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ABSTRACT

Objectives: To determine the incidence and prevalence of treated epilepsy in an adult Medicaid
population.

Methods:We performed a retrospective, dynamic cohort analysis using OhioMedicaid claims data
between 1992 and 2006. Individuals aged 18–64 years were identified as prevalent cases if
they had$2 claims of epilepsy (ICD-9-CM: 345.xx) or$3 claims of convulsion (ICD-9-CM: 780.3
or 780.39) and$2 claims of antiepileptic drugs. Incident cases were required to have no epilepsy
or convulsion claims for$5 years before epilepsy diagnosis. Subjects were determined as having
preexisting disability and/or comorbid conditions, including brain tumor, depression, developmen-
tal disorders, migraine, schizophrenia, stroke, and traumatic brain injury, when at least one of
these conditions occurred before epilepsy onset.

Results: There were 9,056 prevalent cases of treated epilepsy in 1992–2006 and 1,608 incident
cases in 1997–2006. The prevalence was 13.2/1,000 (95% confidence interval, 13.0–13.5/
1,000). The incidence was 362/100,000 person-years (95% confidence interval, 344–379/
100,000 person-years). The incidence and prevalence were significantly higher in men, in older
people, in blacks, and in people with preexisting disability and/or comorbid conditions. The most
common preexisting conditions in epilepsy subjects were depression, developmental disorders, and
stroke, whereas people with brain tumor, traumatic brain injury, and stroke had the higher risk of
developing epilepsy.

Conclusions: TheMedicaid population has a high incidence and prevalence of epilepsy, in an order
of magnitude greater than that reported in the US general population. This indigent population
carries a disproportionate amount of the epilepsy burden and deserves more attention for its
health care needs and support services. Neurology� 2013;80:1942–1949

GLOSSARY
CI 5 confidence interval; HMO 5 health maintenance organization; ICD-9-CM 5 International Classification of Diseases,
ninth revision, Clinical Modification; IR 5 incidence rate; IRR 5 incidence rate ratio; PR 5 prevalence ratio; PWE 5 persons
with epilepsy; TBI 5 traumatic brain injury.

Medicaid, financed jointly by the US federal and state governments, provides health care cov-
erage for low-income families and for individuals with disabilities. Medicaid is the single largest
health insurer in the United States with an average monthly enrollment of nearly 60 million
beneficiaries.1 In general, subjects enrolled in Medicaid are educationally and socioeconomically
disadvantaged and a large number of them have disabling physical and/or mental ailments,
several of which are also risk factors for epilepsy. However, no study, to our knowledge, has
specifically examined the incidence and/or prevalence of epilepsy in this subgroup of the US
population. Both incidence and prevalence data on Medicaid beneficiaries are crucial for the
complete understanding of the burden of epilepsy in the United States. Moreover, this infor-
mation is necessary for planning appropriate actions or interventions to provide needed health
care and support services for this highly vulnerable subgroup of the population. This study was
designed to estimate the incidence and prevalence of epilepsy in the Medicaid population. We
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hypothesized that Medicaid beneficiaries had
high incidence and prevalence of epilepsy,
likely greater than the US general population.

METHODS Standard protocol approvals, registrations,
and patient consents. This study was approved by the Institu-

tional Review Boards at Case Western Reserve University and by

the Ohio Department of Job and Family Services.

Data source. We obtained Ohio Medicaid claims data between

1992 and 2006 from the Ohio Department of Job and Family

Services. Medicaid claims data consist of enrollment and claims

files. For each enrollee, the enrollment files carry data on demo-

graphic characteristics, duration of enrollment, and eligibility cate-

gory. The claims files encompass claims for care received in the

physician’s office, inpatient/outpatient hospital settings, including

emergency departments, as well as prescription drugs, and include

the dates of service, diagnosis, and procedure codes. Prescription

drug claims are for filled prescriptions only; they carry the date

when the prescription was filled, drug name, dose, and number

of days supplied. The diagnoses are coded using the ICD-9-CM.

The procedure codes are in ICD-9 in the inpatient claims, but in

Current Procedural Terminology, 4th edition, or in the Healthcare

Common Procedures Coding System in the outpatient claims.

Study population. We performed a retrospective, dynamic

cohort analysis, which means that the population at risk changes

over time as people enter (or leave) the cohort throughout the

study period. Subjects entered our cohort if they were between

18 and 64 years of age at the time of enrollment. We created a

subcohort for incidence estimation in which we selected only

those subjects who had enrolled in Medicaid for $5 years. In-

dividuals who had enrollment gaps between the first and the last

dates of enrollment of .20%, those who enrolled in managed

care programs, the Medicare program, or spend-down program

were excluded from analyses because of potentially incomplete

claims data.

