in 2020), Nebraska 
(expanded in 2020), Oklahoma (expanded in 2021), Missouri (expanded in 2021), South Dakota (expanded in 2023), and North Carolina 
(expanded in 2023).
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SOURCES: Author's calculations based on 2019 and 2024 data from the American Community Survey (ACS) and the Medicaid Budget and 
Expenditure System (MBES); Liam Sigaud, “Ineligible Enrollment in the ACA’s Medicaid Expansion: Evidence, Costs, and Remedies,” Paragon 
Health Institute, May 2025.

NOTES: Analysis assumes a 70% take-up rate of Medicaid coverage among eligible individuals. States that expanded Medicaid on or after January 
1, 2019, are excluded from the 2019 results.

State

 Expansion 
Enrollment 

2019 

 Estimated 
Improper 

Enrollment 
2019 

Proportion 
of National 

Improper 
Enrollment 

2019

 Expansion 
Enrollment 

2024 

 Estimated 
Improper 

Enrollment 
2024 

Proportion 
of National 

Improper 
Enrollment 

2024

Percentage 
Point 

Change in 
Proportion 
of National 

Improper 
Enrollment, 
2019-2024

Alaska 52,249 12,782 0.3% 74,776 36,755 0.4% 0.1%
Arizona 428,670 13,517 0.3% 596,282 250,050 2.7% 2.4%
Arkansas 253,040 52,125 1.1% 234,301 56,973 0.6% -0.4%
California 3,729,581 1,664,080 33.9% 5,010,887 3,088,512 33.4% -0.5%
Colorado 381,603 118,596 2.4% 367,680 131,137 1.4% -1.0%
Connecticut 267,405 106,828 2.2% 323,140 175,039 1.9% -0.3%
Delaware 62,528 18,646 0.4% 69,695 33,091 0.4% 0.0%
Washington, D.C. 108,051 62,678 1.3% 119,527 73,262 0.8% -0.5%
Hawaii 110,454 49,244 1.0% 141,494 83,820 0.9% -0.1%
Idaho NA NA NA 87,547 - 0.0% 0.0%
Illinois 678,021 61,563 1.3% 849,303 293,895 3.2% 1.9%
Indiana 310,208 - 0.0% 572,088 267,185 2.9% 2.9%
Iowa 172,823 17,892 0.4% 180,441 27,937 0.3% -0.1%
Kentucky 448,764 182,595 3.7% 476,743 233,604 2.5% -1.2%
Louisiana 478,931 151,875 3.1% 796,836 497,066 5.4% 2.3%
Maine NA NA NA 106,733 53,640 0.6% 0.6%
Maryland 311,118 85,443 1.7% 392,629 179,779 1.9% 0.2%
Massachusetts 338,832 67,113 1.4% 392,995 119,448 1.3% -0.1%
Michigan 678,437 180,299 3.7% 740,441 248,240 2.7% -1.0%
Minnesota 189,298 - 0.0% 224,912 26,505 0.3% 0.3%
Missouri NA NA NA 338,434 51,854 0.6% 0.6%
Montana 96,072 32,246 0.7% 78,818 33,090 0.4% -0.3%
Nebraska NA NA NA 71,212 - 0.0% 0.0%
Nevada 210,084 53,426 1.1% 289,216 141,424 1.5% 0.4%
New Hampshire 52,999 4,733 0.1% 61,174 24,422 0.3% 0.2%
New Jersey 534,247 205,784 4.2% 571,445 254,114 2.8% -1.4%
New Mexico 258,151 119,004 2.4% 274,254 145,144 1.6% -0.9%
New York 1,885,564 902,731 18.4% 2,031,368 1,011,801 11.0% -7.5%
North Carolina NA NA NA 579,145 20,993 0.2% 0.2%
North Dakota 19,793 - 0.0% 24,439 - 0.0% 0.0%
Ohio 579,687 - 0.0% 731,332 205,078 2.2% 2.2%
Oklahoma NA NA NA 235,832 2,738 0.0% 0.0%
Oregon 466,104 265,980 5.4% 662,695 482,343 5.2% -0.2%
Pennsylvania 768,203 165,196 3.4% 831,853 233,650 2.5% -0.8%
Rhode Island 66,236 16,758 0.3% 74,587 20,599 0.2% -0.1%
South Dakota NA NA NA 28,003 - 0.0% 0.0%
Utah NA NA NA 80,864 - 0.0% 0.0%
Vermont 54,869 21,701 0.4% 64,112 45,317 0.5% 0.0%
Virginia NA NA NA 660,652 276,463 3.0% 3.0%
Washington 513,195 222,077 4.5% 620,744 341,780 3.7% -0.8%
West Virginia 161,443 47,676 1.0% 170,929 67,456 0.7% -0.2%

Table 4: State Shares of Total Improper Enrollment 
under Medicaid Expansion, 2019 and 2024
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steadily between March 2020 and May 2023, as expected under the continuous coverage 
requirement. Beginning in mid-2023, enrollment declined in both groups and began to level 
off in mid-2024 as most states completed their unwinding process. But while enrollment 
among traditional enrollees approached pre-pandemic levels by June 2025, enrollment in the 
expansion group remained markedly elevated—21 percent above its pre-pandemic levels.

