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L STATEMENT OF INTEREST OF AMICI CURIAE

Advocates for Basic Legal Equality, Inc.; Community Legal Aid Services, Inc;
Southeastern Ohio Legal Services; The Legal Aid Society of Cleveland; The Legal Aid Society
of Columbus; Legal Aid Society of Southwest Ohio, LLC; Pro Seniors, Inc. and Ohio Poverty
Law Center, LLC are nonprofit, nonpartisan legal services organizations that represent low-
income individuals throughout Ohio in connection with medical and other civil problems they
have. Disability Rights Ohio is an organization designated under federal law as the system to
protect and advocate the rights of people with disabilities and advocates for the human, civil, and
legal rights of people with disabilities in Ohio.

Additional amici on this brief advocate for a wide range of individuals without adequate
health insurance and who would benefit from the Medicaid expansion challenged by Relators.
These additional amici are: American Cancer Society Cancer Action Network; National
Association of Social Workers—Ohio; National Health Law Program; National Multiple Sclerosis
Society Ohio Chapters; Ohio Association of Area Agencies on Aging; Ohio Olmstead Task
Force; Ohio Voices for Children; Policy Matters Ohio; People First of Ohio; The ARC of Ohio;
The Center for Community Solutions; The Coalition on Homelessness and Housing in Ohio
(COHHIO); The Franklin County Public Defender; The Ohio Empowerment Coalition; The
Ohio Federation of Teachers; Toledo Area Jobs with Justice & Interfaith Worker Justice
Coalition; Toledo/Lucas County CareNet, Universal Health Care Action Network of Ohio
(UHCAN Ohio). Appendix A (at 21-24) describes the interests of some of these amici.

There are approximately 360,000 Ohioans who do not have any health insurance and are
not enrolled in Medicaid (See 92 of Relator’s Complaint and Appendix B at 25). Amici are
filing this Brief to protect the interests of all low-income adults in Ohio under 65 years of age

who do not have health insurance or current Medicaid coverage but who will become eligible
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under the Medicaid expansion on January 1, 2014. The expansion of Medicaid starting
January 1, 2014, will provide these low-income individuals with crucial medical services,
including preventive services, which will make these individuals more employable and healthier
and will, in fact, save lives.

II. STATEMENT OF FACTS

On October 10, 2013, the federal government approved Ohio’s Medicaid State Plan for
Ohio to serve consumers eligible for the Medicaid expansion (Appendix C at 26-28).

On October 21, 2013, the Department of Medicaid submitted to the Controlling Board an
Authorization Requested Pursuant to Revised Code Section 131.35 “fo increase appropriation
authority in fund 3F00, ALI 6561623, Medicaid Services-Federal, by $561,700,000 in SFY2014
and $1,999,500,000 in SFY15” (the “Request™) to carry out the approved state plan and stated:

“This appropriation would provide Medicaid coverage to adults without
dependent children between 0%-138% of the Federal Poverty Level (FPL) and
parents otherwise not covered by current Medicaid eligibility levels up to
138% FPL. These individual are enumerated in the Department of Medicaid’s
State Plan Amendment on eligibility as approved by the federal Centers for
Medicare and Medicaid Services (CMS) on October 10, 2013)

The Social Security Act, section 1905(y), 42 USC1396d(y), provides 100
percent federal funding for the newly eligible group in the state fiscal year
2014 and 2015 biennium. If this federal assistance percentage is lowered, state
funds will not be used to supplant federal funds.” (Exhibit A to Relator’s
Complaint).

On October 21, 2013, the Controlling Board approved the Request.'

On October 22, 2014, the Relators filed this action.

45 of Relator’s Complaint admitted the Controlling Board approved the Request. Amici
disagree with Relators that the approval was void or unlawful,
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Hi. ARGUMENT

A. RELATORS HAVE NO LEGAL RIGHT TO THE RELIEF REQUESTED,
BECAUSE OHIO REVISED CODE §§5162.05, 5163.03 AND 131.35
AUTHORIZE THE ACTIONS OF THE DEPARTMENT OF MEDICAID AND
THE CONTROLLING BOARD

O.R.C. §5162.05 (approved as part of Amended Substitute HB 59) provides, “The
medicaid program shall be implemented in accordance with ... (A) The medicaid state plan
approved by the United States secretary of health and human services...” As set forth above,
Ohio’s Medicaid state plan approved by the federal government includes the Medicaid expansion
being challenged by Relator (Appendix C at 26).

O.R.C. §5163.03 (approved as part of Amended Substitute HB 59) authorizes Ohio’s
Medicaid program to “cover any of the optional eligibility groups to which either of the
following applies: (1) State statutes expressly permit the medicaid program to cover the optional
eligibility group. (2) State statutes do not address whether the medicaid program may cover the
optional eligibility group.”

O.R.C. §131.35(A)(1) provides that a state agency may make expenditures of federal
funds that “are authorized by the controlling board pursuant to division (A)(5) of this section....”
O.R.C. §131.35(A)2) provides, “If the federal funds received are greater than the amount of
such funds appropriated By the general assembly for a specific purpose, ... the expenditure of
federal funds received in excess of such specific appropriation may be authorized by the
controlling board.” O.R.C. §131.35(A)5) provides, “Controlling board authorization for a state
agency to make an expenditure of federal funds constitutes authority for the agency to participate
in the federal program providing the funds, and the agency is not required to obtain an executive

order under section 107.17 of the Revised Code to participate in the federal program....”



Amici adopt and incorporate by reference here the arguments of Respondents that
Relators have no legal right to a writ of mandamus under the basic three requirements (clear
legal right to relief of relator, clear legal duty by respondents and no adequate remedy at law) set
forth in State ex rel. Hoffinan v. Rexam Beverage Can Co., 2013 WL 5647634 (Ohio), 2013-
Ohio-4538, 413 and State ex rel. Gen. Motors Corp. v. Indus. Comm., 117 Ohio St.3d 480, 2008-
Ohio-1593, 99, Part B of this argument shows that in deciding on a request for mandamus,
courts should take into account the interests of the consumer beneficiaries of the Medicaid
expansion—the only individuals whose lives are at stake. This consideration confirms that the
Court should reject the suit of Relators.

B. BALANCING THE THREAT TO THE LIVES OF LOW-INCOME OHIOANS

WHO HAVE A RIGHT TO START RECEIVING MEDICAID EXPANSION
ON JANUARY 1, 2014, AGAINST THE INTERESTS OF RELATORS—WHO

ADMIT THEY HAVE “NO RIGHTS OR OBLIGATIONS PECULIAR” TO
THEM—CONFIRMS THAT NO WRIT OF MANDAMUS SHOULD ISSUE

The Supreme Court has made clear that after considering the three basic requirements for
mandamus, a court should then consider whether—in the exercise of discretion—to issue the
requested writ, taking into account the interests of third parties and whether issuing the writ will
promote justice. For instance, in State ex rel. Pressley v. Industrial Commission of Ohio, 11
Ohio St.2d 141, 228 N.E.2d 631 (1967), 97 of syllabus, the court held, “The Supreme Court ...
in considering the allowance or denial of the writ of mandamus on the merits, will exercise
sound, legal and judicial discretion based upon all the facts and circumstances in the individual
case and the justice to be done.” In State ex rel. Gerspacher v. Coffinberry, 157 Ohio St. 32, 104
N.E2d 1 (1952), 93 of syllabus, the Court held, “The issuance of a writ of mandamus rests
largely within the sound discretion of the court.” See also, State ex rel Fenske v. McGovern, 11
Ohio St.3d 129, 131, 464 N.E.2d 525 (1984) (cited by Relators at 27 and saying “considered by

the court in exercising its discretion whether a writ should issue™); and State ex rel. Dollison v.
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Reddy, 55 Ohio St.2d 59, 378 N.E.2d 150 (1978) (“one element in exercising its discretion
whether the writ should issue™).

In exercising discretion in a mandamus action, a court must consider the interests of third
parties and whether issuing a writ would promote justice. In Pressley, the Court said, “Among

the facts and circumstances which the court will consider are the applicant's rights, the interests

of third persons, the importance or unimportance of the case, the applicant's conduct, the equity
and justice of the relator's case, public policy and the public's interest, ...” (Emphasis added). /d
at 162. In Pressley, the Court also said that a writ of mandamus “must not be so exercised as to
defeat the rights of persons clearly recognized and supported by sound and well established
principles of law.” /d. Similarly, in State ex rel. Mettler v. Stratton, 139 Ohio St. 86, 88 (1941),

the Court said that:

“regard will be had to the exigency which calls for the exercise of such
discretion, the nature and extent of the wrong or injury which would follow a
refusal of the writ, and other facts which have a bearing on the particular case.
The court may consider the applicant's rights, the interests of third persons, the
importance or unimportance of the case, and the applicant's conduct, in
determining whether the writ shall issue.”

Amici discuss these factors in sections -4 below.
1. Indisent Adults Throughout Qhio Not Fitting Into a Current

Category of Eligibility Have No Source of Health Insurance or Non-
Emergency Medical Services Except the Medicaid Expansion

Medicaid is a program of cooperative federalism in which states develop a plan, approved
by the federal government, to provide medical assistance to a variety of “groups” of low-income
individuals pursuant to 42 U.S.C. §1396a. Such plans include coverage for, among others.
(1) families with minor children, (2) pregnant women, 42 U.S.C. §1396a(a)(10)(A))(HUD—V),
and (3) certain adults with severe disabilities whose disabilities prevent them from being

employable for at least 12 months. 42 U.S.C. §1396d. The states and the federal government
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share in the cost of providing medical assistance. See 42 U.S.C. §1396b. Until the enactment of
the Patient Protection and Affordable Care Act of 2010 (the “ACA”), adults who did not “fit”
into one of these three categories were generally not eligible for Medicaid. Thanks to the
expansion of the ACA, as of January 1, 2014, adults without minor children whose income (if
any) does not exceed 138% of the Federal Poverty Level will be eligible for Medicaid, pursuant
to what is commonly referred to as the “Medicaid expansion.” See Patient Protection and
Affordable Care Act §2001(a)(1)(C) (codified at 42 U.S.C. §1396a(a)(10)}(A)@H)(VIID)(Supp. IV
2011)). Unlike other categories of Medicaid, the expansion will be funded completely by the
federal government for the first three years, beyond the period covered by the challenged action
of the Controlling Board, and the federal government has agreed that Ohio is not bound to the
expansion after that period (42 U.S.C. §1396d(y) and Appendix D at 29).

There is a current category of Medicaid for adults in Ohio whose disabilities are so severe
that they have been determined to be unemployable for 12 months due to the disability or
disabilities of the individual and who meet certain financial eligibility criteria (*ABD
Medicaid”). See 42 U.S.C. §§1396d, 1382c. However, many Ohioans have disabilities not
severe enough to qualify for ABD Medicaid, or are financially ineligible for that program
(Appendix E at 30-31). The Medicaid expansion will cover those individuals with disabilities
who do not qualify for ABD Medicaid and are below 138% of the Federal Poverty Level. 42
U.S.C. §1396a(a)(10)(A)D)(VIID), 42 U.S.C. §1397jj(c)(5) and 42 C.F R. §435.603(d).

Under other provisions of the ACA, individuals with income between 100 and 400% of
100% of the Federal Poverty Level can receive subsidies in the form of Federal tax credits to
make the purchase of health insurance more affordable through market exchanges in each of the

states. 26 U.S.C. §36B. However, individuals whose income is at or below the FPL are not



eligible for any tax credits or subsidies for the purchase of health insurance, since the Affordable
Care Act anticipated such individuals would receive Medicaid through the expansion. 26 U.S.C.
§36B(c) (defining the term “applicable taxpayer”). In other words, if Relators were to be
successful, the government would treat Ohioans under 100% of the Federal Poverty Level worse
than Ohioans with higher incomes.

The next part of this Brief summarizes the harm these Ohioans would suffer as a result of
blocking the Medicaid expansion,

2. Indigent Adults Throughout Ohio Under 65 Would Suffer Extreme

Emotional Distress, Would Deteriorate Physically, and Some Would
Die If This Court Granted the Requested Writ

Looking at the experience of a few states that previously expanded Medicaid coverage to
adults, in January 2013, the Kaiser Commission on Medicaid and the Uninsured found that the
Medicaid expansion on January 1, 2014, would “have significant positive impacts on
individuals’ personal lives by enabling them to obtain needed care, providing financial protection
from the cost of care, and alleviating a significant source of stress and worry.” (Appendix G at
34-36). The Commission, part of one of the oldest and most respected health care organizations
in the country, concluded that expansion helped individuals get their lives under control to
“focus on other priorities and goals, including employment.” /d. at 36. The Commission also
discussed the negative effects on the lives of those individuals without health insurance: “waiting
until conditions worsened or became unbearable before secking care and frequently relying on
the emergency room when they did seck care, which resulted in large bills they could not pay.
Moreover, a number said they were unable to obtain recommended follow-up care after receiving
emergency freatment.” Id. at 35.

In fact, for years, health authorities have recognized the importance of preventive care

and early detection and treatment of medical problems. In 2001, Steven H. Woolf, M.D.,
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M.P.H., and David Atkins, M.D., M.P.H., members of the U.S. Preventive Services Task F orce,
concluded that: “Many of the leading causes of death and disability in the United States can be

prevented ... Primary prevention can prevent or arrest the disease process in its earliest stages by

promoting healthier lifestyles or immunizing against infectious disease. Secondary prevention,

by detecting and ftreating asymptomatic risk factors or early asymptomatic disease, can

substantially reduce subsequent morbidity or mortality.” (Appendix H at 37) (Emphasis added).

Pre-eminent health authorities continue to recognize the importance of preventive care
and early detection and treatment. In October 2013, The Kaiser Commission issued another
report and said, “Health insurance makes a difference in whether and when people get necessary
medical care, where they get their care, and ultimately, how healthy people are. Uninsured
adults are far more likely than those with insurance to postpone or forgo health care altogether.
The consequences can be severe, particularly when preventable conditions go undetected.”
(Appendix It “The Uninsured—A Primer”, at 38-39). The Kaiser Commission continued,

“Because people without health coverage are less likely than those with insurance to have regular

outpatient care, they are more likely to be hospitalized for avoidable health problems and

experience declines in their overall health.” /d at 39 (Emphasis added).

The critical importance of early detection and treatment spans the range of medical
problems women and men can face, and those conditions generally go undetected when
individuals do not have health insurance. For instance, the U.S. Preventive Services Task Force
has published on-line cervical cancer screening recommendations, including, “Women aged 21
to 65 should be screened with cytology (commonly known as a Pap smear) every 3 years. As an
alternative, women aged 30 to 65 who want to be screened less frequently may choose the

combination of cytology and human papillomavirus (HPV) testing every 5 years, which offers



similar benefits to cytology only. This is an A recommendation.” (Appendix J at 40). The

recommendations continued, “Since the implementation of widespread cervical cancer screening,

there has been a dramatic reduction in cervical cancer deaths in the United States. ‘About half of

women diagnosed with this disease have never had a Pap smear or have not been adequately
screened. Therefore, it is important for clinicians and health care systems to get women into
screenings who have never been screened, or who have not been screened in the last 5 years,’
said Task Force member Wanda Nicholson, M.D., M.P.H., M.B.A.” Id (Emphasis added). The
Medicaid expansion will help address this threat to women.

The Robert Wood Johnson Foundation, the largest philanthropy devoted exclusively to

health and health care, reported that critical gaps in mental health coverage exist in the United

Early detection and treatment of serious mental ilinesses works, but more must be done to
implement this model throughout the health care and social service systems.” (Appendix K,
Emphasis added, at 41). The report continued, “Seventy-five percent of people with
schizophrenia go on to develop a disability and fewer than 25 percent are gainfully employed.”
Id. The Medicaid expansion will forestall this tragic deterioration of many Ohioans.

The National Institutes of Health (“NIH”), the largest source of funding for medical
research in the world, has published Guidelines for the Use of Antiretroviral Agents in HIV-1-
Infected Adults and Adolescents recommending Antiretroviral therapy (ART) for the treatment
of HIV infection (Appendix L. at 42-44). In the Introduction of these guidelines, NIH explained,

“ART has dramatically reduced HIV-associated morbidity and mortality and has transformed

HIV disease into a chronic, manageable condition.” /d. at 43. (Emphasis added). At E-1 of the

Guidelines, NIH states, “Without treatment, the vast majority of HIV-infected individuals will




eventually develop progressive immunosuppression (as evident by CD4 count depletion), leading

to AIDS-defining illnesses and premature death.” /Jd at 44. (Emphasis added). If Relators were

successtul in blocking or delaying the Medicaid expansion, an untold number of Ohioans eligible
for the Medicaid expansion will have their HIV infection undetected and will deteriorate
physically and, eventually, die. The Medicaid expansion will prevent the expansion of this
scourge.

The Institute of Medicine, an independent nonprofit organization that is the health arm of
the National Academies of Sciences (chartered by President Lincoln in 1863), addressed the
harmful effects of lack of insurance on other specific diseases (Appendix M at 45-46). The
Institute found that uninsured adults are more likely than insured adults: (1) “to suffer extremely
poor outcomes, including neurological impairment, intracerebral hemorrhage, and death” in
response to acute ischemic stroke; and (2) “to be diagnosed at an advanced stage of cancer.” In
addition, the Institute found that uninsured adults: (1) “are at greater risk of death than insured
adults” in connection with congestive heart failure; (2) with diabetes “have significantly worse
glycemic control than insured adults”; (3) “are more likely than insured adults to die after heart
attack”; (4) who are inpatients in hospitals with serious acute conditions “are at greater risk than
insured adults of higher mortality in hospital and for at least 2 years after admission”; and
(5) “are less likely than insured adults to be aware of hypertension and, if hypertensive, more
likely to have inadequate blood pressure control.” /d. at 46. Finally, the Institute found,
“Uninsured adults in severe automobile accidents have a substantially higher mortality rate.” /d.