Epilepsy case ascertainment. We used standard criteria for

epilepsy case ascertainment consistent with previous studies that

used claims data.2–4 Individuals were identified as having epilepsy

if they met the following criteria (figure e-1 on the Neurology®

Web site at www.neurology.org):

1. At least 1 visit with an epilepsy diagnosis (ICD-9-CM: 345.xx);

or $2 visits, on different dates, with a diagnosis of nonfebrile

convulsions (ICD-9-CM: 780.3 or 780.39). The epilepsy onset

or epilepsy index date was determined as the date of the first

diagnosis of epilepsy or the second diagnosis of a nonfebrile

convulsion.

2. At a minimum of 30 days after the epilepsy index date, there

was $1 visit related to epilepsy or nonfebrile convulsions

(ICD-9-CM: 345.xx, 780.3, or 780.39).

3. A minimum of 2 pharmacy dispensing claims,$30 days apart

subsequent to the epilepsy index date, for any of the following

antiepilepsy drugs: carbamazepine, ethosuximide, felbamate,

gabapentin, lamotrigine, levetiracetam, oxcarbazepine, pheno-

barbital, phenytoin, pregabalin, primidone, tiagabine, topira-

mate, valproic acid, or zonisamide.

Definition of prevalent and incident cases. Cohort mem-

bers meeting the epilepsy case definition were identified as prev-

alent cases. Individuals were considered incident cases if they met

the epilepsy case definition for the first time and had no epilepsy

or seizure claims for$5 years before epilepsy onset (epilepsy-free

interval) (figure e-1). To allow for all subjects to have$5 years of

an epilepsy-free interval before epilepsy onset, incident cases were

identified between 1997 and 2006.

Identification of comorbid conditions. Because of the over-
representation of disabling physical and/or mental ailments in the

Medicaid population,5 several of which are risk factors for epi-

lepsy, subjects were determined as having preexisting disability

and/or comorbid conditions, including brain tumor, depression,

developmental disorders, migraine, schizophrenia, stroke, and

traumatic brain injury (TBI), when at least one of these condi-

tions occurred before the epilepsy index date (figure e-1). The

preexisting disability was determined by the presence of disability

status in the enrollment files. The preexisting comorbid condi-

tions were identified by the presence of $2 ICD-9-CM codes of

the conditions of interest (table e-1) that occurred $30 days

apart.

Other variables of interest. Age at the time of epilepsy onset

was determined by using the epilepsy index date and was catego-

rized as 18–24, 25–34, 35–44, 45–54, and 55–64 years. For

subjects without epilepsy, age was determined at the time of

cohort entry. Race was categorized as black, white, and other.

Analysis. The prevalence of epilepsy was estimated by dividing

the number of persons with epilepsy (PWE) by the total number

of cohort members. The incidence rate (IR) of epilepsy was calcu-

lated by dividing the number of incident cases of epilepsy by the

number of accrued person-years across the study period between

1997 and 2006.We used log-binomial Poisson regression analysis

to estimate prevalence ratio (PR) and log-linear Poisson regression

to estimate IR ratio (IRR), controlling for sex, age, race, preexist-

ing disability, and comorbid conditions. In addition, we esti-

mated attributable risk for each comorbid condition using the

equation (IRexposed 2 IRunexposed)/IRexposed, where IRexposed rep-

resented the incidence of epilepsy among subjects with preexist-

ing comorbid condition of interest and IRunexposed represented the

incidence of epilepsy among subjects without preexisting comor-

bid condition of interest. Because of a small number of new cases

among subjects with preexisting disability and/or comorbid con-

ditions, the incidence estimates by sex, race, and age of epilepsy

onset were unstable and therefore were not presented. All analyses

were performed using SAS software, version 9.2 (SAS Institute

Inc., Cary, NC). The GENMOD procedure was used for Poisson

regression analysis. All p values were 2-sided and values ,0.05

were considered statistically significant.