Given the incentives established through Medicaid’s financing structure, these patterns are 
not surprising. Because states bear only a small part of the cost of improper enrollment in the 
expansion group, they had little motivation to take effective unwinding measures that would 
have identified and removed improper expansion enrollees. On the other hand, states bear a 
substantially higher share of the cost of traditional enrollees, making them less willing to 
tolerate elevated improper enrollment among traditional beneficiaries.

SOURCE: Author’s calculations based on data from the Medicaid Budget and Expenditure System (MBES).

NOTES: States that expanded Medicaid after 2019 are excluded.

Figure 3: In June 2025, Despite Unwinding Enrollment in the Medicaid 
Expansion Group Remained 21 Percent Above Pre-Pandemic Level

By contrast, enrollment among non-Medicaid expansion enrollees 
was just 7 percent higher than pre-pandemic level
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Figure 3: In June 2025, Despite Unwinding Enrollment in the 
Medicaid Expansion Group Remained 21 Percent Above

Pre-Pandemic Level
By contrast, enrollment among non-Medicaid expansion enrollees was 

just 7 percent higher than pre-pandemic level
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SOURCES: Author's calculations based on data from the Medicaid Budget and Expenditure System (MBES).
NOTES: States that expanded Medicaid after 2019 are excluded.
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POLICY RECOMMENDATIONS

The results above suggest widespread improper enrollment in Medicaid expansion that has 
significantly worsened over time. The substantial fiscal costs associated with estimated 
improper enrollment underscore the urgency of policy reforms to restore integrity to the 
program. Some reforms have already been set in motion by Congress and the Trump 
administration through the OBBB. It is important to emphasize that the estimates in this paper, 
which are based on 2024 data, predate these actions.

Beginning in 2027, states will be required to conduct eligibility redeterminations every six 
months for expansion adults (rather than annually) and improve processes to prevent 
duplicative Medicaid enrollment in multiple states. Beginning in 2028, restrictions on provider 
taxes and state-directed payments will limit states’ ability to shift Medicaid costs to the 
federal government, making state policymakers more sensitive to the fiscal consequences of 
improper enrollment. Beginning in 2030, financial penalties will be imposed on states with 
high payment rates linked to eligibility errors. These measures represent meaningful 
guardrails to prevent abuse, but their real-world impact largely depends on their 
implementation by states. Without strong federal oversight and accountability, states may 
seek to circumvent these requirements to avoid addressing improper enrollment.

Federal policymakers should consider going further to remove improper expansion enrollees 
in Medicaid and stem the flow of new improper enrollment. Additional reforms should include 
the following:

1.	 Reducing the 90 percent federal matching rate for expansion enrollees to 
the same rate states receive for traditional enrollees. This would 
substantially strengthen states’ incentives to conduct timely and accurate 
eligibility reviews of expansion enrollees by ensuring that improper 
enrollment imposes tangible costs on state budgets.

2.	 Strengthening income verification at enrollment by tightening 
“reasonable compatibility” thresholds for self-attestation and broadening 
real-time wage/income data checks (e.g., state wage databases, tax 
records).

3.	 Eliminating the federal requirement that states conduct eligibility reviews 
passively (ex parte) whenever possible. Ex parte renewals use existing 
data sources (e.g., state wage databases, IRS, Social Security 
Administration) to verify eligibility details without requiring the enrollee to 
return a form or actively provide information. When records are 
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incomplete or outdated or fail to capture certain sources of income, ex 
parte renewals can perpetuate improper enrollment.

4.	 Extending the current PERM program by requiring independent, annual 
eligibility audits in every state. This would provide more up-to-date 
information on improper enrollment, allowing error-rate penalties to be 
imposed swiftly and corrective action to be taken.

CONCLUSION

The harm from improper enrollment extends beyond the federal budget. Improper expansion 
enrollees crowd out intended beneficiaries, including the traditional Medicaid population—
children, pregnant women, the elderly, and people with disabilities—for whom the program 
was originally designed. Studies have documented that expansion exacerbated health system 
strain, resulting in longer waits for medical appointments, reduced health spending on low-
income children, and worse access to emergency care.25 Restoring eligibility integrity to 
Medicaid expansion is not merely a matter of fiscal responsibility; it is a matter of fairness to 
the vulnerable populations that the program was built to serve.