A number of national reports have gone further and identified the number of deaths

attributable to lack of health insurance. In January 2008, the Urban Institute, created by a blue

ribbon commission appointed by President Johnson to study, among other things, health reform,
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issued a report entitled, “Uninsured and Dying Because of It.” (Appendix N at 47-48). The
Urban Institute concluded that nationally, 137,000 people died from 2000 through 2006 because
they lacked health insurance. It reported, “Uninsured women with breast cancer, for example,
have their disease diagnosed later during its development, when treatment is less effective. ...
Uninsured men with hypertension are more likely to go without screenings and prescribed
medication and to skip recommended doctor visits, increasing the likelihood of seribus harm.”
Id. at 48. Similarly, in 2009, the American Journal of Public Health (Dec. 2009, Vol. 99, no. 12)
published a report by a group of physicians—*Health Insurance and Mortality in US Adults’—
that “Lack of health insurance is associated with as many as 44,789 deaths per year in the United
States.” (Appendix O at 49-50).

3. Medicaid Expansion Will Benefit Hundreds of Thousands of
Low-Income Adults in Ohio

The benefits of Medicaid expansion to hundreds of thousands of Ohioans without health
insurance are also crucial.” Director Tracy Plouck of the Ohio Department of Mental Health and
Addiction Services summarized clearly the transformative nature Medicaid expansion will have
on the lives of low-income Ohioans on April 24, 2013. She testified before the House Health
and Human Services Subcommittee:

“thousands of Ohicans—people who live in our communities and struggle
with tfremendous challenges that if untreated, can lead to terrible outcomes for
themselves and their families—will get the help they need to become healthy
and independent, and contribute to the workforce. This can help transform

lives.” (Appendix P at 52) (Emphasis added).

Director Plouck told the heartrending story of Tony, who was suffering from delusions, alcohol

and marijuana. She said:

* As the briefs filed by Respondents and other amici will show, the Medicaid expansion will also
benefit millions of other Ohioans, will benefit businesses in Ohio and will benefit Ohio
government,
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Tony’s “behavior caused absenteeism from work, resulting in not only job loss,
but also lack of access to health insurance. Tony recognizes that he needs
help. However, when he contacts the local ADAMH board for services, he
learns that because he’s uninsured he can only access safety net services
depending on availability. At this point, there is a long waiting list for
treatment, as many resources are focused on meeting crisis-related needs....
On January 1, 2014, Tony will be eligible for Medicaid. His clinical
services will be funded through that program [instead of state and local
resources], getting him the treatment he needs in a timely way.” (Jd at 53,
Emphasis added).

Director Plouck noted that there are “thousands of stories like this one.” /4. (Emphasis added).
Veterans will benefit greatly from the Medicaid expansion. In a 2010 study of nearly

129,000 nonelderly veterans, the Urban Institute found that there were 52,000 uninsured veterans

in Ohio and estimated that “nearly half of uninsured veterans would qualify for expanded

Medicaid coverage.” (Appendix Q at 54) (Emphasis added). The study added, “Compared with

insured veterans, uninsured veterans have served more recently, are younger, have lower levels
of education, are less likely to be married, and are less connected to the labor force.” Id The
study also noted that VA health care applied to service-related disabilities and not general health
care, and “more than half of veterans reporting only VA care could qualify for Medicaid to
supplement their VA care under the expansion....” Id. at 58.

Individuals with disabilities will also benefit greatly from the Medicaid expansion,
among other ways by expanding access to community-based supports that are crucial for these
individuals to remain in their own homes and not end up needlessly segregated in institutions, a
form of diserimination prohibited by the Americans with Disabilities Act. See Olmstead v. L. C.,
527 U.S. 581 (1999). For individuals with disabilities who do not have access to health care
coverage, they will not have needed supports, leading to worsening conditions, possible
institutionalization, or even death. The National Association on Mental Iilness (NAMI), for

instance, concluded that “Expanding Medicaid will help people get mental health services before
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their symptoms get worse and they experience debilitating, or even tragic, outcomes.”
(Appendix R at 61). As one example of the tragic results, NAMI noted that there are 38,000
suicides every year in the United States. /d. The report said that six out of ten people in the
United States living with serious mental illness have no access to mental health care (/d. at 60),
and the Medicaid expansion will start to correct that,

NAMI noted, by way of contrast with the uninsured, the story of Sharon’s son (children
of low-income families are eligible for Medicaid), who greatly benefited from Medicaid
services:

“Three years ago my son was in a very dark place. He was flunking out of
school and living a life of seclusion. He holed up in his room while the rest of
the family walked on eggshells. Today, he is a completely different person. It
took three years of counseling and finding the right medication for his bipolar

disorder, but we did it. If we didn’t have Medicaid, 1 don’t know where we
would be right now.” Id. at 60.

Similarly, the Judge David L. Bazelon Center for Mental Health Law reported in 2012 that
Medicaid expansion “presents an opportunity for people with mental illness to fully benefit”
from community-based services. (Appendix S at 63).

The homeless will also benefit. There is a high prevalence of mental illness, substance
abuse and physical disorders among the 1.2 million citizens in this country who are homeless,
and most of these individuals will be eligible for Medicaid under the expansion (Appendix T at
65). Both the Center for Health Care Strategies and the National Health Care for the Homeless
Council have reported that Medicaid expansion would improve health outcomes, reduce
bankruptcies caused by medical debts and reduce homelessness (Appendix T at 64-65 and
Appendix U at 69).

Adult females of child-bearing age without children will also benefit greatly from the

Medicaid expansion, as will any children they have. Although Medicaid covers low-income
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adult females who are pregnant, it does not cover such females before they become pregnant, and
that gap in coverage can be crucial. The Urban Institute reported there were 113,000 uninsured
females in Ohio between the ages of 1944 with incomes below 100% of Federal Poverty Level
and concluded, “Medicaid expansion has the potential to lead to better health in the pre-
conception period to increased spacing between births, and to improved birth outcomes and
health of newborns.” (Appendix V at 71-72). It added that increased coverage “should increase
the extent to which their physical and mental health needs are addressed, and reduce the financial
burdens they experience associated with health care.” /d at 71. It concluded that “exclusively
monetary calculations ignore the potential human financial and productivity benefits associated
with improved access to affordable health care for the millions of low-income adults who lack
health insurance coverage and their families.” /d.

An often overlooked and unpopular population that will benefit from Medicaid expansion
are prisoners released back into the community—who will typically have no health insurance or
otherwise have access to health care. The Pew Charitable Trusts reported “it will help address
the gencrally poor health of ex-offenders, reduce medical costs and possibly keep them from
sliding back into crime.” (Appendix W at 73). Pew quoted Faye S. Taxman, Ph.D., a professor
in the Criminology, Law and Society Program, George Mason University, “We now have a
golden opportunity to develop and implement quality interventions to both improve health
outcomes for this population and also reduce the rate of criminal activity.” Jd.

The Kaiser Commission on Medicaid and the Uninsured summarized very clearly the
beneficial effect of Medicaid expansion in its August 2013 report, “What is Medicaid’s Impact
on Access to Care, Health Outcomes, and Quality of Care?™:

Health insurance coverage is associated with better health outcomes for adults.
It is also associated with having a regular source of care and with greater and
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more appropriate use of health services. These factors, in tumn, improve the
likelihood of disease screening and early detection. the management of chronic
illness, and effective treatment of acute conditions such as traumatic brain
injury and heart attacks. The ultimate result is improved health outcomes.

(Appendix X at 74). Looking at states that had previously expanded Medicaid, the Commission
noted that “having Medicaid led to a 30% reduction in the rate of positive screens for
depression,” and the Commission agreed that expanded Medicaid coverage was associated with
“significant reductions” in adult mortality. 1d, at 75,

4. Relators Indicate that They Want to “Vindicate the Public Interest,”

But the Public Interest Strongly Argues for This Court to Deny the
Requested Writ

Relators acknowledge the Court’s discretion in determining whether to grant a writ of
mandamus (pp. 29 & 35 of their Brief) and argue that the Court should exercise its discretion and
grant the requested writ (pp. 35-38 of their Brief). However, Relators have only an ideological
interest, and indeed they recognize at §105 of their Complaint that they have “no rights or
obligations peculiar” in this litigation. At 27 of their Bricf, Relators suggest they bring this
action “to vindicate the public interest.” The public interest calls for the Medicaid expansion to
go into effect on January 1, 2014,

For the period covered by the action of the Controlling Board, the federal government
will pay for 100% of the costs of the Medicaid expansion. 42 U.S.C. §1396d(y)(1) provides that

the “Federal medical assistance percentage for a State that is one of the 50 States or the District

of Columbia, with respect to amounts expended by such State for medical assistance for newly

eligible individuals described in subclause (VIII) of section 1396a(a)(10)(A)Y() of this title, shall

be equal to-—(A) 100 percent for calendar quarters in 2014, 2015, and 2016 ...” (Emphasis

added), decreasing after 2016 to the level of 90% in 2020 and remaining at that leve] for each

year thereafter.
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The suggestion by Relators of increased net costs to Ohio as a result of the expansion is a
hoax. The March 2013 study by the authoritative Health Policy Institute of QOhio (HPIO) was a
coordinated effort among the HPIO, The Ohio State University, Regional Economic Models,
Inc., the Health Foundation of Greater Cincinnati, the Mt. Sinai Health Care Foundation and the

George Gund Foundation (Appendix B at 25)—Expanding Medicaid in Ohio Analysis of Likely

Effects.” (Appendix F at 32-33). That study found that the Medicaid expansion would:
(1) “increase Ohio’s Medicaid costs between $2.4 billion and $2.5 billion over the nine-year
period from state fiscal year (SFY) 2014 to SFY 2022,” even though for six of those years under
42 U.S.C. §1396d(y)(1) the federal government’s share would be less than 100%; (2) “allow

$1.6 billion in state budget savings during SFY2014-2022"; (3) “generate between $2.7 billion

and $2.8 billion in state revenue during FY2014-2022”; and (d) “create_between $1.8 and

$1.9 billion in state budget gains over the nine-year period” /d. at 32. (Emphasis added).

Relators speculate at p. 31 that some unspecified number of low-income Ohioans with
current health insurance would switch to Medicaid and then subsequently not be able to switch
back to private insurance if this Court were to block the expansion. Of course, that speculation

ignores the fact that a ruling in Relators’ favor would harm the 360,000 Ohioans without health

mnsurance who are under 100% of the Federal Poverty Level (Appendix B at 25). Moreover,

even if Relators” speculation were true that some other Ohioans would switch from private
insurance to Medicaid, the solution to the “dilemma”™ posed by Relators would simply be to
uphold the expansion—thereby keeping both the currently insured and uninsured protected. In

tact, the HPIO study says that Medicaid expansion would reduce the number of uninsured Ohio

residents by more than 450,000 (Appendix F at 33), and there is absolutely no evidence of

potential harm to individuals currently covered by insurance.
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Relators disregard the harm suffered by the 360,000 Ohioans (Appendix B) who are
below 100% of the Federal Poverty Level and have no health insurance. As indicated above, the
HPIO studies were the product—not of speculation by individuals with an ax to grind against
expansion—but of the extensive nonpartisan work of the HPIO and those working in

collaboration with the HPIO. Medicaid expansion is the only hope for regular medical care for

individual adults in Ohio below the Federal Poverty Level, the kind of medical care most of us

take for granted.

Relators argue for granting a writ blocking the expansion because the Medicaid
expansion “implicates the manner in which health care coverage will be provided to as many as
366,000 Ohioans” (p. 37 of Relators’ Brief). Yes. the Medicaid expansion will help preserve
their lives, and this of course is a compelling reason to allow the Medicaid expansion to go
forward.

While using these Ohioans as a reason for blocking the Medicaid expansion, Relators do
not even mention the harm that these Ohioans would suffer if Relators were successful in
blocking the Medicaid expansion on January 1. As set forth in B2 above, the harm that would
oceur from blocking the Medicaid expansion is clear. So are the benefits clear from Medicaid
expansion, as set forth in B3 above, and as shown by the experience in other states which
previously expanded Medicaid to cover low-income adults without minor children. Three
distinguished Harvard professors, including the chair of the Section on Health Services and
Policy Research in the Department of Medicine at Harvard University, concluded: “State

Medicaid expansions to cover low-income adults were significantly associated with reduced

mortality as well as improved coverage, access to care, and self-reported health” (Appendix Y at

76) (Emphasis added). See also, Families USA, “Dying For Coverage The Deadly
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Consequences of Being Uninsured (June 2012) (Appendix Z at 77-80) (“Uninsured Americans
are sicker and die earlier than those who have insurance.” 7d. at 80). The great public interest
calls for protecting the lives of the 360,000 Ohioans without any health insurance who are under
100% of the Federal Poverty Level by denying the request for a writ of mandamus.

C. CONCLUSION

Relators have no right to a writ of mandamus. If Relators were successful in blocking
this Medicaid expansion, Relators would have ripped away the lifeline of Medicaid expansion
for low-income Ohioans for an undetermined period of time, during which time an unknown
number of low-income adults in Ohio would deteriorate emotionally and physically—and some
would die——due to the lack of health care. Amici respectfully request that this Court dismiss

Relators” Complaint.

Respectfully submitted,
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APPENDIX A:
ADDITIONAL STATEMENTS OF INTEREST

1. American Cancer Society Cancer Action Network (ACS CAN) believes that providing
hundreds of thousands of hard-working, low-income Ohio residents access to adequate and
affordable healthcare, through the state Medicaid program, is one of the most effective ways to
prevent and detect cancer early, treat cancer effectively and bolster the quality of life for patients
enduring cancer treatment. ACS CAN, the nonprofit, nonpartisan advocacy affiliate of the
American Cancer Society, supports evidence-based policy and legislative solutions designed to
eliminate cancer as a major health problem. ACS CAN is supported by 24,000 volunteers in the
state of Ohio, working on behalf of the estimated 66,000 Ohioans that are diagnosed with cancer

this year.
2. National Health Law Program (see pages 23-24).

3. Policy Matters Ohio is a nonprofit, nonpartisan institute with offices in Cleveland and
Columbus that does research and advocates for policies that will make for a more prosperous,
equitable, sustainable and inclusive Ohio. Our research has found that Medicaid expansion
would be a significant benefit to the people of Ohio and a major step toward fulfilling the above

goals.

4, Disability Rights Ohio is a non-profit corporation with a mission to advocate for the
human, civil, and legal rights of people with disabilities in Ohio. Disability Rights Ohio
provides legal advocacy and rights protection to a wide range of people with disabilities. This
includes assisting individuals with problems such as abuse, neglect, discrimination, access to
assistive technology, special education, housing, employment, community integration, voting
and rights protection issues with the juvenile and criminal justice systems. Access to health care
is a critical issue for people with disabilities, and Disability Rights Ohio has much experience as
an advocate on this issue.

5. People First of Ohio is a statewide organization whose leaders are people with
disabilities. The organization helps to set up local chapters of self-advocates, who in turn help
others with disabilities become self-advocates. Self-advocates represent themselves by talking
about their needs and rights with people in their communities. Self-advocates make sure that
people with disabilities have the right to do what they want in their lives, are responsible for their
own choices, and have the right to live and do things in the community like other citizens. The
statewide organization works with state legislators and builds relationships with other advocacy
groups and state agencies. These relationships promote better interaction among people who
make decisions in the communities and the state. People First believes that all people with
disabilities should be treated as equal, and be able to speak up for what they want by serving as
Jeaders and working together as a team with all members of the community. People First believes
Medicaid expansion will help to enable people with disabilities to live in their communities like
other citizens.

APPENDIX A
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5. The Arc of Ohio is a statewide membership association made up of people with
intellectual and developmental disabilities, their families, friends, interested citizens and
professionals in the disability field. Together with our individual members and local chapters, we
represent more than 330,000 Ohioans with intellectual and developmental disabilities and their
families. Ohio law recognizes The Arc of Ohio as the organization to represent families in
Legislative decisions. The mission of The Arc of Ohio is to advocate for human rights, personal
dignity and community participation of individuals with intellectual and developmental
disabilities, through legislative and social action, information and education, local chapter
support and family involvement. The Arc of Ohio is proud to join this amicus brief as part of its
advocacy work on behalf of individuals with developmental disabilities, their families and
friends.

6. The Center for Community Solutions, originally founded in 1913 in Cleveland, Ohio, is a
501¢(3) non-profit organization with extensive experience in data driven non-partisan public
policy analysis to improve health, social, and economic conditions. For the past two decades,
CCS has increasingly focused on the pivotal role of state government in the federal system of
managing and financing health and social services, including work with two groundbreaking
blue ribbon Medicaid reform commissions, The Ohio Commission to Reform Medicaid (2003-
04) and Ohio Medicaid Administrative Study Council (2005-06).

7. The Ohio Empowerment Coalition, Inc. is an independent and autonomous organization
represents the collective voices of consumers receiving or seeking mental health services in all
88 counties as well as Consumer Operated Services and advocacy groups. Our goals are: 1. To
inspire hope and promote recovery; 2. To foster inclusive statewide outreach and involvement; 3.
To facilitate empowerment and create leadership; 4. To advocate for consumer voice and social
justice; and 5. To provide educational opportunities. Medicaid expansion is a crucial issue for
individuals with mental illness.

8. Toledo Area Jobs with Justice & Interfaith Worker Justice Coalition supports the
opportunity to provide thousands of currently uninsured people with lifesaving health coverage
through Medicaid; we want families across the state to.have the security of knowing they have
access to the medical care and treatments they otherwise could not afford.