RESULTS Prevalence sample. Between 1992 and 2006,
there were 684,516 Medicaid enrollees who met the
inclusion criteria (table 1). The mean age was 31.2 6

11.7 years (range, 18–64 years). The majority of subjects
(58.1%) were young adults (aged 18–34 years); 75.0%
were white; and approximately 15% of them had pre-
existing disability based on the eligibility for Medicaid
enrollment. Less than 10% of the entire study popula-
tion had preexisting comorbid conditions of interest.
During the study period, 9,056 individuals met the epi-
lepsy case definition. PWE were slightly older than sub-
jects without epilepsy and approximately 26% of them
were older than 55 years. The mean age was 36.9 6

12.5 years (range, 18–64 years). The mean observation
period from the first to the last day of Medicaid enroll-
ment was 8.1 6 5.1 years (range, 1–15 years). Racial
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distribution was similar between subjects with and with-
out epilepsy. Nearly 80% of PWE had preexisting
disability and approximately 40% had at least one
comorbid condition. The most common preexisting
comorbid conditions in PWE were depression, devel-
opmental disorders, and stroke.

Prevalence of epilepsy. The prevalence of epilepsy
among Medicaid beneficiaries was 13.2/1,000 (95%
confidence interval [CI], 13.0–13.5/1,000) (table 2).
The prevalence of epilepsy in men was significantly
higher than in women.We noted that age-specific prev-
alence increased significantly with age. Blacks had sig-
nificantly higher prevalence than whites. In addition,
prevalence of epilepsy among subjects with preexisting
disability was significantly greater than that of subjects
without preexisting disability (PR, 18.2; 95% CI,
17.3–19.1). Likewise, the prevalence of epilepsy among
subjects with preexisting comorbid conditions was also
significantly higher than that in subjects without pre-
existing comorbid conditions (PR, 7.1; 95% CI, 6.8–
7.4). The prevalence of epilepsy stratified by sex, age,
and race in subjects with preexisting disability and in
subjects with preexisting comorbid conditions is shown
in figure 1.

Incidence cohort. There were 80,478 subjects who had
enrolled in Medicaid for at least 5 years and met other
inclusion criteria, for a total follow-up of 444,375 per-
son-years (table 1). Similar to the prevalence sample,
57.7% were young adults (aged 18–34 years), and
73.5% were white. The mean age was 28.5 6 13.2
years (range, 18–64 years). The proportion of subjects
with preexisting disability was slightly higher than in
the prevalence sample. Almost half of the subjects had
preexisting disability and nearly 40% of the subjects
had one or more preexisting comorbid conditions of
interest. Between 1997 and 2006, 1,608 subjects were
identified as incident cases of epilepsy. The mean age at
epilepsy onset was 43.6 6 12.7 years (range, 18–64
years). The majority of incident epilepsy cases had pre-
existing disability and/or comorbid conditions before
epilepsy diagnosis. Similar to prevalent cases, depres-
sion, stroke, and developmental disorders were among
the most common preexisting comorbid conditions.

Incidence of epilepsy. The IR of epilepsy among Med-
icaid beneficiaries was 360/100,000 person-years
(95% CI, 340–380/100,000 person-years) (table 2).
The IR significantly increased with age and was sig-
nificantly higher in men. Blacks had significantly

Table 1 Characteristics of the study populationa

Prevalent cases
(n 5 9,056)

Total population
(n 5 684,516)

Incident cases
(n 5 1,608)

Total population
(n 5 80,478)

Female 4,691 (51.8) 367,088 (53.6) 916 (57.0) 42,690 (53.0)

Age, y

18–24 649 (7.2) 225,815 (33.0) 163 (10.1) 35,882 (44.6)

25–34 1,838 (20.3) 192,428 (28.1) 281 (17.5) 10,576 (13.1)

35–44 2,093 (23.1) 141,646 (20.7) 311 (19.3) 10,681 (13.3)

45–54 2,138 (23.6) 73,533 (10.7) 471 (29.3) 10,208 (12.7)

55–64 2,338 (25.8) 51,094 (7.5) 382 (16.3) 13,131 (16.3)

Race

White 6,970 (77.0) 513,327 (75.0) 1,112 (69.1) 59,126 (73.5)

Black 1,882 (20.8) 134,910 (19.7) 463 (28.8) 18,580 (23.1)

Other 204 (2.2) 36,279 (5.3) 33 (2.0) 2,772 (3.4)

Preexisting disability 6,951 (76.8) 105,054 (15.3) 1,523 (94.7) 33,370 (41.5)

Any preexisting comorbid conditionsb 3,821 (42.2) 63,696 (9.3) 1,328 (82.6) 31,020 (38.5)

Preexisting comorbid conditions

Brain tumor 192 (2.1) 1,038 (0.1) 36 (2.2) 281 (0.3)

Depression 1,627 (18.0) 38,933 (5.7) 773 (48.1) 19,656 (24.4)