25	 Liam Sigaud, “Losing Focus: How the ACA’s Medicaid Expansion Left Traditional Enrollees Behind,” Paragon Health Institute, February 
2025, https://paragoninstitute.org/paragon-prognosis/losing-focus-how-the-acas-medicaid-expansion-left-traditional-enrollees-behind/

https://paragoninstitute.org/paragon-prognosis/losing-focus-how-the-acas-medicaid-expansion-left-traditional-enrollees-behind/
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APPENDIX A: METHODOLOGY FOR ESTIMATING 
IMPROPER ENROLLMENT

To estimate the number of improper enrollees under Medicaid expansion in each state, I 
proceed in three steps:

1.	 Determine the number of individuals eligible for coverage under Medicaid 
expansion.

2.	 Estimate actual enrollment among eligible individuals by combining the 
estimates from step 1 with a plausible take-up rate of Medicaid coverage.

3.	 Calculate improper enrollment by comparing estimated enrollment 
among eligible individuals from step 2 against administrative data on 
actual enrollment in the expansion group.

I use the ACS to estimate the number of individuals eligible for coverage under Medicaid 
expansion. The ACS is sent to approximately 3.5 million addresses annually, representing 1 
percent of the U.S. population. Data quality is high, with response rates typically above 90 
percent. The survey collects information about family structure, citizenship status, 
educational attainment, income, disability, employment, and housing characteristics, among 
other topics.

To approximate the population eligible for Medicaid expansion, I impose several restrictions 
on the full ACS sample to exclude groups that are either generally ineligible for federal 
Medicaid funding (e.g., recent immigrants) or eligible for Medicaid through alternative 
pathways (e.g., people with disabilities). Specifically, I drop individuals who meet at least one 
of the following criteria:

	• Under age 19 or over age 64

	• Annual family income above 138 percent FPL26

	• Living with at least one child in the home and annual family income below 
the eligibility threshold for parental Medicaid coverage

	• Receiving any Supplemental Security Income

	• Having a cognitive or physical impairment that interferes with activities of 
daily living

	• Non-citizen who has been in the United States less than five years

26	 To address concerns stemming from differences in how income is defined and measured between the ACS and Medicaid eligibility rules, I 
conduct a robustness check in which I raise the threshold for eligible individuals in the ACS to 150 percent FPL instead of 138 percent FPL. 
The results in Table D.2 show that while estimates of improper enrollment shrink compared to my main findings (from 9.2 million to 8.2 
million under a 70 percent take-up rate assumption), evidence of substantial improper enrollment in 2024 persists.
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After these exclusion criteria are imposed, the remaining observations represent the pool of 
individuals eligible for coverage under Medicaid expansion. I apply ACS sampling weights to 
calculate the size of this eligible population in each state.

The number of people eligible for coverage under Medicaid expansion is unlikely to equal the 
number of actual enrollees. The take-up rate for a social assistance program refers to the 
percentage of eligible individuals who actually enroll to receive benefits or services. There are 
a variety of reasons why individuals may not participate in assistance programs for which they 
qualify, including the availability of other sources of coverage, a lack of awareness, 
administrative barriers, stigma, and other frictions. To accurately calculate the number of 
eligible enrollees under Medicaid expansion, it is crucial to account for imperfect take-up. 
Otherwise, the eligible population will be inflated and improper enrollment will be 
understated.

A number of studies have attempted to estimate the take-up rate in Medicaid, and I ground my 
take-up rate assumptions in this empirical literature. According to one study, the take-up rate 
for Medicaid expansion was approximately 44 percent in 2014–2015 and 53.8 percent in 
2016–2017.27 These estimates are broadly consistent with previous estimates of Medicaid 
take-up rates among adults eligible for coverage prior to the ACA, which ranged from about 
50 percent to 80 percent, with most estimates falling below 65 percent.28 The elimination of 
the ACA’s individual mandate in 2019 may have further reduced the take-up rate relative to 
prior years when the mandate was still in effect. Another consideration is that take-up rates 
likely increased over time as more people became aware of the new eligibility rules. Hence, 
take-up rates measured in the early years of Medicaid expansion may have been somewhat 
lower than the take-up rates in 2019 and beyond (i.e., the period I examine in this report). 
Consistent with this prediction, a recent analysis suggests that the take-up rate for Medicaid 
coverage among non-elderly, childless adults (roughly corresponding to the expansion 
population) increased slightly from 68.4 percent in 2017–2019 to 72.6 percent in 2023 amid 
the post-COVID unwinding.29 Taking all these factors and empirical estimates into 
consideration, I assume a take-up rate of 70 percent as the mid-range estimate in this analysis.

Finally, I compare my estimates of the number of enrolled eligible individuals with 
administrative data on the actual number of expansion enrollees in each state. This 
information comes from MBES, the database used by CMS to compute the amount of federal 

27	 Salam Abdus, “Trends in Medicaid Take-Up Among Eligible Adults After the Affordable Care Act Medicaid Expansions: 2014–2019,” 
Medical Care Research and Review 82, no. 1 (2024): 100–106, https://journals.sagepub.com/doi/abs/10.1177/10775587241273429.