9. Toledo/Lucas County CareNet is a 10-year-old nonprofit organization that operates as a
partnership among the City of Toledo, Mercy, ProMedica, the Academy of Medicine of
Toledo/Lucas County, the Lucas County Commissioners, the Neighborhood Health Association,
St. Luke’s Hospital, the Toledo Area Regional Transport Authority, the Dental Center of
Northwest Ohio, the Toledo-Lucas County Health Department, the United Way of Greater
Toledo, and the University of Toledo Medical Center, and provides access to coordinated
healthcare services for low-income (up to 200 % of the Federal Poverty Level) uninsured
residents of Lucas County who do not qualify for Medicare or Medicaid.
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10 Reasons the Medicaid Expansion Helps to Address Health Disparities

Prepared By: Deborah Reid
August 21, 2012

People of color are more likely to be low-income, uninsured, and without access to employer-based
health insurance. The Medicaid Expansion, which will cover individuals with incomes below 133% of the
federal poverty level (FPL) ($30,657 for a family of four), will disproportionately benefit people of color. Nearly
70% of nonelderly whites hold employer-based insurance compared to only 40% of Hispanics, 48% of African
Americans, and 43% of Native Americans/Native Alaskans.! In 2008, racial and ethnic minorities comprised
about 52% of all uninsured childless aduits with incomes at or below 133% FPL.2

The Medicaid Expansion includes coverage for mental health and substance use services. Serious
‘mental disorders (SMD) are especially prevalent among adults living in poverty (9.1%) compared tc wealthier
individuals (3.7 %).°

The Medicaid Expansion will help to improve a glaring health disparity that particularly impacts low-
income men of color. African American men have a higher incidence of and death rate from prostate cancer
than white men. Uninsured and low-income men of color with incomes below 200% FPL are especially at risk
for undetected and untreated prostate cancer.* Expanded Medicaid coverage will provide fow-income men with
incomes below 133% FPL access to primary care providers, cancer screenings, and patient education.’®

The Medicaid Expansion will improve birth outcomes for uninsured women. Lack of insurance is linked
to delayed prenatal care, increased infant mortality, and complicated deliveries.? In 2010, 29.2% of
American Indians and Alaska Natives sAI/AN) were uninsured. AI/AN infants have a 60% higher death rate than
their non-Hispanic white counterparts.” The Expansion would provide maternity and newborn care as well as
preventive and wellness services.’

The Medicaid Expansion will help women of color with HIV/AIDS with early access to treatment. Latinas
represented 18% of new AIDS diagnoses among all Latinos (men and women combined) in 2010 and Black
women represented 34% of new diagnoses among Blacks.? The Expansion extends coverage to individuals
below 133% FPL without first requiring them to be unable to work. "

The Medicaid Expansion will help more than 1.2 million fow-income, uninsured older {55 ~ 64 year old)
women. Fourteen percent of near- elderly women are uninsured including a significant number of Latinas and
African Americans. They have higher health needs than younger women including the health effects of
menopause, a greater likelihood of pre-existing conditions, and heightened risk for cancers."”

The Medicaid Expansion would help to improve access to a usual source of care. A UCLA study found
that moderate and low-income uninsured poputations are only about half as likely as their insured counterparts
to have visited a physician in the past year. For example, in Tampa, Florida 47% of the moderate and low-
income uninsured had no physician visit compared ta 24% of those with insurance.'?

The Medicaid Expansion will help women of color access care. Currently, many women of color avoid
doctors’ visits dug to the cost.” The Medicaid Expansion provides cost-sharing protections for all Medicaid

enroliees that minimize the cost barrier. Family planning and other preventive health services such as screening
for diabetes, obesity and depression - all linked to chronic conditions - will be available without cost-sharing.

www . healihlaw.crg
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9. The Medicaid Expansion would result in improvements in coverage and care to peop!e in rural areas.
Rural dwellers tend to experience higher rates of poverty than their urban counterparts.’ Twenty-four percent of
people living in rural counties that are not adjacent to urban counties are uninsured. Moreover, racial and ethnic
minorities in rural counties are three times more likely to live in poverty than whites in rural areas.'

. The Medicaid Expansion supports the viability of safety-net and public hospitals that provide care to
underserved communities. Ninety percent of patients served in medical home programs offered by safety-net
hospitals are racial and ethnic minorities, including significant numbers of low-income and uninsured
populations. Medical home programs focus on chronic disease management, coordinating access to specialty
care services, reducing overutilization of emergency departments, and providing culturally competent and
linguistically appropriate care.'®

* AM. C. PHYSICIANS, RACIAL AND ETHNIC DISPARITIES IN HEALTH CARE — UPDATED 2010 5 {2010}
? Kaiser Family Foundation, Expanding Medicaid Under Health Reform: A Look At Childiess Aduits At or Below 133% of Poverty {April
2010), available at it/ /tinyurl com/O5anve.
® DEP’T. OF HEALTH & HUM. SERV., SUBSTANCE ABUSE & MENTAL HEALTH SERV. ADMIN., MENTAL HEALTH, UNITED STATES 2010 10 {2010).
* David Miller, M.D., M.P.H., et al, Prostate Cancer Severity Among Low-income Uninsured Men {May 9, 2008), available at

W.PJ/fthﬂLOYVguu L.

* See Ina Wu, M.D., Disparities in Prostate Cancer in African American Men: What Primary Care Physicians Can Do, 79 CLEVELAND
Cuinic ). oF Mep, 313 {May 2012).
® Institute of Medicine, Uninsurance Facts & Figures (2004), available at hitp://tinyurl.com/cOynxhb.
! Dep’t. of Health & Hum. Serv,, Office of Minority Health, Infant Mortality/SiDS Data and Statistics (July 5, 2012), available at

o/ itinvurl com/en8mbid.
ACA Pub. L. No.111-148, § 1302 {2010).
Kaxser Farn. Found., HIV/AIDS Policy ~ Fact Sheet: Latinos and HIV/AIDS (luly 2012), available at http://tinvurl.com/7ps3esd.
*® Nationai Health Law Program, 10 Redgsons Medicaid Expansion Benefits Women Living with HIV (Aug. 17, 2012), available at
htip://www. healthlaw org.
| Di Health Economist, Near-Eiderly Women and A New Medicaid Disparity (June 2012}, gvailable at hitp://tinvurl com/98nchle.
2 e Richard Brown, et al., Disparities in Health Insurance and Access to Care for Residents Acrass U.S. Cities {Augist 2000), available
atthp//hnvurscov”gny9otd.
B3 AN €. PHYSICIANS, RACIAL AND ETHNIC DISPARITIES IN HEALTH CaRe=UPDATED 2010 (2010).

* rursl Assistance Center, Medicaid Frequently Asked Questions {May 21, 2012}, ovailable at http://tinvuri.com/88623¢6.
13 Kaiser FAM. FOUND., HEALTH INSURANCE COVERAGE IN RURAL AMERICA (Sept. 2003).
18 sari Siegel-Spieler, Ph.D. et al, National Public Health and Hospital Institute, Medical Homes at Safety Net Hospitals Improve Access
to Cutturally Competent Care and Reduce ER Overcrowding {lune 26, 2010), available at hitto/Ainvuri.com/d2iifde.
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if Ohio does not move forward
with Medicaid expansion,
thousands of Ohioans with
incomes up to 100 percent

of the Federal Poverty Level
(FPL) (523,550 for a family of
four) will have no subsidizad
coverage assistance (see figures
on next page). Those earning
more than 100 percent FPL
would be eligible for federal
subsidies on health insurance
exchanges. To theright are
county-level projections for
uninsured aduits (19-64 years
old) without dependent
children who earn less than 100
percent of FPL.

Without a Medicaid
expansion, substantial
number of Ohioans, including
more than 370,000 adults
without dependent children
by 2017, are projected to have
no access to subsidized health
coverage and will likely be
uninsured,

Other Chioans left without
subsidized coverage include
parents with incomes between
90 percent and 100 percent FPL.

Adams

1.523

Licking

May 2013

Lorain

Athens 2,181
Y Auglai

Belmont 2,407

Brown

Butler 10,327

Champaign
i3

Clermont

Columbiana

18,296

1,222

Delaware

1,883

Pickaway

Erie

Portage

40,652

Putnam

612

3838

Sciote

24,451

Summit

Tuscarawas

YanWert

4,478

Sourge: OSU 2013

APPENDIX B

-D5—



Department of Health & Human Services
Centers for Medicare & Medicaid Services
233 North Michigan Avenue, Suite 600
Chicago, Illinois 60601-3519

CENTERS FOR MEDICARE & MEDICAID SERVICES

October 10, 2013

John McCarthy, Director

Ohio Department of Medicaid
P.0. Box 182709

50 West Town Street, Suite 400
Columbus, Ohic 43218

RE: TN OH-13-0018
- Dear Mr. McCarthy:
Enclosed for your records is an appfovcd copy of the following State Plan Amendment:

Transmittal # OH-13-0018 MAGI-Based Eligibility Group-Medicaid coverage for individuals
with incomes below 133% of the FPL, effective January 1, 2014

Please contact Christine Davidson, of my staff, at (312) 886-3642 or christine.davidson(@cms.hhs.gov
if you have any questions.

Sincerely,

%Lﬁ Pt

Verlon J ohnso{ﬁ
Associate Regivnal Administrator
Division of Medicaid and Children’s Health Operations

Enclosure

oH Debbie Saxe, ODIFS
Lynne Lyon, ODJFS
Andy Jones, ODJFS
Becky Jackson, ODJFS
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" OH.0340.R00.00 - Jan 01, 2014

Medicaid State Plan Eligibility: Summary Page (CMS 179)

State/Territory name: QOhio

Transmittal Number:
Please enter the Transmittal Number (ITN) in the format ST-YY-0000 where ST= the state abbreviation,
Y'Y = the last two digits of the submission year, and 0000 = a four digit number with leading zeros. The
dashes must also be entered. .

‘OH-13-0018

Proposed Effective Date
‘01/01/2014 (mm/dd/ yyyy)

Federal Statute/Regulation Citation

Section 1902(a)(10)(A)(A)(VII} of the Social Security Act

Federal Budget Impact
Federal Fiscal Year Amount

First Year 2014 '$‘1048700000.00
Second Year _2015 ‘ $_1999500000.00

Subject of Amendment
Adult Group

Goveruor's Office Review
{J Gevernor's office reported no comment

(] Comments of Governor's affice received
Describe:

i

i
¥

{7 No reply received within 45 days of submittal

& Other, as specified
Describe:
The state Medicaid Dirsctor is the Governor's designee.

Signature of State Agency Official

Submitted By: John Mcearthy
Date Submitted: Sep 26, 2013
DATE RECEIVED: _ DATE APPROVED:
9/26/2013 10/10/2013
. PLAN APPROVED - ONE COPY ATT;XCHED
EFFECTIVE DATE OF APPROVED MATERIAL: SIGNATURE OF REGIONAL OFFICIAL:
.| 01/01/2014 10\ tHona
TYPED NAME TITLE L
Verton Johnson Associate Regional Administrator
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1902(¢a)(1 0)(AX(X
42 CFR 435.119

"The state covers the Adult Group as described at 42 CFR 435,119,
®Yes (ONa
[N] Adnit Groﬁp ~ Non-pregnant individuals age 19 through 64, not otherwise mandatorily eligible, with ingome at or below 133% FPL.

The stata attests that it operates this eligibility group in accordance with the following provisions:
[W] Individuals qualifying under this eligibility group must meet the following criteria:
[W] Have attained age 19 but not age 63.
[&] Are not pregnant.
[A] Are not entitled to or enrolled for Part A or B Medicare benefiis.

W Are not otherwise eligible for and enxolled for mandatory coverage under the state plan in accordance
with 42 CFR 435, subpart B, ’

Note: In 209(h) states, individuals receiving SSI or deemed to be receiving §SI who do not qualify for mandatory
Medicaid eligibility due to more resirictive requirements may gualify for this eligibility group if atherwise eligible.

[i] Hzve household income at or below 133% FFL.

& MAGI-based income methodologies are used in caleulating household income. Please refer as necessary to 510 MAGI-Based
Income Methodologies, complsted by the state. :

[M] Thers is no resource test for this eligibility group,

Parénts or other caretaker relatives living with a child under the age specified below are not covered unless the child is
[] receiving benefits under Medicaid, CHIP or through the Exchange, or otherwise enrolled in miniraam essential coverage, as
defined in 42 CFR 435.4.

(CUnder age 1%, or
@® A higher age of children, if any, covered under 42 CFR 435.222 on March 23, 2010
(O Under ags 20
(® Under age 21
[] Presumptive Eligibility

The state covers individuals under this group when determined presumptively eligible by a qualified entity. The state assures
it also cavers individuals under the Pregnant Women (42 CFR 435.116) and/or Infants and Children mdar Age 19 (42 CFR
435.118) eligibility groups when determined presumptively eligible.

O Yess @& No APPENDIX C
TN No: OH-13-001 532 Approval Date: 10/10/2013
: -0018 Page 10f1 , Effective Date: 1/01/2014
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop: 52-26-12

. -, % 7
Baltimore, Maryland 21244-1850 CENTERS FOR MIDICARE & MEDICAID SERVICES
CERTER FORMEDICAID & CHIP SERVICES

JUN 13 2013

The Honorable Maggie Hassan
Governor of New Hampshire
Concord, NH 03301

Dear Governor Hassan:

Thanks to the Affordable Care Act, in 2014, Americans will have access to new marketplaces
that will provide high quality insurance choices. Additionally, the law provides states with the
anthority to expand their Medicaid programs up {0 133 percent of the federal poverty level.
Starting in 2014, all of the costs of covering newly eligible adults will be paid for by the federal
government for the first three years and the federal government will cover at least 90 percent of
fhese costs in the years thereafter. CMS encourages all states fo fully expand their Medicaid
programs and take advantage of the generous federal matching funds to cover more of their
residents. As we have previously indicated, there is no deadline for you to tell CMS your plans
on the Medicaid eligibility expansion. Should New Hampshire choose to expand Medicaid
coverage, the state may drop that expanded coverage at any time, without financial penalty from..
Jthe federal government.

1 look forward to working with you toward our ultimate goal of ensuring that every American
has access to affordable, high quality health care. Please do not hesitate to contact me if you have -

any further questions or concerns.

Sinceraly,

L»uﬂ% i~

Cindy Marm
Director

ce: Richard McGreal, Associate Regional Administrator, CMS Boston Regional Office
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July 28, 2010

Mote: Since the release of this report, the Affordable Care Act changed the law to include Social Security benefits as Income when calculating

Medicaid eligibility, For updatadinformaetionon calculating household incame bath for Medicaldand for health reform’s premi um tax credits, se€
nttpy//wew healthreformbeyondthebasics.org/category/issues/determining -household-income/

Health Reform Expands Medicaid Coverage

For People with Disabilities
By Judith Solomon

The new health reform law will cover over 30 million uninsured Americans, including 16 million low-ihcome
adults and children through Medicaid. A substantiai number of the people who will gain Medicaid coverage

" under health reform have disabilities or chronic health care conditions. Medicaid is particularly well-suited

forthese individuals because it is both affordable and comprehensive, covering a number of services that
they need (such as case management and mental health care and therapy services) but that private
insurance typically does not cover or covers only to a limited extent. :

How Does Eligibility for Medicaid Change in 20147

In most states today, to be eligible for Medicaid, an adult must not only have a low income but must also
be 65 or over, pregnant, a parent living with a dependent child, or a person with a disability that meets
Supplemental Security Income (SS1} disability standards. Generally, adults who are notin one of these
categories are not eligible for Medicaid regardless of how poor they are.

The health reform law establishes a new group of individuals that all states must cover through Medicald
beginning in 2014, R includes people with incomes below 133 percent of the poverty fine (about $14,000
for an individual) who are: under 65 years of age, not pregnant, not enrolled in or entitled to Medicare, and
not already required to be coverad by Medicaid under federallaw. These individuals’ assets will not be
considered in determining their eligibility, so small bank accounts or life insurance policies will not disqualify

them from recelving Medicaid.

In addition, for most people, health reform will change the rules regarding how income is counted in
determining their Medicald eligibility. The new rules will be aligned with the rules for determining eligibility
for the new subsidies that the health reform law provides to help low- and moderate-income people
purchase coverage through the new health insurance exchanges. This change will make more people with

disabilities eligible for Medicaid. :

How Will These Changes Benefit People With Serious Disabllities?

Currently, a person whose disability meets $51 disability standards can generally quaiify for Medicaid.
People who receive SSi disability benefits qualify for Medicaid automatically in most states. However, low-
income people with disabilities who have other income or assets, such as a pension or a small savings
account, may be ineligible because their income or assets put them modestly overthe Medicaid limits.

Health reform will allow many of these individuals to qualify by increasing Medicaid’s income eligibility
limit to 133 percent of the poverty line and by not applying an asset test to the new eligibility group.

APPENDIX E
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What About People Receiving Social Security Disability Benefits?

Unlike SSI disability benefits, which are based on financial need, Social Security disability benefits {(often
called Title |l benefits) are based on an individual's work history and earnings. Peopile receiving these
benefits do not become eligible for Medicare until the 25% month after they begin receiving Social Security;
during this waiting period, many beneficiaries with modest incomes are uninsured. Despite ther limited
incomes, they often do not qualify for Medicaid, since in most states, Medicaid eligibility for people with
disabilities ends at or below the poverty line. '

Under health reform, many of these uninsured individuals will become eligible for Medicaid because of the
increase in Medicaid's eligibility fimit to 133 percent of the paverty line and because of a change in how their
Social Security benefits are considered in determining eligibility. Under the new rules, Soclal Security
penefits will not count as income for most beneficiaries with modeast incomes for the purposes of
determining Medicaid eligibility. Many low-income people with disabllities who are within the two-year
waiting period for Medicare thus will be able to qualify for Medicald coverage during that period.