Developmental disorders 1,195 (13.2) 8,482 (1.2) 436 (27.1) 6,426 (8.0)

Migraine 328 (3.6) 7,134 (1.0) 146 (9.1) 3,717 (4.6)

Schizophrenia 817 (9.0) 7,593 (1.1) 382 (23.8) 4,405 (5.5)

Stroke 1,062 (11.7) 8,550 (1.2) 422 (26.2) 4,580 (5.7)

Traumatic brain injury 321 (3.5) 2,368 (0.3) 107 (6.6) 1,071 (1.3)

aData are shown as n (%).
bSubjects with any comorbid conditions, including brain tumor, depression, developmental disorders, migraine, schizophrenia, stroke, or traumatic brain
injury, prior to epilepsy onset.
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higher IRs than whites. Compared with subjects with-
out preexisting disability, those with preexisting disa-
bility had a significantly higher risk of epilepsy (IRR,
11.7; 95%CI, 9.4–14.6). Similarly, the risk of epilepsy
was significantly increased in subjects with preexisting
comorbid conditions compared with those without
(IRR, 4.7; 95% CI, 4.1–5.4). The incidence of epi-
lepsy stratified by sex, age, and race in subjects with
preexisting disability and in subjects with preexisting
comorbid conditions is shown in figure 2.

DISCUSSION A number of studies have reported the
incidence and prevalence of epilepsy but have not spe-
cifically investigated these in low-income populations
in the United States. By examining the Medicaid pop-
ulation, this longitudinal cohort study demonstrates
for the first time that epilepsy is much more common
in this socioeconomic demographic than previously
suspected. The incidence and prevalence of epilepsy
in the general population appear to be lower than in
the Medicaid population and therefore cannot be
applied to this population. Our findings emphasize
that data on incidence and prevalence of epilepsy spe-
cific to people on Medicaid are necessary for assessing

the burden of epilepsy and planning of health services
for this indigent population.

Previous studies have shown that people in lower
socioeconomic class have higher incidence of several
diseases,6 including epilepsy.7–9 Nonetheless, it remains
unclear why socioeconomically deprived populations
have a high risk of developing epilepsy. Genetic suscep-
tibility10 and/or the presence of significant socioeco-
nomic differentials in health-risk behaviors, exposure
to occupational and environmental health hazards, or
access to and use of proper medical care could poten-
tially put people in low socioeconomic status at risk of
developing epilepsy or other neurologic conditions that
lead to epilepsy. A high incidence and prevalence of
epilepsy in the Medicaid population is not unexpected.
Medicaid is the principal safety-net health insurance
program in the United States for low-income adults,
disabled individuals, and the elderly.1 The majority
of Medicaid enrollees have poor health and have a
high prevalence of chronic medical conditions.5 Some
of these chronic conditions, especially depression,
migraine, and schizophrenia, might share common
underlying neuropathologic or physiologic dysfunc-
tion with epilepsy.11 Other conditions, including