28	 B. Sommers et al., "Understanding Participation Rates in Medicaid: Implications for the Affordable Act," March 16, 2012, ASPE Issue Brief, 
https://aspe.hhs.gov/sites/default/files/private/pdf/76411/ib.pdf.

29	 Rebecca Smith et al., “Who Enrolls in Coverage and Who Remains Uninsured? Medicaid Take Up Before and After the Affordable Care Act 
and During Unwinding,” The Milbank Quarterly 103, no. 2 (2025): 349–389.

https://journals.sagepub.com/doi/abs/10.1177/10775587241273429
https://aspe.hhs.gov/sites/default/files/private/pdf/76411/ib.pdf
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aid states receive to fund their Medicaid programs. To minimize the effects of the post-COVID 
Medicaid unwinding, I use the average monthly number of expansion enrollees from August to 
December 2024.30 According to CMS, only six states expected to complete unwinding-related 
renewals in August 2024 or later.31 As a robustness check, Table D.1 reports the results of 
using June 2025 data (the most recent month available) on actual expansion enrollment. This 
approach produces an estimate of 8.7 million improper enrollees nationally—only slightly 
smaller than my main result of 9.2 million.

Combining these pieces, the core estimate of improper enrollment in each expansion state 
(indexed by ) is obtained using the following formula:

30	 In March 2020, the federal government imposed a continuous coverage requirement on Medicaid, prohibiting states from conducting 
eligibility redeterminations during the COVID-19 public health emergency. This restriction was lifted in early 2023, triggering a large-scale 
unwinding effort across the country.

31	 CMS, “Scheduled State Timelines for Completing Unwinding-Related Renewals.”
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APPENDIX B: METHODOLOGY FOR ESTIMATING THE FISCAL 
COSTS OF IMPROPER ENROLLMENT

In calculating the fiscal costs of improper expansion enrollment, it is necessary to distinguish 
between two types of improper enrollees: (1) individuals who are not eligible for any Medicaid 
coverage and (2) individuals who are eligible for Medicaid coverage through traditional 
pathways (e.g., people with disabilities) but have been misclassified into the expansion group. 
While the first type of improper enrollee imposes costs on both the federal government and 
the states, the second group shifts costs from the states to the federal government due to the 
higher federal matching rates applicable to expansion enrollees. As a result, improper 
enrollment imposes unambiguous costs on the federal government, but if the share of 
misclassified enrollees among all improper enrollees is sufficiently high, states can achieve 
budget savings.

There is little reliable data on the respective size of each group. To obtain a numerical estimate, 
I base my calculations on audits conducted in California32 and Colorado33 by the Office of 
Inspector General at the Department of Health and Human Services. In each state, 
investigators calculated the proportion of improper expansion enrollees who should have 
been classified into different eligibility categories. The results revealed that 37.5 percent and 
35.7 percent of improper enrollees had been misclassified in California and Colorado, 
respectively. The stability of the estimates between the two states provides some 
reassurance that similar ratios are plausible in the rest of the country. Drawing on these 
findings, the analysis assumes that 36 percent of improper enrollees are misclassified, and 
the remaining 64 percent are assumed to be ineligible for any Medicaid coverage.

Further complicating the analysis, the enrollees ineligible for any Medicaid coverage can be 
divided into two subgroups: (1a) individuals who are eligible for coverage through the ACA 
exchanges and (1b) individuals who are not eligible for coverage through the ACA exchanges. 
Subgroup 1a is largely composed of individuals earning above 138 percent FPL, while 
subgroup 1b is largely composed of individuals who fail to meet non-income eligibility 
requirements (e.g., rules related to immigration status, age, or the availability of affordable 
employer-based coverage).

Based on the available evidence and the characteristics of expansion enrollees, I assume that 
group 1a accounts for 30 percent of improper expansion enrollment; I assign the remaining 

32	 HHS OIG, California Made Medicaid Payments.

33	 HHS OIG, Colorado Did Not Correctly Determine Medicaid Eligibility.
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enrollees (34 percent) to group 1b. These assumptions are based on federal Medicaid audits34 
as well as academic research.35 Moreover, previous Paragon research has documented 
substantial levels of improper enrollment in the ACA exchanges in 2024.36 Therefore, I further 
assume that 50 percent of group 1b (i.e., 17 percent of total improper expansion enrollees) 
would have improperly enrolled in fully subsidized exchange plans if they had not been 
enrolled in Medicaid.37

To quantify Medicaid costs, I use state-level data on per-enrollee spending on the expansion 
group and all Medicaid enrollees from MACPAC. The latest available data are for FY2023, so I 
inflate FY2023 costs to 2024 dollars using the medical care component of the Consumer 
Price Index (CPI-M) from the Bureau of Labor Statistics. Due to idiosyncrasies in state data 
management practices, MACPAC does not provide estimates of per-enrollee costs in the 
expansion group for Vermont. Data is also missing for North Carolina, because it expanded its 
Medicaid program in late 2023. For both states, I impute the value using the median per-
enrollee cost among the other expansion states.