This change will rectify one of the most indefensible gaps in health coverage in the United States —the
‘tack of coverage for many severely disabled low-income people during the first years of their disability. After
24 months, when these individuals become eligible for Medicare, they will no longer qualify for Medicaid.
{Many will be eligible at that point for assistance with Medicare cost-sharing that is provided through state

Medicaid programs.)

Will These Changes Help Other People with Disabilities or Chronic Conditions?

A substantial number of low-income people under 65 who are notthe parents of a dependent child have
disabilities or chronic conditions that are not severe enough to meet the standards for receiving SS{or Social
Security disability benefits. They consequently are often uninsured. These people are left out of Medicaid
because they do not qualify as elderly, disabled, or parents,

But under health reform, people no jonger have to fit into such a category to qualify for Medicaid. Low-
income individuals with disabilities and chronic conditions that do not meet the SS| disability standards will
become eligible for the program as long as their income is below 133 percent of the poverty line.

How Do These Changes Apply to Adults Who Need Long-Term Services and Suppbrts?

The heatlth reform law makes no change in the eligibility rules that apply to these individuals. Adults
seeking Medicaid coverage for long-term services and supports, including care in a nursing home or home-
and community-based services, must meet current Medicaid rules for determining financial eligibiitty,
including any asset test their state uses. They also must be at least 65 or meet the standards for having a

disability.
How Will Medicaid Benefits for Newly Eligible Pecple with Disabilities Be Financed?

The federal government will pay most of the cost. During the first three years that these provisions are in
effect (2014-2016), it will pay 100 percent of the Medicaid costs of cavering pecple with disabilities whom
the health reform law makes newly eligible for Medicaid. Federalsupport will then phase down modestly
over the following several years, so that for 2020 and all subsequent years, the federal government will pay
90 percent of the costs of covering these individuals.
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Executive summary | February 2013

Ohio policymakers must decide whether to expand Medicaid eligibility to 138 percent of the federal poverty
level (FPL). Such an expansion would be supported by unusually generous federal funding levels that have
already been set aside for that purpose under the Patient Protection and Affordable Care Act (ACA).

To help lawmakers understand the advantages and disadvantages of such an expansion, we estimated

expansion’s cost and coverage effects using two different approaches:

+ The Urban Institute’s Health Insurance Policy Simulation Model (HIPSM) is a “microsimulation” mode!,

 like the models used by the Congressional Budget Office and the U.S, Treasury Department to project the

effects of federal legislation. These models begin with the characteristics of each resident, as shown by
national survey data. They then apply the health economics literature and empirical observations to show
how behavior would respond to specific policy changes, such as a Medicaid expansion in Ohio.

+  Ohio State University (OSU) developed an actuarial-type model to estimate the effects of Medicaid
expansion in Ohio. This model analyzes groups of Chio residents that share characteristics like income,
age, and current eligibility for coverage, it then applies specific assumptions, such as those involving
participation levels, to predict each group’s responses to policy changes, such as the Medicaid expansion. In
effect, this model moves from the “top down,” unlike a microsimulation, which moves from the “bottom up!”

Using the results from these two methods, we estimated the impact on the state’s economy as a whole,
employing a model of Ohio’s economy developed by Regional Economic Modeling, inc. (REMI), We found that
both HIPSM and OSU’s models, combined with REMI, project the same basic results from a Medicaid expansion:

1. Expanding Medicaid eligibility would increase Ohio’s Medicaid costs between $2.4 billion and $2.5
billion over the nine-year period from state fiscal year (SFY) 2014 to SFY 2022,

2. Expanding Medicaid eligibility would allow $1.6 billion in state budget savings during SFY 2014-2022.
With an expansion, certain categories of current Medicaid spending would qualify for higher federal
matching rates, letting the state reduce its spending. Also, non-Medicaid spending on health care for the
poor and near-poor uninsured would be replaced by federal Medicaid dollars, allowing a reduction in state
general fund spending.

3. Expanding Medicaid would generate between $2.7 billion and $2.8 billion in state revenue during FY
2014-2022. More people would enroll in Medicaid managed care, which would increase the state’s managed
care sales and insurance tax revenue, More people would receive Medicaid coverage of prescription drugs,
which would increase the state’s receipt of rebates from drug manufacturers. Finally, more federal money
would buy health care from Ohio providers and insurers, who in turn would buy other goods and services,
much of it from other Ohio businesses, The resuiting economic activity would generate sales and income tax
revenue for the state.

4. On balance, a Medicaid expansion would create between $1.8 and $1.9 billion in net state budget gains
over the nine-year period covered by our estimates. These resources could be redirected to other priorities,
including tax relief or education funding. For the next three and one-half biennia, a Medicaid expansion
would generate significant state budget gains each year. Starting in SFY 2021, the expansion’s costs and
fiscal gains would roughly balance, with the state continuing to experience small, ongoing net fiscal
benefits. Table ES-1 shows these effects, year by year.
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Source: OSU 2013; Urban Institute HIPSM 2012; REM! 2013. Note: “U" refers to Urban Institute estimates. Table does not include possible
savings from obtaining higher federal matching funds for peaple with incomes below 138percent FPL who currently receive Medicaid
through Transitional Medical Assistance, the family planning waiver, pregnancy-based coverage, or Medicaid Buy-In for Working People with
Disabilities. it also does not include savings from existing state spending, ather than on inpatient care for prisoners, that goes to provide
medical services to the uninsured. Columns may not total due to rounding.

5. A Medicaid expansion would affect Ohio residents in other ways. For example, during the final year we
analyze, a Medicaid expansion would:
°  Reduce the number of uninsured Ohio residents by more than 450,000
> Create more than 27,000 Ohio jobs
°  Reduce health care costs for Ohio employers and residents by $285 million and $1.1
billion, respectively :
* Generate significant savings and revenues for Chio counties

6. Without a Medicaid expansion, the ACA would create small, net budget losses during the SFY 2014-
2022 period as a whole. Policymakers would need to add the Medicaid expansion to the remainder of the
ACA for the federal legislation to yield net state budget gains.

Our results differ from those released at an earlier stage of this project, for several reasons:

+ Weincluded the effects of federally-subsidized coverage in the health insurance exchange serving Ohio
residents on state tax revenue;

+  We analyzed the impact of Medicaid expansion on retroactive Medicaid claims; and

+  Wesupplemented the Urban Institute’s microsimulation estimates with estimates from OSU’s model,
providing a range of projections rather than a single point estimate of many effects of Medicaid expansion.

A later stage of this project will quantify the impact of Medicaid expansion on regions within Ohio as well certain
counties.
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EXECUTIVE SUMMARY

The Affordable Cara Act (ACA) seeks to fill the longstanding gap in Medicaid coverage for low-income
adults by expanding eligibility to a minimum floor of 138% of the federal poverty level {FPL}, or $24,344
for a family of 3 in 2012. However, the Supreme Court ruling on the ACA effectively made
implementation of the Medicaid expansion a state choice, If a state does not expand Medicaid, poor
uninsured adults in that state will hot gain access to a new affordable coverage option and will likely
remain uninsured. To provide insight into the potential impacts of expanding Medicaid, this report
highlights the experiences of adults in California, Connecticut, Minnesota, and the District of Columbia,
which all have already expanded Medicaid to adults. Based on focus groups and interviews with
previously uninsured adults who recently gained Medicaid coverage in these states, it examines the
personal impacts gaining coverage had on individuals’ health, finances, employment, and overall well-

being.
Findings

The participants covered by Medicaid expansions are a diverse group of adults with varying health
needs who face ongoing financial struggles. Participants range in age and race, have differing family
circumstances, and include a mix of healthy individuals and those with senous and chronic lllnesses and
physical and mental health needs. Nearly all participants said PR - 4

they are struggling financially. They worry about paying bills
and affording basic necessities like groceries. While many have
recently gained employment or are working part-time, others
have lost jobs and are looking for work. While most are living
in their own homes or rented apartments, some have moved
in with friends, parents, or other relatives. A few are receiving
assistance from other social service programs.

While uninsured, participants could not afford to obtain needed care, resulting in significant negative

impacts on their health and contributing to major stress and worry in their lives. Participants used
words such as “scared,” "uneasy,” “insecure,” and “nervous” to describe what it felt like to be
uninsured. While uninsured, they were often unable to afford needed care or medications. Some
participants described instances when they got sick or injured and had to decide whether their
conditions were serious enough to seek care and face the large bills associated with that care.

Participants described waiting until conditions worsened or became unbearable before secking care and

frequently relying on the emergency room when they did sesic care, which resulted in large bills they
couid not pay. Moreover, a number said they were unable to obtain recommended follow-up care after

recewmg emergency treatment
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Obtaining Medicaid coverage enabled participants to access care for unmet needs and preventive
care, which had positive impacts on their health and other areas of their lives. Gaining Medicaid
coverage provided a significant sense of relief to participants. They used words like “secure” and
“grateful” to describe what it feels like to have Medicaid coverage. Many noted that obtaining coverage
enabled them to get medications and needed care they had gone without while uninsured. In addition,
many obtained a physical after enrplling in coverage and are hoping to follow up with other preventive
services, such as colonoscopies and well-woman exams. For some participants, physicals led to the
diagnosis of conditions such as diabetes, asthma, and anemia, for which they are now receiving care.
Participants also noted that having Medicaid enables them to seek care from a physician early rather
than waiting until conditions worsen or using the emergency room. Many participants have established
a relationship with a primary care provider and say they appreciate having a doctor who can get to know
them and coordinate their care. Participants also emphasized that, by enabling them to get their health
needs met, obtaining Medicaid coverage facilitated their ability to take charge of their fives and focus on
other goals and priorities, such as employment.

Ev:being"ak_':'l:e\‘:c:'§’1. 4'dg
.feel a lot better, Alfre

i “That's @ huge suppa ern for m
“coverage | have and that's a security

Nearly all participants said that states should expand Medicaid and cited broad positive impacts of
expanding coverage. When told that other states will decide whether to expand Medicaid, participants
urged state leaders to consider the financial burden of being uninsured on families and noted that
coverage would provide their residents financial security so that they de not have to make difficult
decisions between paying for medical care and taking care of their families. Others stressed that as
hard-working, tax-paying citizens, they deserved some help during difficult economic times. They noted
that being able to manage their health enables them to better focus on work and obtaining jobs, which
has long-term economic benefits for the state. Several participants acknowledged states’ concerns
about the costs, especially given already tight state hudgets, but noted that there were already high
costs associated with providing care to uninsured people in the emergency room.

Conclusion

These findings suggest that the Medicaid expansion would have significant positive impacts on
individuals’ personal lives by enahling them to obtain needed care, providing financial protection from
the cost of care, and alleviating a significant source of stress and worry. They further show that
Mables individuals to utilize physicians for care rather than delaying care
and ultimately turning to the emergency room. As such, coverage can facilitate earlier diagnosis and
treatment of conditions and improved care management, which may help lead to less serious and costly
health problems in the long run. Moreover, by helping individuals get their health under control,_.
E_rgviding Medicaid coveraga supports their ability to take charge of their lives and focus on other_

priorities and goals.i i ent. This broad array of potential personal impacts is another

factor to be considered as states weigh going forward with the Medicaid expansion.
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Introduction

Many of the leading causes of death and disability in the United States can be prevented (1). Primary prevention can prevent
or arrest the disease process in its earliest stages by premoting healthier lifestyles or immunizing against infectious disease.
Secondary prevention, by detecting and treating asymptomatic risk factors or early asymptomatic disease, can substantially
reduce subsequent morbidity or mortality. The clinician plays a pivotal role in both primary and secondary prevention. Health
professionals deliver vaccinations, screen for modifiable risk factors such as high blood pressure and high cholesterol, counsel
patients about smoking and other behavioral risk factors, provide screening tests for early detection of cancer and other
chronic conditions, and advise patients about the benefits and risks of praventive therapies such as postmenopausal hormene

replacement therapy.

The health care landscape has changed dramatically in the 17 years since the U.S. Preventive Services Task Force
(USPSTF/Task Force) was first established in 1984 to provide advice about prevention for health professionals. Prevention has
become an integral component of primary health care (2). Delivery of clinical praventive services such as immunizations,
mammograms, and cholesterol screening has risen steadily over the past two decades (3). Roughly 90% of employers now

hitp:/ Jarchive.ahrg.gov/clinic/ajpmsuppl/woolfl.htm APPENDIX H
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HOW DOES LACK OF INSURANCE AFFECT ACCESS TO HEALTH
CARE? |

Health insurance makes a difference in whether and when people get necessary medical care, where they get
their care, and ultimately, how healthy people are. Uninsured adults are far more likely than those with
insurance to postpone or forgo health care altogether. The consequences can be severe, particularly when
preventable conditions go undetected

Uninsured people are far more likely than oD
those with insurance to report problems Barriers to Health Care Among Nonelderly Adults by
getting needed medical care. One-quarter of Insurance Status, 2012

adults without coverage (25%) say that they went
without care in the past year because of its cost
compared to 4% of adults with private coverage.

3 55%
Na Usual Sourca of Care

) Pastpaned Seeking Cara Due to

Part of the reason for poor access among the Cost
uninsured is that more than half of uninsured W Uninsured
25%
adults (55%) do not have a regular place to go | . WentWithout Needed Care = MEd:Ca’d!/:‘:er Publlc
3 ] : : . &1 Employer/Cther Privat,
when they are sick or need medical advice playsrier Trivate
3 o 22%

Fi e11). . Could Not Affard Prescription
( gur ) ) . Drug :
Access to health care has eroded over time - | e o s e o o et g it e

Aft i grouns 3re statisticaliy sign 3.

SBURCE: $CMU anxivals of 2013 NHIS data,

for many. Rising health care costs have made
health care less affordable over time, particularly for uninsured people. Between 2000 and 2010, the
differences in access to care between those with and without coverage widened.4s

Uninsured people are less likely than those with coverage to receive timely preventive care.
Silent health problems, such as hypertension and diabetes, often go undetected without routine check-ups.
Uninsured nonelderly adults, compared to those with coverage, are far less likely to have had regular
preventive care, including blood pressure, cholesterol checks, and cancer screenings.+445 Uninsured patients
are also less likely to-receive necessary follow-up screenings after abnormal cancer tests.4 Consequently,
uninsured patients have increased risk being diagnosed in later stages of diseases, including cancer, and have
higher mortality rates than those with insurance.474849

Anticipating high medical bills, many uninsured people are not able to follow recommended
treatments. Nearly a quarter of uninsured adults say they did not take a prescribed drug in the past year
because they could not afford it.s> Regardless of a person’s insurance coverage, those injured or newly
diagnosed with a chronic condition receive similar follow-up care plans; however, people without health
coverage are less likely than those with coverage to actually obtain all the services that are recommended. s

Because people without health coverage are less likely than those with insurance to have

- regular outpatient care, they are more likely to be hospitalized for avoidable health problems
and experience declines in their overall health. When they are hospitalized, uninsured people receive
fewer diagnostic and therapeutic services and also have higher mortality rates than those with
insurance.52-53:5455
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U.S. Preventive Services Task Force Issues New
Cervical Cancer Screening Recommendations

Evidence shows that cervical cancer screening is effective

Washington, D.C. — On March 15, Annals of intemal Medicine published online the U.S. Preventive Services Task Force's (Task
Force's) final recommendation statement on cervical cancer screening, which includes several specific recommendations.

After a systematic review of the avallable evidence, posting a draft recommendation statement for public comment, and considering
the comments it received, the Task Force concluded:

e Women aged 21 to 65 should be screened with cytology {commonly known as Pap smear) every 3 years. As an alternative,
women aged 30 to 85 who want to be screened less frequently may choose the combination of cytology and human
papillomavirus (HPV) testing every 5 years, which offers similar benefits to cytology only. This is an A recornmeandation.

-« The Task Force recommends against scresning women who have had a hysteractomy with removal of the cervix, women
younger than age 21, or women older than age 65 who previously have been adequately screened. These are D
racommendations. Evidence showad that the expected harms (such as unnecessary procedures, false positives, and
possible problems with future pregnancies) of screening these populations outweighed the potential benefits,

e The Task Force also recommends against cervical cancer screening using HPV testing in women younger than age 30. This
is a D recommendation. Evidence showed that the expected harms (such as unnecessary procedures, false positives, and
possible problems with future pregnancies) of this screening in this group outweighed the potential benefits.

These recommendations apply to women, regardless of sexual history, whe have a cervix and show no signs or symptoms of
cervical cancer. These recommendations do not apply to women who are already at high risk for cancer, such as those who have
been diagnosed with a high-grade precancerous cervical lesion or who have weakened immune systems. '

Since the implementation of widespread cervical cancer screening, there has been a dramatic reduction in cervical cancer deaths in
the United States. "About half of women diagnosed with this disease have never had a Pap smear or have not been adequately
screened. Therefore, it is important for clinicians and health care systems to get women into screenings who have never been
screened, or who have not been screened in the last 5 years,” said Task Force member Wanda Nichelson, M.D., M.P.H., M.B.A.

The public comment peried is an important part of the Task Farce's process in developing its final recommendations. In addition to
allowing the Task Force to clarify language on the harms of screening too frequently and in women younger than age 21, it provided
an opportunity to review two studies related to HPV testing that were published after the Task Force's initial systematic review, After
reviewing this new evidence, the Task Force determined that co-testing with HPV and cytology (Pap smear) every 5 years for
women aged 30 and older offers comparable benefits to cytology-only screening at 3-year intervals.

“This public comment period was crucial in giving the Task Force the time needed to review this new evidence, so that our
recommendations reflect the most up-to-date science, in this case related to HPV co-testing,” said Task Force Chair Virginia Moyer,

M.D., M.P.H.