Table 2 Incidence and prevalence of epilepsy in Medicaid beneficiaries

Prevalencea 95% CI PR 95% CI Incidenceb 95% CI IRR 95% CI

All 13.23 12.96–13.50 — — 362 344–379 — —

Sex

Male 13.75 13.35–14.16 1.00 Reference 401 371–430 1.00 Reference

Female 12.78 12.41–13.14 0.93 0.89–0.97 337 315–359 0.83 0.76–0.92

Age, y

18–24 2.87 2.65–3.09 1.00 Reference 154 130–178 1.00 Reference

25–34 9.55 9.12–9.99 3.32 3.03–3.63 336 297–375 1.47 1.21–1.79

35–44 14.78 14.15–15.40 5.14 4.70–5.61 331 294–368 1.45 1.19–1.75

45–54 29.07 27.86–30.29 10.12 9.27–11.04 502 457–547 2.07 1.73–2.48

55–64 45.76 43.95–47.57 15.92 14.60–17.36 567 510–623 1.33 1.11–1.60

Race

White 13.58 13.26–13.89 1.00 Reference 339 319–359 1.00 Reference

Black 13.95 13.32–14.57 1.03 0.98–1.08 448 407–489 1.32 1.18–1.47

Other 5.62 4.85–6.39 0.41 0.36–0.47 255 168–342 NC NC

Preexisting disability

No 3.63 3.48–3.79 1.00 Reference 48 39–58 1.00 Reference

Yes 66.16 64.66–67.67 18.21 17.35–19.11 569 541–598 11.73 9.42–14.62

Preexisting comorbid conditionsc

No 8.43 8.20–8.66 1.00 Reference 352 334–370 1.00 Reference

Yes 59.99 58.14–61.83 7.11 6.83–7.41 493 413–573 4.71 4.14–5.37

Abbreviations: CI 5 confidence intervalI; IRR 5 incidence rate ratio; NC 5 not calculated; PR 5 prevalence ratio.
a Prevalence of epilepsy per 1,000.
b Incidence rate of epilepsy per 100,000 person-years.
c Subjects with any comorbid conditions, including brain tumor, depression, developmental disorders, migraine, schizophrenia, stroke, or traumatic brain
injury, before epilepsy onset.
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brain tumor,12 stroke,13 and TBI,14 are well-known
risk factors for symptomatic epilepsy. Our data sug-
gest that among these preexisting conditions, brain
tumor, TBI, and stroke (although less common than
depression and developmental disorders) carry a
higher risk of developing epilepsy (table 3).

The incidence of epilepsy varies substantially across
studies depending on the study population, method of
case ascertainment, and diagnostic accuracy.15–17 In
the United States, the annual incidence of epilepsy
ranges from 15 to 71/100,000 person-years.3,9,18

Nonetheless, these studies consistently show that
adults aged 25–64, the healthiest subgroup of the pop-
ulation, have the lowest incidence of epilepsy.9,19,20 A
study of people in the health maintenance organiza-
tions (HMOs) reports that the incidence of epilepsy in
this age group varies between 12.4 and 20.9/100,000
person-years.20 The low incidence estimate in the
HMO population is probably attributable to the fact
that enrollment in HMOs is employment-based and
employed individuals are likely to be healthy and

therefore have low risk of developing epilepsy.20 In
contrast, we found that the incidence of epilepsy is
highest in young and middle-aged adults. Similar to
the incidence, the prevalence of epilepsy also varies
widely.15,17 The prevalence of epilepsy in the United
States usually ranges from 5 to 9/1,000.3,18,21–25 Stud-
ies using door-to-door survey normally report higher
prevalence than those using the medical record review
or medical contact.21 A study in people who enrolled
in a managed care organization shows that the preva-
lence of epilepsy for people aged 20 to 64 is approx-
imately 7–8/1,000.3 We found that the prevalence of
epilepsy in adult Medicaid beneficiaries is much
greater, especially in those with preexisting disability.
Medicaid individuals with disability are a diverse
group of people with a wide variety of conditions that
cause physical and/or psychological impairments and
limitations.26 Many of the disabled individuals in
Medicaid have several forms of disabilities. Approxi-
mately half of them have physical impairments and
functional limitations, and almost 40% have severe

Figure 1 Prevalence of epilepsy for the low-income population in the United States between 1992 and 2006 by sex, race, and age at epilepsy
diagnosis

(A) Prevalence of epilepsy for people with preexisting disability. (B) Prevalence of epilepsy for people with preexisting brain tumor, stroke, depression, devel-
opmental disorders, migraine, schizophrenia, and/or traumatic brain injury. Note: Prevalence of epilepsy by sex, race, and age for people without preexisting
disability or comorbid conditions is shown in figure e-2.
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mental illnesses.26 These conditions, such as autism
and mental retardation, are closely related to epilepsy.27

Interestingly, we found that among people with pre-
existing disability, white women aged 25–34 have the
highest prevalence of epilepsy (figure 1A). The reason
for a substantially high prevalence in this subgroup is
less clear. Because psychogenic, nonepileptic seizures

typically present in young women,28,29 one might spec-
ulate that a high prevalence of epilepsy in this subgroup
might be attributable to diagnostic error as some of the
women with nonepileptic seizures might have been
misdiagnosed as having epilepsy and treated with anti-
epilepsy drugs. It could also be that the underlying
conditions resulting in disability in these young women

Figure 2 Incidence rate of epilepsy for the low-income population in the United States between 1997 and 2006 by sex, race, and age at
epilepsy onset

(A) Incidence rate of epilepsy for people with preexisting disability. (B) Incidence rate of epilepsy for people with preexisting brain tumor, stroke, depression,
developmental disorders, migraine, schizophrenia, and/or traumatic brain injury.