In estimating federal subsidy costs in the ACA exchanges, I assume that a typical enrollee in 
group 1a is 45 years old, single, and childless with an income at 175 percent FPL38 who resides 
in the county containing the state’s most populous city.39 As with Medicaid coverage, some 
people eligible for ACA coverage will not enroll for a variety of reasons. I assume a take-up 
rate of ACA coverage of 70 percent for this population.

To estimate the federal and state costs from individuals ineligible for any Medicaid coverage 
(group 1), I account for the per-enrollee cost of the expansion, the average annual ACA 
subsidy, the assumed take-up rate of exchange coverage (70 percent), and the federal-state 

34	 HHS OIG, Prior Audits of Medicaid Eligibility Determinations in Four States Identified Millions of Beneficiaries Who Did Not or May Not Have 
Met Eligibility Requirements, 2022, https://oig.hhs.gov/reports/all/2022/
prior-audits-of-medicaid-eligibility-determinations-in-four-states-identified-millions-of-beneficiaries-who-did-not-or-may-not-have-met-
eligibility-requirements/.

35	 Benjamin Hopkins et al., “How Did Take-Up of Marketplace Plans Vary with Price, Income, and Gender?,” American Journal of Health 
Economics 11, no. 1 (2025): 63–90.

36	 Brian Blase and Drew Gonshorowski, “The Great Obamacare Enrollment Fraud,” Paragon Health Institute, June 2024, https://
paragoninstitute.org/private-health/the-great-obamacare-enrollment-fraud/.

37	 The 2025 Paragon study measuring improper enrollment in 2019 accounted for misclassifications but ignored possible interactions with 
the ACA exchanges. To facilitate apples-to-apples comparisons between 2019 and 2024 and accommodate a broader range of 
possibilities, Appendix C shows fiscal impact estimates for 2019 and 2024 under the consistent assumption that no ineligible Medicaid 
expansion enrollees would be enrolled in the ACA exchanges if they did not have Medicaid coverage. The results indicate that federal 
Medicaid costs tied to improper enrollment grew from $23.8 billion in 2019 to $54.3 billion in 2024, while aggregate state savings grew 
from $4.2 billion in 2019 to $6.8 billion in 2024.

38	 In 2024, the District of Columbia extended Medicaid coverage to expansion adults up to 215 percent FPL. Therefore, I use 220 percent FPL 
as the income level for estimating federal subsidies in the ACA exchanges.

39	 I select 175 percent FPL for the representative enrollee because individuals at this income level generally did not have access to 
zero-premium plans in 2024, creating an incentive to enroll in Medicaid to receive premium-free coverage. Moreover, individuals closer to 
the 138 percent FPL Medicaid eligibility threshold are more likely to successfully improperly enroll in Medicaid; as a result, it is less 
plausible that individuals higher up the income scale improperly enrolled in Medicaid in large numbers. I obtain estimated subsidy 
amounts from the Kaiser Family Foundation (KFF) 2024 Health Insurance Marketplace Calculator. Across all states, the average annual 
subsidy amount is about $6,268.

https://oig.hhs.gov/reports/all/2022/prior-audits-of-medicaid-eligibility-determinations-in-four-states-identified-millions-of-beneficiaries-who-did-not-or-may-not-have-met-eligibility-requirements/
https://oig.hhs.gov/reports/all/2022/prior-audits-of-medicaid-eligibility-determinations-in-four-states-identified-millions-of-beneficiaries-who-did-not-or-may-not-have-met-eligibility-requirements/
https://oig.hhs.gov/reports/all/2022/prior-audits-of-medicaid-eligibility-determinations-in-four-states-identified-millions-of-beneficiaries-who-did-not-or-may-not-have-met-eligibility-requirements/
https://paragoninstitute.org/private-health/the-great-obamacare-enrollment-fraud/
https://paragoninstitute.org/private-health/the-great-obamacare-enrollment-fraud/


— PAGE 28 —

paragoninstitute.org

financing split for expansion enrollees (based on the statutory federal matching rate, I assign 
90 percent of these total costs to the federal government and 10 percent to the state).40

The federal and state costs for misclassified individuals are calculated differently, as these do 
not reflect new costs for the Medicaid program but rather a shifting of costs from states to 
the federal government. For each state, I calculate the total cost of these enrollees by 
multiplying the estimated number of misclassified individuals by the per-enrollee cost of all 
Medicaid enrollees.41 To capture the cost shifting to the federal government, I then multiply 
that product by the difference in federal matching rates between the expansion group (90 
percent) and traditional Medicaid enrollees (approximately 60 percent, on average). The state 
costs are simply the federal costs multiplied by -1.