These recommendations are in line with the recommendations and screening guidelines of other organizations, such as the soon to
be released jeint guidelines from the American Cancer Society, American Society for Colposcopy and Cervical Fathology, and
American Scciety for Clinical Pathology, as well as guidelines from the American Congress of Obstetricians and Gynecologists.

http:/ fwww.uspreventiveservicestaskforce.org/press_releases/cerveancerpr.htm  APPENDIX J PEZE‘OI of 2
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How can early treatment of serious mental
illness improve lives and save money?

Overview

Treatment of serious mental illness is currently not
well-integrated into the U.S. health care system. The
enactment of mental health parity, which puts mental
‘health coverage on par with medical coverage, and
the inclusion of mental health coverage in the
essential health benefit package established under
the Affordable Care Act (ACA) are steps in the right
direction. However, critical gaps remain, leaving |
many people at risk for lifelong disabilities,
hospitalization, jail time, or suicide, Early detection

and treatment of serious mental llinesses works, but
more must be done to implement this model
throughout the health care and social service

systems.

1} Copyright2013 | RubertWood Johnsen Foundation | wwwirilorg | March 2013

DISEASE BURDEN

An estimated 4 million young people will develop a
severs mental disorder, such as schizophrenia or
bipolar affective disorder.? In addition to its
enormous economic costs, serious mental illness
has devastating effects on young people and their
families. Seventy-five percent of people with
schizophrenia go on to develop a disability and fewer
than 25 percent are gainfully employed.3 Twenty-
five percent of U.S. hospital admissions and
disability payments are for people with severe
mental disorders.’

Seventy percent of youth in the juvenile justice
system suffer from mental health disorders; 27
percent of cases are so severe that functional ability
is seriously impaired.s People with serious mental
illness die eight years earlier than the general
pop!.xlation,‘S and an estimated 10 percent to 15
percent of people who suffer from severe mental
iliness commit suicide.” '

EARLY INTERVENTION

Under our health care system, we wait until young
people with severe mental illness are very sick and
have suffered serious consequences before treating
them. Young people who show early signs of mental
disorders often do not receive treatment because of
stigma or because they lack information about where
to go. Yet delayed treatment is associated with
incomplete and prolonged recovery.
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Guidelines for the Use of Antiretroviral Agehts in
HIV-1-Infected Adults and Adolescents

Downloaded from hitp://aidsinfo.nih.gov/suidelines on 11/3/2013

Visit the AIDSinfo website to access the most up-to-date guideline.

Register for e-mail notification of guideline updates at hitp://aidsinfo.nih.gov/e-news.
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Introduction (Last updated February 12, 2013; last reviewed February 12, 2013)

Antiretroviral therapy (ART) for the treatment of HIV infection has improved steadily since the advent of
potent combination therapy in 1996. New drugs that offer new mechanisms of action, improvements in
potency and activity even against multidrug-resistant viruses, dosing convenience, and tolerability have been
approved. ART has dramatically reduced HIV-associated morbidity and mortality and has transformed HIV
disease into a chronic, manageable condition. In addition, effective treatment of HIV-infected individuals
with ART is highly effective at preventing transmission to sexual partners.! However, less than one-third of
HIV-infected individuals in the United States have suppressed viral loads,? which is mostly a result of
undiagnosed HIV infection and failure to link or retain diagnosed patients in care. Despite remarkable
improvements in HIV treatment and prevention, economic and social bamers that result in con‘cmued
morbidity, mortality, and new HIV infections persist.. : :

The Department of Health and Human Services (HHS) Panel on Antiretroviral Guidelines for Adults and
Adolescents (the Panel) is a working group of the Office of AIDS Research Advisory Council (OARAC).
The primary goal of the Panel is to provide HIV care practitioners with recommendations based on current
knowledge of antiretroviral {ARV) drugs used to treat adults and adolescents with HIV infection in the
United States. The Panel reviews new evidence and updates recommendations in these guidelines when
needed. The Panel’s primary areas of attention have included baseline assessment, treatment goals,
indications for initiation of ART, choice of the initial regimen for ART-naive patients, drugs or combinations
to avoid, management of adverse effects and drug interactions, management of treatment failure, and special
ART-related considerations in specific patient populations. For recommendations related to pre-exposure
HIV prophylaxis (PrEP) for HIV-uninfected persons, please refer to recommendations from the Centers for
Disease Control and Prevention (CDC).>4 :

These guidelines generally represent the state of knowledge regarding the use of ARV agents. However,
-because the science of HIV evolves rapidly, the availability of new agents and new clinical data may change
therapeutic options and preferences, Information included in these guidelines may not be consistent with
approved labeling for the particular products or indications in question, and the use of the terms “safe” and
“gffective” may not be synonymous with the Food and Drug Administration (FDA)-defined legal standards
far product approval. The Panel frequently updates the guidelines (current and archived versions of the

guidelines are available on the AIDSinfo website at http://www.aidsinfo nih.gov). However, the guidelines
cannot always be updated apace with the rapid evolution of new data in the field of HIV and cannot offer

guidance on carefor all patients. ‘Clinicians should exercise clinical judgment in management decisions
tailored to unique patient circumstances.

The Panpel recognizes the importance of clinical research in generating evidence to address unanswered
questions related to the optimal safety and efficacy of ART. The Panel encourages both the development of
protacols and patient participation in well-designed, Institutional Review Board (IRB)-approved clinical

trials.
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Initiating Antiretroviral Therapy in Treatment-Naive Patients (Last
updated February 12, 2013; last reviewed February 12, 2013)

»  Antiretroviral therapy (ART) is recommended for all HIV-infected individuals to reduce the risk of disease progression.
The strength and evidence for this recommendation vary by pretreatment CD4 cell count: CD4 count <350 cells/mm?
(Al); GD4 count 350-500 cells/mm? (All); CD4 count >500 cells/mrre (BIH).

» ART also is recommended for HiV-infected individuals for the prevention of transmission of HIV,

The strength and evidence for this recommendation vary by transmission risks: perinatal transmission {Al);
heterosexual transmission {Al); other transmission risk groups {All).

« Patients starting ART should be willing and able to commit to treatment and understand the benefiis and risks of therapy
and the impartance of adherence {Allf}. Patients may choose o postpane therapy, and providers, on a case-by-case hasis,
may elect to defer therapy on the basis ¢of clinical and/or psychosocial factors.

Raling of Recomrﬁendatians : A = Strong; 8 = Moderate; C = Optional

Rating of Evidence: | = Data from randomized controlled trials; Il = Data from well-designed nonrandomized trials or observational
cohort studies with long-term clinical outcomes; lil = Expert opinion

introduction

Without treatment, the vast majority of HIV-infected individuals will eventually develop progressive
immunosuppression (as evident by CD4 count depletion), leading to AIDS- -defining illnesses and premature
death. The primary goal of antiretroviral therapy (ART) is to prevent HIV-associated morbidity and mortality.
This goal is best accomplished by using effective ART to maximally inhibit HIV replication so that plasma
HIV RNA levels (viral load) remain below that detectable by commercially available assays. Durable viral
suppression improves immune function and quality of life, lowers the risk of both AIDS- deﬁmng and non-
AIDS-defining complications, and prolongs life. :

Furthermore, high plasma HIV RNA is a major risk factor for HIV transmission and use of effective ART can
reduce viremia and transmission of HIV to sexual partners.™ 2 Modelling studies suggest that the expanded
use of ART may result in lower incidence and, eventually, prevalence of HIV on a community or population
level.® Thus, a secondary goal of ART is to reduce the risk of HIV transmission,

Historically, HIV-infected individuals have presented for care with low CD4 counts,* but increasingly there
have been concerted efforts to both increase testing of at-risk patients and to link HIV-infected patients to
medical care soon after HIV diagnosis (and before they have advanced HIV diseases). For those with high
CD4 cell counts, whose short-term risk for death may be low,’ the recommendation to initiate ART is based
on growing evidence that untreated HIV infection or uncontrolled viremia is associated with development of
non-AIDS-defining diseases, including cardiovascular disease (CVD), kidney disease, liver disease,
neurologic complications, and malignancies. Furthermore, newer ART regimens are more effective, more
convenient, and better tolerated than regimens used in the past.

Regardless of CD4 count, the decision to initiate ART should always include consideration of any co-morbid
conditions, the willingness and readiness of the patient to initiate therapy, and the availability of resources. In
settings where resources are not available to initiate ART in all patients, treatment should be prioritized for
patients with the lowest CD4 counts and those with the following clinical conditions: pregnancy, CD4 count
<200 cells/mm?, or history of an AIDS-defining illness, including HIV-associated dementia, HIV-associated
nephropathy (HIVAN), hepatitis B virus (HBV), and acute HIV infection.
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AMERICA’S UNINSURED CRISIS:
CONSEQUENCES FOR HEALTH AND
Hearte CARE

When policy makers and researchers consider potential solutions to the
crisis of uninsurance in the United States, the question of whether health in-
surance matters to health is often an issue. This question is far more than an
academic concern. It is crucial that U.S. health care policy be informed with
current and valid evidence on the consequences of uninsurance for health
care and health outcomes, especially for the 45.7 million individuals without
health insurance.

From 2001 to 2004, the Institute of Medicine (IOM) issued six reports,
which concluded that being uninsured was hazardous to people’s health and
recommended that the nation move quickly to implement a strategy to achieve
health insurance coverage for all. .

The goal of this report is to inform the health reform policy debate—in
2009—with an up-to-date assessment of the research.evidence. This report ad-
dresses three key questions: (1) What are the dynamics driving downward
trends in health insurance coverage? (2) Is being uninsured harmful to the
health of children and adulis? (3) Are insured people affected by high rates of
uninsurance in their communities? '

CAUGHT IN A DOWNWARD SPIRAL: HEALTH INSURANCE COVER-
AGE IS DECLINING AND WILL CONTINUE TO DECLINE

A number of ominous signs point to a continuing decline in health insur-
ance coverage in the United States, Health care costs and insurance premiums
are growing substantially faster than the economy and family incomes. Rising
health care costs and a severely weakened economy threaten not only em-
ployer-sponsored insurance, the cornerstore of private health coverage in the
United States, but also threaten recent expansions in public coverage. There is
no evidence to suggest that the trends driving loss of insurance coverage will
reverse without concerted action.

_ Qverall, fewer workers, particularly those with lower wages, are offered
emnployer-sponsored insurance, and fewer among the workers that are offered
such insurance can afford the premiums. Moreover, employment has shifted
away from industries with traditionally high rates of coverage, such as mamnu-
facturing, to service jobs, such as wholesale and retail trades, with histori-
cally lower rates of coverage. In some industries, employers have relied more
heavily on jobs without health benefits, including part-time and shorter-term
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RECENT RESEARCH FINDINGS ON THE HARMFUL EFFECTS OF

UNINSURANCE FOR ADULTS WITH SELECTED ACUTE CONDITIONS
. AND CHRONIC DISEASE
Condition Findings
Acute ischermnic stroke Uninsured adults are more likely than insured adults
to suffer extremely poor outcomes, including neuro-
logical impairment, intracerebral hemorrhage, and
death.
Cancer . | Uninsured adults are more likely than insured adults
‘ to be diagnosed at an advanced stage of cancer, es-

pecially if effective treatments are available and the
condition can be detected early by screening (e.g.,
breast or colorectal cancer) or by clinical assessment
of symptoms (e.g., melanoma, bladder cancer).

Congestive heart failure ‘Uninsured adults are at greater risk of death than in-
sured adults. v

Diabetes Uninsured adults have significantly worse glycemic
control than insured adults.

Heart attack Uninsured adults are more likely than insured adults
to die after heart attack. ' ‘

Hospital inpatients with | Uninsured adults are at greater risk than insured
serious acute conditions | adults of higher mortality in hospital and for at least
2 years after admission.

Hypertension Uninsured adults are less likely than insured adults to
be aware of hypertension and, if hypertensive, more
likely to have inadequate blood pressure control.

Serious injury or trauma | After an unintentional injury, uninsured adults are’
less likely than insured adults to fully recover and
more likely to report subsequent declines in health
status. Uninsured adults in severe automobile acci-

dents have a substantially higher mortality rate.

Research shows children benefit considerably from health insurance. When chil-

dren acquire health insurance:

» They are more likely to have access to a usual source of care; well-child care
and immunizations to prevent future illness and monitor developmental rile-
stones; prescription medications; appropriate care for asthma; and basic den-
tal services.

*  Serious childhood health problems are more likely to be identified early, and
children with special health care needs are more likely to have access to spe~
cialists.

»  They receive more timely diagnosis of serious health conditions, experience
fewer avoidable hospitalizations, have improved asthma outcomes, and miss
fewer days of school.

APPENDIX M
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2ihe absence of health insurance creates a range of consequences, including lower quality of life, increased morbidity r
and mortality, and higher financial burdens. This paper focuses on just one aspect of this harm—-—namely, greater risk of
death—and seeks to flustrate its general order of magnitude.

In 2002, the Institute of Medicine (IOM) estimated that 18,000 Americans died in 2000 because thay were uninsured. Since then, f
the number of uninsured has grown. Based on the IOM’s methodology and subsequent Census Bureau estimates of insurance
coverage, 137,000 people died from 2000 through 2006 because they lacked health insurance, including 22,000 people in 20086.

Much subsequent research has continued to confirm the link between insurance and martality risk described by IOM. In fact,
subsequent studies and analysis suggest that, if anything, the IOM rethodolagy may underestimate the number of deaths that

result from a lack of insurance coverage.

More broadly, these estimates should be viewed as reasonable indicators of the general magnitude of excess mortality that
results from lack of instrance, not as precise “body counts.” The true number of deaths resulting from uninsurance may be
somewhat higher or lower than the estimates in this paper, but that number is surely significant.

The 100 methodology

Tedihe IOM's 2002 report, Care
Without Caverage: Toc Little, Too
s Late, described the consider-
able research showing that the absence
of health coverage impedes access 1o
care, which ultimataly increases the risk
of lilness and death. Uninsurad women
with breast cancer, for example, have
their disease diagnosed later during its
development, when treatrment is less
effective (Ayanian et al. 1893; Roetzheim
et al. 1999, 2000; Lee-Feldstain et al.
2000; cited in IOM 2002). Uninsured
men with hypertension are more likely

10 go without screenings and prescribed
medication and to skip recommended
doctor visits, increasing the likelinood of
serious harm {(Ayanian et al. 2000; Keeler
et al. 1985; Huttin, Moeller, and Stafford
2000; Fish-Parcham 2001; cited in IOM
2002).

As part of the IOM report, the authars
sought to estimate the total number

of deaths resulting from uninsurance.
They began developing this estimate
with twa long-term, longitudinal studies
observing the relationship between
insurance status and death rates. One
used 1871-87 data on 25- to 74-year-
olds from the National Health and
Nutrition Examination Survey {Franks,
Clancy, and Gold 1893). The other used
Current Population Survey {CPS) data on
25- 10 84~year-olds from 1982 to 1886,
(Sorlie et al.1994). Aithough the two

Uninsured and Dying Because of itz Updating the Institute of Medicine Analysisvcn the impact of Uninsurance on Mortality

study populations differed, as did the
potentially confounding characteristics
for which the researchers controlled,
both studies yielded estimates
attributing to uninsurance an overall
increase of 25 percent in mortality risk
for working-age adults.

The IOM study combined this research
result with information on the num-~
bers of deaths and the percentages of
people who are insured by 10-year age
intervals. IOM researchers developed
the following formula, which starts with
the straightforward proposition that the .
nurmiber of total deaths il an age group
is the sum of (a) deaths among insured
members of that age group and (b}
deaths among uninsured members of
that age group.

DT =D+ DU
= (PPX] + (PU*X*1.25), where -
DT = total deaths in @ particular
age cohort
DI = deaths among the insured in
the age cohort

DU = deaths among the uninsured in )

the age cohort

Pf = percentage insured in the age
cehort

PU = percentage uninsured in the age

cohort

X = the number of deaths that would
oceur if everyone in the age
cchert had insurance,

!
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Note that DU, or the number of deaths
among the uninsured, is calculated
through two steps. First, the IOM
methodology ascertains the number of
deaths among the uninsured as if svery-
one in the age cohort had insurance.
That number is X {or the total number of
deaths if everyone in the age cohort had
insurance) times PY (or the proportion of
peaple in the age cohort who lack insur-
ance). Second, the number of deaths as
if the uninsured had insurance is mul-
tiplied by 1.25. This yields an estimate
of the actual number of deaths amang
the uninsured, reflecting the 25 percent
higher martality rate among the unin~
sured found by the above-described
research.

Using the IOM’s analysis of 25- fo
34-year-olds to illustrate this calculation,
mortality estimates from the National
Center for Health Statistics (NCHS)

- showed that 40,548 adults age 25~-34

died in 2000. Accordingly, for this age

- group, DT = 40,548.

At the time of the IOM report, data

from the CPS reported that 79 per-

cent of adults age 25-34 wers insured -
and 21 percent were uninsurad in 2000,
praviding the values for Af and PU,
respectively. Using these figures in the
above formula produces the equation:
40,548 = (79°X)

+ (.26*X)

(79°X) +[2141.257X) =
= (79+.26)X = 1.05"X
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Health Insurance and Mortality in US Adults

lAndrewP Wilper, MD, MPH, Steffie Woolhandler, MD, MPH, Karen E. Lasser, MD, MPH, Danny McCormick, MD, MPH, David H. Bor, MD,

and David. U. Himmelstein, MD

The United States stands alone among indus-
trialized nations in not providing health cov-
erage to all of its citizens. Currently, 46 million
Americans lack health coverage.! Despite re-
peated attempts to expand health insurance,
uninsurance remains commonplace among US
adulis.