Table 3 Risks of developing epilepsy by preexisting comorbid conditions

Comorbid condition Time at riska No. of cases IR 95% CI AR, % 95% CI

Brain tumor 2,217.92 36 16.2 11.0–21.5 78.1 69.2–82.6

Traumatic brain injury 7,453 107 14.4 11.7–17.1 76.0 72.1–78.8

Developmental disorders 40,858.75 436 10.7 9.7–11.7 72.8 71.7–73.7

Stroke 43,070.67 422 9.8 8.9–10.7 69.8 68.5–70.9

Schizophrenia 41,523.75 382 9.2 8.3–10.1 66.9 65.3–68.3

Depression 147,577.25 773 5.2 4.9–5.6 46.4 46.2–46.5

Migraine 29,616.17 146 4.9 4.1–5.7 28.6 19.1–35.4

Abbreviations: AR 5 attributable risk; CI 5 confidence interval; IR 5 incidence rate.
a Time at risk in person-years.
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are more severe and/or closely associated to epilepsy.
However, without clinical information, these assump-
tions cannot be tested.

Previous epidemiologic studies show that the inci-
dence and prevalence of epilepsy increase with increas-
ing age.15,21 In the Medicaid population, this pattern is
only seen in the subgroup of people without preexist-
ing disability and/or comorbidities (figure e-2) and in
women with preexisting comorbid conditions (figure
1B). For other subgroups, especially those with disa-
bility, we found that epilepsy incidence and prevalence
actually decrease as age increases. Our data also show
that the prevalence of epilepsy in the youngest sub-
group of black males, black females, and white males
with preexisting comorbid conditions is substantially
lower than that in the older age group (figure 1B). The
inverted U-shape distribution of age-specific incidence
or prevalence is normally seen in reports from devel-
oping countries30 or less-developed regions of an
industrialized country.31 Because the majority of Med-
icaid individuals have preexisting disability and/or
comorbid conditions, it is possible that these condi-
tions in persons aged 25–34 and 35–44 are more
severe and therefore result in a greater risk of develop-
ing epilepsy and/or premature mortality. A prior study
shows that the risk of premature death is significantly
increased during the first few years after epilepsy diag-
nosis.32 However, whether this is also true for the
Medicaid population requires further study.

The major limitation of this study is that we relied
solely on ICD-9-CM diagnosis codes and pharmacy
claims for epilepsy case ascertainment. The process of
assigning ICD-9-CM codes is complex and is there-
fore subject to errors.33 To ensure the validity of a
diagnostic paradigm that depends largely on ICD-9-
CM codes, reviewing medical records of the identified
(and the unidentified) cases is necessary. Unfortu-
nately, under the current data user agreement, we
are not allowed to link Medicaid beneficiaries to their
medical records because of privacy concerns. Without
precise clinical information, the validity of our case
ascertainment remains unknown. Nonetheless, we
used very stringent criteria to identify PWE (figure
e-1). In addition, for incident epilepsy cases, we
required that subjects be enrolled in Medicaid for
$5 years before epilepsy diagnosis and that there
was no epilepsy or seizure diagnosis during that time
period. These criteria are conservative and therefore
highly specific in the identification of PWE. Requir-
ing a long period of enrollment before epilepsy diag-
nosis might introduce a selection bias favoring older
populations, and genuine newly diagnosed epilepsy
cases recently enrolled into the programmay be missed.
Because of the strict case definition, the incidence and
prevalence of epilepsy in this study could have been
underestimated. Nevertheless, we demonstrate a very

high incidence and prevalence of epilepsy in the Med-
icaid population.

Whether our findings could be generalizable to the
Medicaid population in other geographic areas is
debatable. Each state in the United States is responsi-
ble for their ownMedicaid program under regulations
and guidance of the federal government.26 The states
have considerable discretion for eligibility policy, ben-
efit coverage, and program administration. In addi-
tion, many states have expanded coverage beyond
what federal Medicaid law requires. Nonetheless,
the sickest and poorest among the states, including
children, low-income parents, and individuals with
disability, account for the majority of the Medicaid
population.26 Ohio Medicaid is no exception. In
addition, enrollment and eligibility for adults in Ohio
Medicaid are consistently ranked in the middle
among other states and therefore could be considered
as “typical” for Medicaid programs in the United
States.34 The proportion of beneficiaries in each eli-
gibility group in the Ohio Medicaid program is also
largely comparable to national estimates.35 Conse-
quently, the incidence and prevalence of epilepsy
reported in this study can be viewed as reasonable
estimates for determining health care needs and for
planning service delivery for the entire Medicaid pop-
ulation. Nonetheless, these data should be used with
caution. At a minimum, our findings indicate that
epilepsy is a significant public health problem and
disproportionately represented in the low-income
population of an otherwise high-income country.
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