Finally, I obtain the full costs of improper enrollment for the federal government and the 
states by summing the costs of each of the two groups described above.

I consider these assumptions to be reasonable back-of-the envelope estimates based on 
available data. However, results should be interpreted with caution. The true amount of 
improper federal spending may be several billion dollars higher or lower than my 
estimates indicate.

40	 In 2019, the federal matching rate for the expansion group was 93 percent. The rate decreased to 90 percent in 2020 and, under current 
law, will remain at that level indefinitely. Therefore, I use a 90 percent rate for 2024 estimates.

41	 Because I have little insight into the composition of the misclassified group, I use the per-enrollee cost across all eligibility categories, 
including children, parents, the elderly, and people with disabilities.
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APPENDIX C: COMPARISON OF FISCAL COSTS OF IMPROPER 
ENROLLMENT IN 2019 AND 2024 USING 
CONSISTENT METHODOLOGY

The estimates of the fiscal costs of improper enrollment presented in the main section of the 
paper include an adjustment for the possibility that individuals who are ineligible for Medicaid 
expansion would otherwise be enrolled in subsidized coverage on the ACA exchanges. This 
methodological refinement had not been incorporated into my earlier analysis of improper 
Medicaid enrollment in 2019. Here, to facilitate an apples-to-apples comparison between the 
2019 and 2024 fiscal estimates and accommodate a broader range of possibilities, I present 
fiscal impact estimates for 2019 and 2024 under the consistent assumption that no improper 
Medicaid expansion enrollees would be enrolled in the ACA exchanges if they did not have 
Medicaid coverage. In other words, this shows improper Medicaid expenditures but not the 
overall federal cost, because many improperly enrolled Medicaid expansion enrollees would 
enroll in the subsidized ACA exchanges. For both years, I assume a take-up rate of 70 percent 
among the Medicaid-eligible population.

The results, shown in Table C.1, indicate that the federal Medicaid costs of improper 
enrollment have risen dramatically over recent years from $23.8 billion in 2019 to $54.3 
billion in 2024. At the same time, the growth of improper enrollment has benefited state 
budgets due to the cost savings tied to misclassifying traditional Medicaid enrollees. In 2019, 
states experienced aggregate savings of $4.2 billion, which increased to $6.8 billion in 2024.

There is substantial variation across states, reflecting differences in the number of improper 
enrollees, state-specific per-enrollee costs, and the spread between the federal matching 
rates for traditional and expansion enrollees. In both 2019 and 2024, California accounted for 
the largest share of federal costs by far ($7.7 billion in 2019 and $16.4 billion in 2024) while 
saving $1.3 billion in 2019 and nearly $2.5 billion in 2024. Other substantial sources of federal 
costs include New York, New Jersey, Washington, Oregon, and Pennsylvania.
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SOURCES: Author's calculations based on 2019 and 2024 data from the American Community Survey (ACS) and the Medicaid Budget and 
Expenditure System (MBES); Medicaid and CHIP Payment and Access Commission (MACPAC); Liam Sigaud, “Ineligible Enrollment in the ACA’s 
Medicaid Expansion: Evidence, Costs, and Remedies,” Paragon Health Institute, May 2025.

NOTES: A 70% take-up rate is assumed in both 2019 and 2024. The take-up rate refers to the share of eligible individuals who sign up for Medicaid 
coverage.