Health insurance facilitates access to
health care services and helps protect
against the high costs of catastrophic illness,
Relative to the uninsured, insured Ameri-
cans are more likely to obtain recommended
screening and care for chronic conditions?
and are less likely to suffer undiagnosed chironic
conditions® or to receive substandard medical
care.*

Numerous investigators have found an as-
sociation between uninsurance and death.5*
The Institute of Medicine (IOM) estimated that
18314 Arericans aged between 25 and 64
years die annually because of lack of health
insurance, comparable to deaths because of
diabetes, stroke, or homicide in 2001 among
persons aged 25 to 64 years.* The IOM estimate
was largely based on a single study by Franks
et al.> However, these data are now more than
20 years old; both medical therapeutics and
the demography of the uninsured have changed
in the interim.

We analyzed data from the Third National
Health and Nutrition Examination Survey
(NHANES 1I). NHANES TII collected data on
a representative sample of Americans, with
vital status follow-up through 2000. Qur ob-
jective was to evaluate the relationship be-
tween uninsurance and death.

METHODS

The National Center for Health Statistics
(NCHS) conducted NHANES 1I] between
1988 and 1994. The survey combined an

.interview, physical examination, and labora-
tory testing. NHANES III employed a complex
sampling design to establish national esti-
mates of disease prevalence among the

December 2009, Vol 99, No. 12 | American Journal of Public Heaith

Objectives. A 1993 study found a 25% higher risk of death among uninsured
compared with privately insured adults. We analyzed the relationship between
uninsurance and death with more recent data.

Methods. We conducted a survival analysis with data from the Third Nationa!
Health and Nulrition Examination Survey, We analyzed participants aged 17 to
84 years to dptermme whether uninsurance at the time of interview pradicted
death.

Assults. Among ali pamcspams 3.1% (95% confidence interval [Cl]=2.5%,

3.7%) died. The hazard ratio for mortality among the uninsured compared with
the insured, with adjustment for age and gender only, was 1.80 (95% Cl=1.44, .

- 2.28). Afer additional adjustment for race/ethnicity, income, education, self-and
physician-rated health status, bocdy mass index, leisure exarcise, smokmg, and
regular alcohol use, the uninsured were more likely to die {hazard ratio=1.40;
85% Cl=1.06, 1.84} than those with insurance.

Conclusions, Uninsurance is associated with roorality The strength of that
association appears similar to that from a study that evalusted data from the
mid-1880s, despite changes in medical therapeutics and the demoagraphy of the
uninsured since that time. {Am J Public Health. 2009;99:2289-2295. doi:10.2105/

AJPH.2008.157685)

noninstitutionalized civilian population in the
United States.”® Staff performed interviews in
English and Spanish.

The NHANES III Linked Mortality File
matched NHANES I records to the National
Death Index (NDI). The NCHS's linkage, which
uses a probabilistic matching strategy through
December 31, 2000, is described elsewhere!®

The NCHS perturbed the file to prevent reiden-

tification of survey participants. Vital status was
not altered in this process. The publicly released
data yield survival analysis results virtually
identical to the restricted-use NHANES III
Linked Mortality File!”

In designing our analysis, we hewed closely
to Franks”® methodology to facilitate interpreta-
tion of time trends. We analyzed data for in-
dividuals who reported no public source of
health insurance at the time of the NHANES I
interview. First, we excluded those aged clder
than 84 years, as virtaally all are eligible for
Medicare. Of the 33 994 individuals participat-
ing, 14788 were aged between 17 and 64 years
at the time of the interview. In keeping with
earlier analyses,”"** we also excluded noneld-
erly Medicare recipients and persons covered by
Medicaid and the Department of Veterans

APPENDIX O
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Affairs/Civilian Health and Medical Program
of the Uniformed Services military insurance
{n=2023}, as a substantial proportion of those
individuals had poor health status as a prerequi-
site for coverage. Of the 12775 participants
not covered by government insurance, we ex
cluded 663 (5.2%)} who lacked information on
health insurance. We excluded 974 of the
remaining 12112 who were covered by private
insurance or uninsured at the time of the in-
terview because of faflure to complete the in-
terview and physical examination. Of the
remaining 11138, we included only the 9005
with complete baseline data from both the in-
terview and physical examination in our final
analysis (Figure 1). Among those with complete
insurance data, those with complete interview
and examination data were both less likely io be
uninsured {16.4% vs 21.6%; P<.001) and less
likely to die (3.0% vs 4.5%; P<.001).
NHANES T staff interviewed respondents
in their homes regarding demographics (in-
chuding heaith insurance). Participants
responded to questions about race, ethnicity,
income, and household size. The sample design
permits estimation for 3 racial/ethnic groups:
non-Hispanic White, non-Hispanic Black, and
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insurancs and death. For example, poor physi-
clan-rated health, poor selfrated health, and
unernployment may result from medically pre-
ventable conditions. Indeed, earlier analyses
suggest that the true effect of uninsurance is
likely larger than that measured in multivariate
models.** In addition, Hadley found that
accounting for endogeneity bias by using an
instrumental variable increases the protective
effect of health insurance on mortality *

Conclusions

Lack of health insurance is associated with
as many as 44789 deaths per year in the
United States, more than those caused by
kidney disease (n=42 868).* The increased
risk of death attributable to uninsurance
suggests that alternative measures of access
to medical care for the uninsured, such as

community health centers, do not provide the

protection of private health insurance. De-
spite widespread acknowledgment that
enacting universal coverage would be life
saving, doing so remains politically thorny.
Now that hedlth reform is again on the
political agenda, health professionals have
the opportunity to advocate universal cover-
age. @
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Good afternoon Chair Burke, Ranking Member Cafarc and members of the Medicaid Finance
Subcommittee. Today, I appreciate the opportunity to present the very first budget for the Ohio
Department of Mental Health and Addiction Services (MHA).

This new state agency, if approved by the legislature, will combine the resources of the Ohio
Department of Mental Health (ODMH) and the Ohio Department of Alcohol and Drug Addiction
Services (ODADAS) to integrate care and reduce state bureaucracy. In partnership with local
providers and recovery boards, the new agency will touch the lives of more than 3.5 million people
based on recent statistics, including:

Service / Support Number of Clients (FY 2012)

Substance use prevention activities 2.2 million

Community substance use treatment : 88,900

Community mental health treatment ‘ , 233,700 aduits; 124,000 youth

Six state psychiatric hospitals 7,700 admisslons
Workforce development 1,100 providers trained
Therapeutic Community-Pickaway Carrectional Institution 250 residents
Pharmacy Services 65 health depts,, free clinics or recovery centers;
S 36 correctional facilities, 9 developmental
centers; many other inpatient and outpatient
facilities and several state agencies

Additionally, MHA regulates over 400 provider agencies, 36 consumer-cperated centers, 82 private:
hospital psychiatric units, 674 adult care facilities and 89 adult foster homes.

This afternoon, I will outline our mast significant budget proposals; highlight budget-related
aspects of our agency consolidation; and update you on key initiatives currently underway.

FY 14/15 Budget Initiatives
Extension of Medicaid Benefits
The Governor’s proposal to extend Medicaid benefits to adults up to 138 percent of federal poverty

level is the single most important investment for individuals with mental health and addiction
needs in a generation of Chio public policy.
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Through this proposal, thousands of Ohioans - people who live in our communities and struggle
with tremendous challenges that if untreated, can lead to terrible outcomes for themselves and
their families — will get the help they need to become healthy and independent, and coniibuie to
the workforce, This can help transform lives,

In Ohio, the safety net system for addiction and mental health services is funded by the state and
53 local board partners. This safety net exists for a wide variety of Ohioans, including but not
limited to:

» Childless adults with substance use challenges that complicate their ability to work;
 People who have experienced significant trauma in childhood but, as adults, lack health
' care coverage necessary to access treatment; and
» Parents who are working low-wage jobs where health care is either cost prohibitive or
simply not available,

Today, these individuals are not eligible for Medicaid. Instead, their mental health and addiction
services are funded 100 percent by state and local resources to the extent that resources are
available. In many Ohio communities, basic behavioral health needs are left unaddressed because
there is a lack of funding and system capacity. Waiting lists of weeks or months are common,
leading to crisis situations for individuals and families that could have been avoided. In rural areas,
people may have to travel hours to access basic services.

This safety net is fragile at best, and the need for a sustainability plan has never been greater.

Chairman Burke and Ranking Member Cafaro, I've served in my current role for more than two
years. I have talked with so many parents who are grieving because their adult child — possibly a
high performer in high school who represented all of the hopes that they as parents ever held ~
died as a result of a drug overdase or suicide because they did not have access to the right kind of
help.” There was no health coverage, or insufficient coverage for mental health or substance use.
I've met women who were victimized by prostitution because they were addicted and had no
access to treatment, although they desperately wanted help. They lost their children, their health,
their confidence - and certainly any ability to hold a job.

Keep in mind that mental iliness and addiction affect people of all income levels and backgrounds.
‘Recently, a woman came to my office, desperate because her young adult son with a.mental
iliness was threatening to kill her. She had tried to reach out for help in so many different places
without success 50 she decided to come to the state administrative offices, I could tell you

countless stories like this.

As a community volunteer, I frequently talk with concerned sisters, grandmothers or fathers from
all walks of life. Someone they love is addicted to heroin or prescription drugs and the family.
members are calling to find out how to get them connected with treatment before it is too late.
The waiting lists are often prohibitively long. In some counties, we know that there are no
services available. This is something that we have the opportunity to address.

Governor Kasich's brave decision to expand Medicaid will have a direct benefit on Ohio‘s behavioral
heaith system. Most uninsured Ohioans who receive services from county boards of mental health
and addiction services will become eligible for Medicaid under the extension.
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Once these newly eligible Ohioans are enrolled, Medicaid coverage for clinical services will free up |
statewide an estimated $70 million annually in county levy and state subsidy dollars — funds
previously spent on these same services but without Medicaid or any other payer source.

These funds can be spent on other recovery-oriented priorities such as housing and employment -
supports. Currently in most Ohio communities, there are insufficient resources to meet these basic -
needs, which are not part of the Medicaid benefit.

By expanding Medicaid, local communities will, over time, be able to redirect existing state subsidy
and local resources (as available) to fill gaps in the local service continuum, reduce waiting lists,
place a greater emphasis on wellness and prevention, and improve gverall health outcomes within
the community. In some cases, we will be able to treat people who have never been treated
before. For example, in Washington County, which has no local levy.

Let me illustrate the difference that Medicald coverage can make.

Tony, a 26-year old, has been suffering from delusions for a while and has been-self-medicating
with alcohol.and marijuana. This behavior caused absenteeism from work, resulting in not only job
“Toss, but also lack of access to health insurance. Tony recognizes thathe needs help, However,
when he contacts the local ADAMH board for services, he learns that because he’s uninsured he
“can only access safety net services depending on availability. At this point, there is a long waiting
list for treatment, as many resources are focused on meeting crisis-related neads, When Tony is
able to access clinical services, they are paid fully from alocal levy (f the county has one) or state

On January 1, 2014, Tony will be sligible for Medicaid. His clinical services will be funded through
that program, getting him the treatment he needs in a timely way. He may even be placed in a
Medicaid heatth home, ensuring integration of services for both behavioral and physical health,
enhancing the quality of his care. The funds that the board previously used for clinical treatment
can now be redirected to a non-Medicaid support, such as employment assistance or housing

~ assistance to get him out of the environment that encourages his addiction. His ability to succeed
in recovery and get back to being employed is greatly enhanced, There are thousands of stories
like this one,

|

It is noteworthy that this proposal actually builds on a major initiative from the previous budget bill
that elevated the responsibility for Medicaid match within behavioral health to the state level,
Boards no longer have to be concerned with meeting Medicaid obligations first. Prior to elevation
of Medicaid, many board areas were seeing their entire state subsidy allocation swept into the
Medicaid program. Some communities even had to dedicate local levy funds for this purpose.
Today, these dollars are entirely separate, making the local responsibility for planning and
providing non-Medicaid supports mare clear.

I realize that the decision to extend Medicaid benefits to low-income Ohioans is difficult. However,
please consider carefully the plight of Ohio individuals and families in every community in the
state, who are struggling each day with these terrible circumstances.

The House changes with regard to Medicaid benefits have been well-publicized and sufficiently
covered by Director Moody. However, I would be remiss if I didn't drawn to your attention the
stark difference in the benefit to individuals with mental iliness and addiction in the Governor’s
budget as it relates to the House passed versicn. The attached one-pager documents the value of
3
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Summary

According to the 2010 American Commuinity Survey (ACS),
one in 10 of the nation’s 12.5 million aconelderly veterans
reports neither having health insurance coverage nor using
Veterans Affairs (VA) health care. While veterans are less
likely than the rest of the nonelderly population to be
uninsured, there are an estimated 1.3 million uninsured
veterans nationwide. Another 0.9 million veterigs use

VA care, but have no other health insurance coverage. An
.additional 0.9 million adults and children in veterans' families
are uninsured. Both uninsured veterans and their family
members report significantly less access to needed health
care than their counterparts with insurance coverage.

Compared with insured veterags, uninsured veterans

have se re recently, are younger, have lower
levels of education, are less likely to be married, and are
=523 4 e
less connected to the labor force—all of which could
contribute to lower access 1o & i
Uninsurance among veterans ranges widely across states—
from under 5 percent to over 17 percent—and state variation
remains even when adjusting for veterans’ demographic and

socioeconomic characteristics. States also vary in levels of
uninsurance among veterans’ family members,

The coverage provisions slated to be implemented under
the Affordable Care Act (ACA) in 2014, could increase
coverage among the U.S. population, including many
uninsured veterans. We estimate that nearly half of ~
uninsured veterans would qualify for expanded Medicaid

. coverage. Another 40 percent of uninsured veterans
could potentially qualify for subsidized coverage through

health insurance exchanges if they do not have access to
affordable employer coverage. However, when we classify
states according to how much progress they have made
toward implementing exchanges, we find higher rates of
uninsurance among veterans in those states that have thus
far made the least progress; nearly 40 percent of uninsured
veterans and their famnily members live in these states.To
the extent that the ACA can achieve dramatic reductions
in upinsurance among veterans and their family members,
success will depend on aggressive ACA implementation and
enrollment efforts nationwide.

Introduction

There is considerable public concern
over the health and well-being of the
estimated 13 million nonelderly veterans
living in the United States.! Through the
Veterans Health Administration (VHA),
the Department of Veterans Affairs (VA)
operates the nation’s largest health
system and provide}s health care for many
veterans through a system of medical
centers, clinics, and other facilities that

is recognized for its commitment to
providing high-guality care and that is
explicitly designed to addréss veterans’
particular health care needs.? However,
some veterans 4o not use VA health

care services. Eligibility is based on
veteran status, secviceselated disabilities,

income level, and other factors, and even

“within the groups eligible for VA care

other factors, such as their proximity
to VA facilities and the cost-sharine

requirements, may affect the Hkelihgod..

that they seek care in the VA system.?

* Like other groups of nonélderly adults,

the health insurance coverage of veterans
depends heavily on whether the family
has access to employer-sponsored
insurance (ESD and the costs of obtaining
ESI. In addition, since the majority of
states do not provide Medicaid coverage
to nondisabled adults without dependent
children, and most do not cover parents
with incomes above the federal poverty
level (FPL),* relatively few adulrs,
including veterans, qualify for Medicaid.®
Thus, gaps remain in veterans' coverage, as
demonstrated in numerous prior studies.

As with other groups of the uninsured,”
UninsSurance among veterans is
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associated with reduced access to
health cdre and lower utilization rates,
and uninsured veterans seem to fare no
better than other uninsured individuals
in getting needed care? For example, in

prior studies, uninsured veterans were

substantially less likely than veterans

‘with insurance coverage to be abie to

afford a doctor visit or to have had a

routine medical visit in the prior year,

and they were more likely to forgo care

because of costs and to lack confidence
that they can obtain care they geed?

These access gaps may be particularly

problematic for veterans with serious

health needs: [n 2 2010 study, more than
one in five nonelderly veterans reported
being in fair or poor health."

Although the Affordable Care Act
(ACA), which was passed in 2010, does




not change the VA or other military
health care systems and is not targeted
specifically at veterans, it includes
a number of provisions aimed at

- increasing access to affordable coverage
that could affect veterans and their
families. The ACA expands Medicaid
eligibility for individuals with incomes
below 138 percent of the FPL and
includes subsidies for coverage in newly
established health insurance exchanges
to those with incomes between 138 and
400 percent of the FPL who do not have
access to affordable ESI coverage. The
ACA also includes other provisions, such
as an individual requirement to have
health insurance, that are expected to
increase coverage. The Congressional
Budget Office (CBO) projects that the
ACA will expand insurance coverage for
more than 30 million Americans who are
currently uninsured.!

In this brief, we report new estimates of
urinsurance among veterans and their
family members from the 2010 ACS. We
use the ACS because of its large sample
size:The 2010 survey has a national _
public use sample of nearly 129,000
nonelderly veterans and state samples
that range from 169 in the District of
Columbia to 10,700 in Califnenia 13
“This is several times larger than the
samples of nonelderly veterans available
from other ongoing surveys such as
the Current Population Survey Annual
Social and Economic Supplement (CPS
ASEC), the National Health Interview
Survey (NHIS), and the Behaviorl Risk
Factor Surveillance Study (BRFSS). ™
This is the first published report to
provide estimates of uninsurance armong
nonelderly veterans and their families
both nationally and at the state level
and to assess the potential for the ACA
to recduce their uninsurance rates. At
the national level, we examine rates of
unigsurance amoeng veterans and their
families, the extent to which these groups
could qualify for expanded coverage
under the ACA, and their access to care
and health status. At the state level, we
estimate uninsurance rates for veterans
and their family members, examine
whether state variation in veterans’
uninsurance is explained by differences

- in the composition of veterans in

different states, and assess how
uninsurance varies across groups of states
which are caregorized according to their
progress toward implementing health
insurance exchanges under the ACA,

We also include supplemental analysis

of veterans reporting only VA coverage,
since they could also be affected by the
expanded coverage options available
under the ACA; for example, they could
choose to supplement their VA care with
Medicaid enrollment.

Data and Methods

Data Source. National estimates are
derived from the 2010ACS, an annual
survey fielded by the U.S. Census Bureau,
Statelevel estimates use pooled 2009
and 2010 samples for greater precision.
Additional analysis uses the 2009 and
2010 NHIS. (The appendix provides
additional details on the duta and
methodology.)

Measurement of Health Insurance
Coverage, Insurance status was
measured in the ACS by asking the
respondent about coverage of each
individual in the household by any of
the following types of health insurance
or health coverage plans at the time of
the survey:

2. Insurance through a current or former
employer or union (of this person or
another family member)

b. Insurance purchased directly from an
insurance company (by this person or
another family member)

¢, Medicare, for peaple 65 and older, or
people with certain disabilities -

d. Medicaid, Medical Assistance, or any
kind of government-assistance plan for
those with low incomes or a disability

€. TRICARE or other military health care

£.VA (including those whp have ever
used or enrolled for VA health care)

g.Indian Health Service

h.Any other type of health insurance or
health coverage plan—specify

APPENDIX Q

We classify vererans as uninsured if

they report neither nusing VA services

nor having comprehensive health
insurance coverage.' Although some
uninsured veterans could potentially
qualify for VA health services,’ the
available data do not indicate how many
uninsured veterans could enroll in VA
coverage or live near 2 VA health care
facility nor why they do not report

using VA care. Following conventions,
veterans reporting only VA coverage are
considered insured; for some analyses, we
examine this group separately. (Although
veterans receiving VA health care receive
services through the VHA, we refer to this
a3 VA coverage to remain consistent with
the term used in the ACS questionnaire.)

Identification of Veterans and their
Family Members. Nonelderly veterans
are identified as those ages 19 to 64 who
had ever served on active duty but are no
longer serving. In addition to identifying
veterans, we identified members of
veterans' families. Nonelderly members
of veterans’ families are those ages 0 to
64 who are not veterans but who live

in a household with a 19- to-64-year-old
veteran who is their spouse or biological,
adoptive, or stepparent.

Additional 4nalyses. Additional
tabulations using the ACS examine

the demographic and socioeconomic
characteristics of veterans and their
family members (inchiding the era of
veterans' service and whether they
have service-condected disabilities),
the states in which they reside, and the

* progress each state has made toward

developing health insurance exchanges
in preparation for ACA implementation,'”
In order to assess the potential
associations between insurance coverage
and health cure access among veterans
and their family members, we also
analyzed measures of insurance coverage,
access and health status from the 2009
and 2010 NHIS.

Results

Number of Uninsured Veterans and
Family Members. Of the estimated 12.5
million nonelderly veterans nationwide,
1.3 million, or just over 1in 10 (10.5

Timely Analysis of Iimmediate Health Policy lssues 2
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Table 1: Number and Uninsurance Rate of Nonelderly Veterans, Veterans’ Nonelderly Family Members, and U.S.

Nonelderly Population, 2010

Veterans 12,456,000 1,314,000
Family Members of Veterans 12,783,600 948,000
Veterans and Their Family Members Combined 25,248,000 2,262,000
U.8. Total 265,146,000 47,348,000 17.8%

Nates. Based on Ue 2010 American Communlly Suvey (ACS) data from the integrated Public Use Microdata Series fPUMS). Estimates reflect additional Urban nstitite adiustmnerts for ine undemeponing of Medicaid/CHIP and e

overrepiniting of privale nongroun coverage (see Lynch st al. 2511}, Noreldrly velarans are ages 19 o 4. Family membars of veterans are defined in the appenix, Uninsurance indicates te person facks comprenensive coverage

and does not use VA health services.

percent), are uninsuréd and do not use
VA services (Table 1).**The uninsurance
rate of veterans is lower than among the
nonelderly population as a whele (10,5
percent compared with 17.9 percent).
In addition, an estimated 7.4 percent of
veterans’ nonelderly family members, or
948,000 other adults and children, lack
insurance coverage. Combined, there

are an estimated 2.3 million uninsured
veterans and family members, constituting
4.8 percent of the nation’s 47.3 million
uninsured in 2010.% In addition, while

a total of 2.8 million of the 12,5 million
nonelderly veterans in the ACS (22.9
percent) report VA use, 883,000 use only
VA care and report no other source of
health insurance (Table 2).%

Characteristics of Uninsured
Veterans, Uninsured veterans differ
from insured veterans across many

of the characteristics we examined
(Table 2). Uninsured veterans are less
likely than insured veterans to report
service-related disabilities, perhaps
reflecting greater eligibility for and use
of VA care among those with service-
connected injuries and illnesses, but
fully 17.3 percent of the uninsured
have either a servicereiated disability
or a functional imitation (5.2 percent.
of uninsured veterans have a service-

connected disabtlity and 13.2 peccent
have 2 tunctional Hmitation).?! Many
uninsured veterans served at some point
during the last twao decades; more than
4 in 10 (43.4 percent) served most
recently between September 2001 and,

are below age 45, compared with just
29.5 percent of insured veterans, and the
uninsurance rate, or the share of veterans
in each subgroup who report neither
having insurance coverage nor using VA
care, is lowest among the oldest group
of nonelderly veterans (6.5 percent for
those ages 55 to 64) and highest among
the youngest group (24.4 percent for
those ages 19 to 24),

While the gender and racial distribution
of insured and uninsured veterans is
similar, the vninsured rg !

of education (47.3 percent have no
high school diploma or are high school

‘graduates or equivalent, compared with

30,7 percent of insured veterans) higher
levels of unemployment (23.4 percent
compared with 5.7 pergent), and lower
rates of full-time work (39.9 percent

compared with 63.0 percent), and they
are less likely to be married than insured

veterans (41.8 percent compared with
69.0 percent). Their lower likelihood

of being fulltime workers and being

married likely contribute to their lack
of coverage, as these attributes are
characterized by lower access to ESIL

Potential Eligibility for Medicaid
and Exchange Subsidies under

the ACA. We also examined potentiul
eligibility for Medicaid and subsidized
coverage through health insurance
exchanges under the ACA, using a
definition of income that is consistent
with available information on what will
be used when the law is implemented:
Nearly half of uninsured veterans (48 8

2010 (22,1 percent) or between August
1990 and August 2001 (21.2 percent).
Uninsured veterans are also younger than-
insured veterans, on average:Almost half
(45.5 percent) of uninsured veterans

percent) have income levels below 138

percent of the FPL and thus would be
THIBIE Tor eXxpanded Medicald Under the

ACA. This 1s in striking contrast to the

low rates of eligibility for comprehensive

APPENDIX Q

Medicaid coverage under existing rules.
Although more than 600,000 uninsured
veterans have family incomes below 138
percent of the FPL, just one in ten (10.0
percent) uninsured veterans appear
eligible for Medicaid under current

law (data not shown), While this is not
surprising considering the restrictive
Medicaid eligibility rules for most
adults, and is similar to the eligibility
rate among the total nonelderly adult
population, it indicates that uninsured
veterans’ eligibility for Medicaid will rise
dramatically under the ACA ® Another
40.1 percent of veterans have incomes
above the ACA Medicaid threshold but
low enough to potentially qualify for
subsidized exchange coverage provided
they do not have access to an affordable
ESI offer.®

Characteristics of Veterans with
Only V4 Coverage.Table 2 also
examines the characteristics of those
who use VA services but have no other
coverage.As might be expected based on
more expansive eligibility for VA services

among those with service-connected

disabilities, a much higher share—38.8
percent—of those with only VA coverage
have such disabilities, and 33.4 percent
have a functicnal limitation. This group
has served less recently and is older than
the uninsured group: 4.4 percent last
served in the Vietnam erd or earlier, and
nearly half (49.4 percent) are ages 55

to 64. However, like uninsured veterans,

.their incomes are quite low: For instance,

51.9 percent have family incomes below
138 percent of the FPL and thus would
likely qualify for Medicaid coverage
under the ACA, which could be used to
supplement their VA coverage.™
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Table 4. Number and Percentage without Insurance Coverage, Nonelderly Veterans and Veterans’ Monelderly
Family Members, by State, 2009~2010

"E),{Ef,l,aﬂge' TV Numbe UTan i |Adjusted Differance | - Nuinbar fee
| Inpletentztion | UmiAsuréd’ ;| U Hate | - ! fromRestoft.Si || . Uninsured iRate ! i
Massachusetis ! 9,000 4.3%" -5.7%" 3,000 1.6%* 12,000 . 3;:0%'
Hawail 1 3,000 5% B% 2,060 2.8%" 5,000 s
Vesmont 7 1,000 §.3% -5.0%* 1,006 4.3%" 3,000 4.8%"
Nerh Dajota 3 2,000 5.9%° -2.9%" 1,000 419" 3,000 4.9%°
Cannecticut 1 7,000 £.0%" 3A% 3,000 1.0%" 10,000 45%"
Maryland 1 13,000 6.5% -1.4%" 8,000 2.8%" 25,000 4.5%"
Virginia 2 34,000 5.5%" -1.0% 22,000 4.0%" 56,000 5.4%"
Minnasot 2 15,000 5.9%" 2.9%" 13.000 8.0%" 28,000 8.5%"
Wisconsin 2 17,000 7% 3.7% 11,000 4.5% 29,000 5.8%"
New York 2 37,000 7.4%¢ 3A% 23.000 4.8%" 50,000 8.1%"
lowa 2 10,000 7.9%" -2,0%" 6,000 3.8%" 15,000 5.8%"
Delaware 2 4,500 8.0%" 2.1%" 2,000 529, 5,000 6.5%"
District of Columbia 1 1,000 8.2% 34%" - 2,000 5.2%"
Rhods Istand 1 3.000 8.5% -2.0%" 2,000 47% 5,000 6.7%"
New Jersey 2 19,000 8.5%" -1.3%" 11,000 47%" 29,600 B.6%"
Nebraska 2 7,000 8,5% 0.7% 5,000 5.0%" 12,000 B.5%"
New Hampstirs 3 5,000 8.5% -0.3% 4,000 8.3% 10,000 7.4%"
Pannsyivaria P) 47,000 9.2%" 7% 30,000 5.5%" 77,000 7.3%"
Colorads 1 24,000 10.0% 0.4% 17,600 5.3%" 41,000 81%
Califarnia 1 108,000 10.0% 1% 71,060 5.5%" 180,000 8.2%"
Maine 2 7,000 10.1% -07% 4000 | 51% 11,000 7.7%
Wastingtor: 1 37,000 10.1% 0.7%" 23,000 §.4%" 60,000 3.2%"
Wiriols F) L3000 1 01% A.0%* 25,000 56%" 68,000 TA%"
Ohig 3 (| s2000 ( 10.3%) -1.5%" 35,000 5.8% 87,000 85%
Missouri 2 D <X S -05% 22,600 7.2% 52,000 8.8%
Artzona P 32,000 10.5% -0.3% 24,000 7.5% 55,000 9.2%
Kentucky 2 22,600 11.0% 0.2% 18,000 3.1%" 41000 10.0%"
Alabama 2 97,000 11.0% 1.0%" 20,000 T7% 47,000 9.4%
Michigan 2 44,000 11.4% -0.8%" 29,000 7.4% 73,000 9,4%
South Dakets 3 4,000 11.5% 1.7% . 4000 96% 8,000 10.5%
Utah 1 10,000 11.7% 0.8% 10,000 8.5% 20,000 9.9%
Kansas 3 15,200 11.7% 1.3%" 10,000 7.7% 25,000 3.7%
Narth Caroliva 2 54,000 T1.8%" 1.0%" 43,000 8.7%" 97,000 102%"
Tennesses 2 35,000 11.9% 1,0%" 20,000 £.9% 58,000 9.3%
Indtana 1 33,000 12.0%° 0.2% 24,000 8.1% 58,000 10.0%"
Nevada 1 16,000 12.1% 0.9% 14,000 11.1%" 30,000 11.6%"
Georgia 3 TUSBG00 - | 12.0%° 15%™ 42,000 8.3%" 98,000 10.2%*
West Virginia 7 1000 | 12.4% 1.2% 3,000 94%  |© 20,000 10.9%"
Alaska 3 7,000 12.5% 349%™ - 6,000 10.1% 13,000 11,2%
South Caralina 3 30,000 12.5%" 5% 23,000 1% 53,000 10.7%"
New Mexico 2 73,000 12.7%" 1.5%* 7,000 7.3% 20,060 10.1%
Fiorida 3 108,000 13.0%" 1.7%" 41,000 10.2%" 186,000 11,6%"
Texas 3 130,500 13.1%" 3.1% 178,000 10.8%" 248,000 11.3%"
Mississinpl 2 16,000 13.3%" 2.2% 13,000 10.1%" 23,000 11.7%"
Wyoming 3 3,000 13.4% 4.0%" 3,000 75% 7,000 10.4%
Arkansas 3 20,060 13.5%" 2,3%* 47,000 11.0%" 37,000 12.3%"
Okéahoma 3 26,300 138% 3.2% 23,000 11.5%" 49,000 12.8%
Louisiana 3 27,060 14.1% 2%~ 19,008 9.6%" 45,000 11.8%°
Oregon ! 27,000 14,3%¢ 2.5%* 18,000 3.6%" 45,600 12.0%
ldaha 2 13,000 14.8%" 34%" 3,000 10.4%" 13,000 12.5%"
Mortang 3 9,000 17.3% 8.7%" 5.3% 7,000 14.0%" 18,000 18.7%"

fotes: Based on the 2009 anc 2010 Americar Communily Survey 1ACS) data ham the intsgrated Public Use Microcata Seres (PUMS), Eatimates reflect adcitional Urtan nstitute adusiments for the underrepaning of Medicaid/
CHIP and tha greneponting ol privale nungreuy covelage {sez Lyneh et 201 1), Nonelderfy veterans aie ayzs 19084, Fanily members of velerans e defived i the dupanuix. ) indicates e sfate 1e s significanty differsnt
from the nadoral average at the O 05 level. Excherce implementation grougings are erived irom Blavin, Suetigens, and Roth (2012) and are as fullows. (1) Most Progress~the 15 states hat have mace e grastest proyress
gither thiough enacting estabishment legisialion: or via execuive order, {2} Moterats Prograss—e 21 siates that have expressed intent (o deveiop an sxchange, or thal have received 3 ledardl estatishment grant: and (3) Leagt
Progress——ihe 15 slates that have made the ‘sasl progress, inchucing sume states hat have crealed a study enfity/lanning corsritee and others I which lsgistative 2cton was rt takes o cid not pass. Estmales are rounded to the
nearest ihousand Adiusted cifererces conra! for sacioecsnomic and demagraghic characteristies of veterans. Uninsurance indicates he person facks comprehensive coverage and does nat use YA haalth senvices.
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Table 5. Number and Percentage without Insurance Coverage, Nonelderly Veterans and Veterans’ Nonelderly
Family Members, According to State Progress with Respect to Exchange Implementation Under the ACA, 2010

¢ - Number Uninsiirad

United States

1,314,000

9.0%

Maost Progress 303,400 9.5%* 197,000 6.2% 500,000 7.9%"
Moderate Progress 524,000 9.8%* 365,000 6.6%" 889,000 8.2%
f.east Prograss 487,000 12.3%* 386,000 9.4%* 873,000 10.8%"

Notes: Besad un ine 2610 Amarican Commurity Survey (ACS) dala from the Integrated Public Use Micrndata Series (PUMS), Estimates refiect aucitional Uibian Institite adjustments for the undsrrsperting of Medicaid/CHIR and the
evermagening of privals norgraup covarags (sse Lyneh et 201 1), Moselderly veterans are ages 19 o 64, Family memiars of veterans ars defined in the appendik, (1) indicates the exchangs impiamentation group’s rate s signifi-
cantly diferent from the rational average at the 0.05 level Sxchange iiplementafion grougings are derived from Stavin, Buetigens, and Rofh (2012) and are as filows: {1) Most Progress—ihe 15 siztes that have rmade ihe grestest
progress gither thrnugh enacting esiablishment lagislation or via executive crder; (2) Maderate Prograss—1be 21 states al have expressed infent o deveigp an axcharge, o that have reciied & federal establishment grant and (3)
Least Progress—ihe 1§ states that have mads the laast progress, ingluding some states thaf have created a study eniity/planning commities and ofhers in which 1egisiative action was not taken or did rat pass Estimates are rounded
o the nearest inousand. Lirinsurance indicates the persen jacks comprehensive coverage and does not use VA hiealth services, :

Table 8. Unmet and Delayed Medical Needs and Health Problems, Nonelderly Veterans and Veterans’ Noneiderly
Family Members, by Insurance Status, 2009~2010

s

G e

5 Unifisured

fernss i

. Uninsurad  insured v fisired -

Any Unmet (nondental} Health Needs 412%™ 12.7% 54.8%™ 12.3%
Unmet Dentai Needs 39.5%* 11.4% 36.3%™ 10.5%
Deélayed Care Due to Cost 337%™ 8.4% 44,1%" T76%
Has a Chronic Condition* 33.0%" 49.1% - -~

Is in Fair or Poar Health 15.3% 16.3% 15.5%" 7.2%
Limited Because of Physfcal, Mental or Emotional Probiams 18.9%"* 21.2% 11.6% 11.8%
Negative Feslings Intarfersd with Life/Activities, a Lot/Some of Last 30 Nays 40.1% 34.0% - -

Notes: Based an the 2008 ard 2010 Naticnal Heallh Interview Suvey. Indicators fur unmet nescs and defayed Gare efer to problemms in access over the.past 12 manths, *(") indicates el the insured pertentage is signficantly
different from the uninsured pamentage at the 0.05(3.G1} level. (+) indicates perscn has erie or mare of ihe following health problems. asthma, disbates, emphyseme, heart disease or condlion, hypartenssion, stroke, ar weak/faiing
iidrays, indicators for emphysema, hypertension, stroke, weak/aling kidneys, and nagative fesiings interfedng with lfe/activities are not avaitable for chilciren, so estimates for chvarlc concitions and regative fesiings interfering with
ife/aciivites are not shown ot tamily members of vaterans. Uninswranca indicates the person iacks eamprehensive coverage and does not use VA health services.