State

 Estimated 
Improper 

Enrollment 
2019 

 Federal Fiscal 
Impact 2019 

 State Fiscal 
Impact 2019 

 Estimated 
Improper 

Enrollment 
2024 

 Federal Fiscal 
Impact 2024 

 State Fiscal 
Impact 2024 

Alaska 12,782 85,726,808 (14,695,572) 36,755 245,239,664 (33,077,264)
Arizona 13,517 69,853,120 (3,207,645) 250,050 1,781,756,160 (33,249,136)
Arkansas 52,125 156,682,320 (24,209,004) 56,973 319,547,136 (260,230)
California 1,664,080 7,652,735,488 (1,320,412,672) 3,088,512 16,370,851,840 (2,474,205,184)
Colorado 118,596 537,367,680 (109,992,728) 131,137 583,584,768 (101,221,392)
Connecticut 106,828 598,771,904 (111,416,800) 175,039 962,812,352 (134,996,368)
Delaware 18,646 110,313,296 (15,933,362) 33,091 224,264,576 (18,828,710)
Washington, D.C. 62,678 301,690,304 (40,465,112) 73,262 424,444,032 (37,889,456)
Hawaii 49,244 218,777,232 (34,578,088) 83,820 351,303,712 (33,901,224)
Idaho - - - 
Illinois 61,563 284,172,832 (47,200,928) 293,895 1,802,210,816 (227,932,592)
Indiana - - - 267,185 1,358,091,008 (73,164,120)
Iowa 17,892 83,436,440 (12,774,432) 27,937 139,388,192 (10,456,785)
Kentucky 182,595 696,357,824 (51,386,460) 233,604 1,424,077,824 (17,795,248)
Louisiana 151,875 630,079,616 (66,732,296) 497,066 2,755,143,424 (90,166,624)
Maine 53,640 256,064,000 (28,838,866)
Maryland 85,443 555,131,200 (91,052,768) 179,779 1,263,491,712 (169,573,376)
Massachusetts 67,113 387,915,392 (84,478,176) 119,448 763,086,720 (123,188,232)
Michigan 180,299 745,996,608 (95,056,792) 248,240 1,067,999,744 (72,340,152)
Minnesota - - - 26,505 227,678,496 (29,295,840)
Missouri 51,854 301,825,632 (18,494,996)
Montana 32,246 142,948,048 (14,901,094) 33,090 171,839,936 (9,609,681)
Nebraska - - - 
Nevada 53,426 228,017,088 (18,181,158) 141,424 609,586,560 (39,442,312)
New Hampshire 4,733 22,958,992 (5,519,132) 24,422 119,346,704 (25,128,264)
New Jersey 205,784 1,115,117,936 (248,601,376) 254,114 1,519,356,416 (274,548,544)
New Mexico 119,004 463,461,824 (27,011,312) 145,144 738,364,032 (8,298,624)
New York 902,731 4,240,420,352 (1,082,416,512) 1,011,801 6,628,355,072 (1,357,195,520)
North Carolina 20,993 113,255,072 (2,490,704)
North Dakota - - - - - - 
Ohio - - - 205,078 1,202,196,480 (78,442,480)
Oklahoma 2,738 14,075,593 (449,132)
Oregon 265,980 1,841,884,672 (198,977,120) 482,343 3,011,905,536 (340,888,960)
Pennsylvania 165,196 944,957,120 (224,631,072) 233,650 1,456,803,584 (265,574,432)
Rhode Island 16,758 90,811,736 (15,695,588) 20,599 78,157,312 (12,600,574)
South Dakota - - - 
Utah - - - 
Vermont 21,701 111,233,448 (20,790,980) 45,317 267,857,344 (28,752,748)
Virginia 276,463 2,113,831,680 (250,766,192)
Washington 222,077 1,316,902,272 (212,312,128) 341,780 3,371,899,648 (379,835,648)
West Virginia 47,676 180,571,488 (12,096,985) 67,456 301,650,816 (4,189,612)
Sub-Total 
(Consistent 
2019 States)

4,902,588 23,814,293,040 (4,204,727,292) 8,828,516 51,542,291,616 (6,506,049,332)

Total 4,902,588 23,814,293,040 (4,204,727,292) 9,234,204 54,341,343,593 (6,807,089,222)

Table C.1: Estimated Federal and State Fiscal Impact of Improper 
Enrollment by State Using Consistent Methodology, 2019 and 2024
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APPENDIX D: ESTIMATES OF IMPROPER ENROLLMENT 
UNDER ALTERNATIVE ASSUMPTIONS

SOURCES: Author's calculations based on 2024 and 2025 data from the American Community Survey (ACS) and the Medicaid Budget and 
Expenditure System (MBES).

NOTES: The take-up rate refers to the share of eligible individuals who sign up for Medicaid coverage.

State
 Expansion 
Enrollment 

 Estimated Improper Enrollment 

 100% 
Take-Up Rate 

 85% 
Take-Up Rate 

 70% 
Take-Up Rate 

 55% 
Take-Up Rate 

Alaska 65,471 11,101 19,256 27,412 35,567 
Arizona 509,183 10,156 85,010 159,864 234,718 
Arkansas 233,965 - 17,337 55,565 93,794 
California 5,024,843 2,279,254 2,691,093 3,102,931 3,514,769 
Colorado 381,904 42,628 93,520 144,411 195,302 
Connecticut 314,988 102,606 134,463 166,321 198,178 
Delaware 68,377 15,596 23,513 31,430 39,347 
Washington, D.C. 119,001 52,686 62,633 72,580 82,528 
Hawaii 130,685 48,415 60,756 73,096 85,437 
Idaho 88,751 - - - 14,011 
Illinois 814,097 19,650 138,817 257,984 377,151 
Indiana 517,848 79,849 145,549 211,249 276,948 
Iowa 179,380 - - 26,502 59,262 
Kentucky 464,026 114,955 167,316 219,676 272,037 
Louisiana 742,292 313,742 378,024 442,307 506,589 
Maine 96,688 20,494 31,923 43,352 54,782 
Maryland 331,544 26,497 72,254 118,011 163,768 
Massachusetts 344,092 - 11,206 69,950 128,695 
Michigan 716,393 11,305 117,068 222,831 328,595 
Minnesota 212,268 - - 12,732 55,490 
Missouri 350,174 - 679 62,355 124,030 
Montana 75,318 9,581 19,442 29,302 39,163 
Nebraska 69,678 - - - - 
Nevada 283,845 70,854 102,803 134,751 166,700 
New Hampshire 60,900 8,143 16,056 23,970 31,883 
New Jersey 546,446 91,119 159,418 227,717 296,016 
New Mexico 247,310 62,978 90,628 118,277 145,927 
New York 1,989,558 532,961 751,450 969,940 1,188,430 
North Carolina 669,048 - - 103,527 224,710 
North Dakota 25,187 - - - - 
Ohio 705,005 - 63,833 176,981 290,129 
Oklahoma 239,479 - - 4,933 55,193 
Oregon 689,347 431,202 469,924 508,645 547,367 
Pennsylvania 822,177 - 95,031 223,351 351,671 
Rhode Island 76,455 - 10,655 22,266 33,878 
South Dakota 29,843 - - - 2,522 
Utah 82,570 - - - - 
Vermont 61,252 34,478 38,494 42,510 46,526 
Virginia 629,482 76,877 159,768 242,659 325,549 
Washington 597,699 195,505 255,834 316,163 376,493 
West Virginia 170,182 22,469 44,626 66,783 88,940 
Total 19,776,751 4,685,101 6,528,379 8,732,334 11,052,095 

Table D.1: Estimated Improper Enrollment under Medicaid 
Expansion Using June 2025 Participation Data
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SOURCES: Author's calculations based on 2024 data from the American Community Survey (ACS) and the Medicaid Budget and Expenditure 
System (MBES).

NOTES: The take-up rate refers to the share of eligible individuals who sign up for Medicaid coverage.

State
 Expansion 
Enrollment 

 Estimated Improper Enrollment 

 100% 
Take-Up Rate 

 85% 
Take-Up Rate 

 70% 
Take-Up Rate 

 55% 
Take-Up Rate 

Alaska 74,776 16,283 25,057 33,831 42,605 
Arizona 596,282 45,913 128,468 211,023 293,579 
Arkansas 234,301 - - 37,873 79,965 
California 5,010,887 1,960,307 2,417,894 2,875,481 3,333,068 
Colorado 367,680 - 53,941 109,307 164,673 
Connecticut 323,140 96,320 130,343 164,366 198,389 
Delaware 69,695 15,223 23,394 31,565 39,736 
Washington, D.C. 119,527 51,225 61,470 71,715 81,961 
Hawaii 141,494 49,895 63,635 77,375 91,115 
Idaho 87,547 - - - 4,095 
Illinois 849,303 - 107,008 238,001 368,994 
Indiana 572,088 89,827 162,166 234,505 306,844 
Iowa 180,441 - - 14,594 50,133 
Kentucky 476,743 92,895 150,473 208,050 265,627 
Louisiana 796,836 326,540 397,084 467,628 538,173 
Maine 106,733 24,147 36,535 48,923 61,311 
Maryland 392,629 49,422 100,903 152,384 203,865 
Massachusetts 392,995 - 35,088 98,248 161,408 
Michigan 740,441 - 89,242 204,159 319,077 
Minnesota 224,912 - - 7,333 53,957 
Missouri 338,434 - - 19,840 88,111 
Montana 78,818 5,405 16,417 27,429 38,441 
Nebraska 71,212 - - - - 
Nevada 289,216 48,003 84,185 120,367 156,549 
New Hampshire 61,174 3,886 12,479 21,072 29,665 
New Jersey 571,445 67,968 143,490 219,011 294,533 
New Mexico 274,254 70,895 101,399 131,903 162,407 
New York 2,031,368 451,171 688,201 925,230 1,162,260 
North Carolina 579,145 - - - 90,292 
North Dakota 24,439 - - - - 
Ohio 731,332 - 24,185 148,975 273,766 
Oklahoma 235,832 - - - 29,612 
Oregon 662,695 376,083 419,075 462,067 505,059 
Pennsylvania 831,853 - 47,836 186,192 324,548 
Rhode Island 74,587 - 3,448 16,002 28,556 
South Dakota 28,003 - - - - 
Utah 80,864 - - - - 
Vermont 64,112 34,871 39,258 43,644 48,030 
Virginia 660,652 62,564 152,277 241,991 331,704 
Washington 620,744 181,330 247,242 313,154 379,067 
West Virginia 170,929 9,751 33,928 58,104 82,281 
Total 20,239,558 4,129,924 5,996,121 8,221,342 10,683,456 

Table D.2: Estimated Improper Enrollment under Medicaid 
Expansion Including Adults up to 150 Percent FPL