Uninsured rates among veterans

vary across states: For example, four
states have uninsurance rates below
six percent, and four states have
uninsurance rates higher than 14
percent. This variation remained evern .
after controlling for differences in
veterans' characteristics across states.
Uninsurance appears higher among
veterans who live in states that have thus
far done the least to implement health
insurance exchanges under the ACA,
A number of uninsured veterans have
functional imitations, and many

are experiencing difficulties getting
access to needed health care, When
family members of veterans are
considered, the uninsured total rises
to 2.3 million. In addition, ancther 0.9

million veterans use VA health care but
have no other coverage.

We find that uninsured veterans have

levels of educational attainment, and
have less connection to the Iahor force
than insured veterans, which likely,
constrains their access to emploves.
‘based health insurance coverage,
“Although under current rules, nearly

all uninsured veterans and the majority
of their uninsured family members do
not qualify for comprehensive Medicaid
coverage, increased Medicaid enrollment
arnong the uninsured who are currently
eligible would lower their uninsurance
rate. Greater use of the VA system could
also address some of the unmet needs
among veterans.®!

It appears that the ACA could offer new
routes to health insurance coverage for

veterans and their family merbers. Fully
A ——nA————

48.8 percent of uninsure S
33.5 percent of their uninsured family
members have incomes below 133

_percent of the FPL indicating thar they

served more recently, are vounger, are_
less likely to be married, have lower

would likely qualify for coverage once

the Medicaid expansion is implemented

APPENDIX Q

in January 2014. In addition, more than
half of veterans reporting onlv VA care
could qualify for Medicaid to supplement

“their VA care under the expansion

that is slated under the ACA Another

40.1 percent and 49.0 percent of
uninsured veterans and farmily members,
respectively, have incomes that could
allow them to gqualify for new subsidies
for coverage through heaith insurance
exchanges provided they do not have
access to affordable ESL

Expanded coverage among these groups
will not solve every access problem. For
example, the problems that uninsured
veterans report with unrnet dental needs
are not directly addressed by the ACA.
In addition, while insurance coverage
is associated with increased access to

care,* additional interventions may be
needed in order to address access gaps.
For example, sorne of the veterans who
lack coverage and are experiencing
access problems may huve specialized

Timely Analysis of Iimmediate Health Policy lssues 8
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Medicaid Expansion and Mental Health Care

Iniroduction ' mental health care has increased, and foday the
The tragic shooting in Newtown, Connecticut and  federal/state health financing program pays for
others have stimulated public discussion about nearly half of all publicly-funded mental health

the failed mental health system in Amarica. After services.
cuts of nearly $4.35 billion to public mental
health programs from 2009-2012%, mental
health services simply are not available to many
Americans who need help. With fewer than half’
of Americans wha live with mental illness getting
any treatment?, concern is growing about lack

of access to mental health services. People are
asking, “Where can | get mental health servicas
it | don't have health insurance and can't afford
care?” '

A broad array of vital mental health services and i
supports are covered by Medicaid. For many, like

) _’S_haroh% :nn":Madi_:aid montal health servicas ara,
life-changing:

“Three yedrs ago, my Son wds in a very dark place,_He.
was flunking out of schovl and living a life of seclusion. He
“holed up in his room while the rest of the family walked on
'Eggshclls. Todav, he is a completely different person. It Lagk
three years of counseling and finding the right medication for_
Tiis bipolar disorder; but we did it. If we didn’t have Medicaid,
[ don't know where he would be right now. He notonlyis a
doing lantastic in school and life, he hus begun Lo really talk
“about his fliness. He wants other kids to know that there is
nothing to bs ashamed of.” - Sharon

A Snapshot of Madicaid Mental Health
Benefits V _
Medicaid is a life-saving program that provides

Hoping to Improve access, some lawmakers are- health and mental health care to low-income
pledging to invest in mental health care. One children, pregnant women, families, peaple 63
significant step that states can take is to extend ~ or older, and certain people with disabilities.
Medicaid to 138 percent of the Federal Poverty " Medicaid is particularly impartant fof children and
Level (FPL), an option available to states as adults with mental illness, offering vital services

a result of the health reform law, the Patient . and supports that are typically not cavered by
protection and Affordable Care Act (ACA). private insurance.

Madicaid is the most important source of Medicaid is the most impertant sourca of funding
financing for mental health services'in America for mental health services. In 2008, 46 percent of

today, offering mental health services that would ~ state controlled funds for mental health services
atherwise be out of reach for low-income people came from Medicaid.
affected by mental illness. Medicaid's role in :

1 Jgel B Millar, at al, November 2012 “The \Watarfall Efeck: Transforming the Cascading Impact af Medicaid Expansion on States,” National Association of

Stats Mental Health Program Directors.
1 supstance Abuse and Mantal Health Services Administration, (2012). Results from the 2010 National Survey on Drug Usa and Health: Mental Heglth Findings
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Expanding Medicald, = springboard to
recovery v

Medicaid coverage helps people stay healthy.

A recent study of Medicaid expansion in Oregon .
found that people enrolled in Medicaid see their..
doctors more often, get more preventive care and
report better health and financial stability™ . A
“New England Journal of Medicine study found that
expanding Medicaid reduces the death rate for
adults, particularly for minorities and people living
in low-income areas.*

« Over 7 million emergency depariment
visits a year are made by people living with
mental illness and more than one in eight is
uninsured.’

» Mood disorders are the third most common

reason children and adults to age 44 are . o o
hospitalized.? are afra‘id of tosing their Medicaid coverage. By
» There are more than_38.000 suirides.avery Iex?a;\dm'g Medlc?i’ p?zple cag g0 ba?f t? Wgrk
year in America—more than double the yet stay in mental health care by trans erring o’a
qualified health plan offered through their state’s

number of homicides.® : health | ketnl
. Qver one in five people in jail and prison eatth Insurance marketplace.

live with a mental illness. Many of these
individuals would not have come into
contact with criminal justice systems
had they received timely and effective
treatment.1o4t

« 70 percent of young people in juvenile
facilities have a diagnosable mental health

Expanding Medicaid helps people get back to
work and become self-sufficient. Many people
living with mental illness want to work, but

“For many of the people in the expansion
population, particularly young people with mental
illness or substance abuse problems, the new
health coverage is expected to rapidly change
their earning ability. You'll see many of them
rocket out of poverty. If their treatments are
interrupted because they lose Medicaid coverage,

o 12 .
condition. , it could send them back into a downward spiral.”
Expandi dicaid wi - Matt Salo, Director, National Association of
mental health services before their symptoms . Medicaid Directors's
get worse and they experience debilitating, or _
even tragic, outcomes, In addition, expanding Medicaid will help many

people who are reluctant to sign up for disability
benefits or who experience challenges with an
often daunting disability process. In states that
expand Medicaid, it will be easier for people to get
and keep coverage for mental health services.
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Advocacy Points for These Policies

< Home and community-based services are extremely cost-effective services for a state
to cover, and the ACA now presents an opportumty for people with mental illness to
fully benefit from these services. ;

% States can target a 1915(i) option as narrowly as they wish, limiting both eligibility
and services covered and thus reducing their exposure to costs.

% Some states have used this option exclusively to cover services previously funded

only through state dollars. This strategy is a win-win—ifor the state that saves
resources, and for the individual who receives needed services.

Arguments in Support

Home and community-based services have been covered under Medicaid through waivers of federal
rules for many years. However, few states have such waivers for people with mental illness. This is due
' to the waiver rule that the community services may not be more expensive than Medicaid-covered
' mstltutlonal services that would have been used absent the waiver.

Because services in an Institution for Mental Diseases (IMD)° are not covered under Medicaid for
individuals aged 22-64, home and community-based waivers for adults with mental illness have been
very difficult to obtain. For children, placement in a psychiatric residential treatment facility is a covered
Medicaid service, but this type of facility is not considered an “institution” for purposes of the waiver,
As aresult, there have been very few waivers for children with mental health disorders.

Section 1915(i) changes the rules, because there is no requirement that home and community-based
services must be cost neutral to Medicaid by offsetting institutional costs.

The law also gives states great flexibility to target Section 1915(i), both by how the state defines the
population to be eligible and by the service array it covers. Several states, such as lowa, Wisconsin and
Oregon, have chosen to target individuals with serious mental 111ness providing access to vanous
psychosocial rehabilitation and behavioral services. -

The types of services that can be covered under Section 1915(i) include a number of inexpensive, but
effective, options, such as respite care and peer support. Other services can fill in the service array—
such as paying the full cost of supported employment, including a job coach, or helping establish
someone in independent housing. Currently, these costs are frequently borne by mental health systems.

* IMDs are primarily psychiatric hospitals and nursing homes whose resident population has a significant
percentage of people with mental illness. Other facilities that meet a federal regulatory definition are also IMDs.
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Medicaid-Financed Services in Supportive Housing for
High-Need Homeless Beneficiaries: The Business Case

By Michael Nardone, Richard Cho and Kathy Moses

or many individuals with complex chronic health condirions
F'Ho—melessness and housing instability can be the most significant
impediments to health care access, often resulting in excessive
utilization of expensive inpatient and crisis services. For these
mcﬁnduafs, supportive housing offers an evidence-based solution to

improving health outcomes while reducing costs.

By providing stable affordable housing coupled with “high touch”
supports that connect people with chronic health challenges to 4
network of comprehensive primary and behavioral health services,
supportive housing can help improve health, increase survival rates,

foster mental health recovery, and reduce alcohol and drug use among

formerly homeless individuals. To help states prepare for Medicaid
expansxon and anticipate the needs of this hwhmeed population
subset, this brief:

1, Outlines the potential benefits of care management linked to
affordable housing;

2. Derails the business case for using Medicaid to finance supportive
housing-based services from the viewpoint of Medicaid as well as
the supportive housing industry sector;

3. Highlights potential Medicaid authorities that states can use to .
fund supportive housing-based services; and

4. Raises considerations for policymakers to address in designing
strategies that use Medicaid rescurces to provide supportive
housing-based services for people who are homeless.

Opportunities for Supportive Housing in Health Reform

- “Coverage mdnnr’hmlc b SR

S D0me ess, o

:{;,;:vancus Medicaid servics ‘options, such as.,

- health hcmes, to prov:de these néw -
. beneficiaries with care management sewlces

Medxca;d

Medicaid beneﬁcxanes could yzeld a.
s;gmﬂcan’c RO from reducad hospltahza’mons o
- and-emergency department use. Growth in.”

- with the prospect for sharing associated "
; savmgs across provrders, health plans, and
: states .

Thls bnef outlmes the rationale forstats
" consider designing Med(ca!d-ﬁnanced
- supportive housmg-based care’ management
' serVices.to.imp : :
" beneficiaries while lowering costs assocxa*ed

Although supportive housing has long
individuals with chronic dlnesses {and resulting h1gh costs) who are

“homeless, the Affordable Care Act {ACA) increases opportunities for -

states and communities to take advantage of supportive housing’s benefits:

JUNE 2012

. Medicaid expansion nde he Af‘ : dabl’e_,_
- Lare AGTTACA] will provi ¢ 5

. homeless. Statés could consxder leveragmg

vhnked to supportzve housmg

.f‘nanced‘care marﬂagemér;fm
suppertive housing for high-risk homeless

_Medxcald managed care for these mdeuaIs,
par‘lcularly after 2014, wilt expand S
opportunities to capitalize on care .
management finked to suppotive housmg

with avoidable hosp;tahzat:ons and other v

i CF]S{S serv:ces‘

1. Nearly all homeless chronically ill adulrs will be Medicaid-eligible beginning in 2014,

2. The ACA’s creation of a new state plan option for health home services gives explicit priority to coordinating care for
beneficiaries with mental illnesses, substance use disorders, and other chronic conditions that are often found among

renants of supportive housing.
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chronically homeless population suggests
that many of these individuals, once folded |
into state Medicaid programs, could become
art_of thi t drivi edicaid co
Managing care for these individuals,
therefore, will be critical to efforts to
_cgntrol overall program costs.

+ forms of care and case management 'Housing-based care managemen’c
f_f_'semces are: (a) provxded in ‘and around the beneficiary’s home to make .
" the sérvices as accessible a as pt:vssﬁ:let and (b) focused on ensuring | o
i'.'r‘housmg stability, re¢sgnizing housing’s roie as an essentlal p!at‘orm for

i
At the same time, the ACA nrovides
additional resources and program authorities
that can support innovations-in-sesving this

recovery and lmproved health

These changes may compel states to
consider developing a Medicaid-focused
supportive housing strategy for individuals
experiencing, or at-risk of, homelessness.
States can consider using supportive
housing to bend the Medicaid cost curve,
namely, by improving outcomesand .
reducing costs among homeless or
precariously housed high-cost Medicaid
beneficiaries. In turn, with Medicaid
Becoming a more viable means of paying for
care management linked to affordable
housing, states can consider using Medicaid
to leverage investments from affordable
housing sectors to cover the capital and
operating costs for supportive housing.

Background

Prior to the ACA, many chronically
homeless adults, including those residing in
supportive housing, were not eligible for
Medicaid. Beginning in 2014, nearly all
homeless persons will, by virtue of their
“Incomes, oe eligible for Medicaid. Given the

anticipated health needs of the homeless
subset of the expansion populatiorn, states
“have a compelling opportunity to mvest in
care management and other well-targeted
services that have the potential to divert

the need for more expensive urilization

_down the road.,

Across Medicaid, roughly five percent of
beneficiaries account for 50 percent of
program costs. The high prevalence of
mental illness, substance shuse, and co-

occurring physical disorders in the

APPENDIX T

population. In most states, the ACA will
initially provide 100 percent federal funding
for individuals with incomes under 138
percent of the federal poverty level and not
currently eligible for Medicaid, including
people who are homeless. Although this
level of support will decline over five years
to a 90 percent federal match, it provides
states with a valuable window for improved
chronic care management prior to paying a
state share of the costs. In addition, the
ACA also creates a new state plan option
that provides 90 percent federal match for
eight quarters for the establishment of
“health homes.” This new service option is
available for people with serious mental
“llness or multiple chronic conditions,
ncluding mental health and substance
—abuse disorders, which are highly prevalent

__among the chrapically hamelessmmmm——

Demographics and Health Care
Needs of the Homeless

According to the U.S. Department of

" Housing and Urban Development’s 2010
Annual Homeless Assessment Report
(AHAR) to Congress, approximately 1.2
million people across the nation were
Tonetess and Used emergency shelters or
transitional housing for at least one night
during 2010." Roughly two-thirds of these
were single adults and approximately 10
percent were chronically or long-term
homeless.

Since chronic physical and mental health
conditions may contribute to a person
becoming homeless, it is no surprise that
there is a higher prevalence of these

Medicaid-Financed Services in Supportive Housing for High-Need Homeless Baneficiaries: The Business Case 2
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conditions among people in emergency
shelters, living on the street or cycling in
and out of institutional settings. Homeless
adults, particularly those who are
“chronically or long-term homeless, are far
more likely to suffer from chronic medical
conditions, such as HIV/AIDS,

hypertension and diabetes and to suffer

complications from their illness due to lack

“of housing stability and regular i
‘uninrerrupred treatment. *In 2010, an
estimated 46 percent of adules in housing
shelrers had a chronic substance abuse

problem and/or a severe mental illness. For
those in supportive housing, 82 percent

have a mental or physical health disability,
more than half had a substance abuse and/or
serious mental health condition, and 6.4
percent had HIV/AIDS.” Mortality rates f
among homeless adults are three or more
times greater than that of the general
"population.

Due to the high incidence of chronic illness
and lack of regular care, health care costs,
particularly cns1s -related, for individuals
who are homeless are excessive. The Boston
Health Care for the Homeless program,
which followed a cohort of 119 homeless
adults, found that these individuals
accounted for 18,384 emergency
department (ED) visits and 871 medical
hospitalizations over a five-year period with
average annual health care costs of
$28,436. In the California Frequent Users
of Health Services Initiative, which sought
to link high ED users with care management
supports, approximately 45 percent of the
individuals who met the criteria of frequent
users were also homeless individuals.® And 2
New York study identifying risks for hospiral
admissions found that individuals who were
high users of hospital services (>$39,000 on
average) and at risk for future admissions
had a high prevalence of homelessness — 60
percent reported being homeless or in
precanous housing situations with family or
friend.” These individuals were also much
more likely to name the ED as their usual
source of care and to have a hospital stay
related to substance abuse or mental illness.

Estimates on the percentage of people living
in homelessness who are eligible for
Medicaid vary widely depending on state
eligibility policies; however, in most states
the Medicaid program does not currently
cover homeless smgie adults. For example,

HUD's AHAR? reports on low initial

, eligibility rates (10-15 percent) among
homeless individuals for Supplemental

Security Income (SSI), which would also
make them categorically eligible for -
Medicaid. Most states have not expanded
coverage to single adults not eligible for SSI.
Only 22 percent of clients receiving services

* through the Health Resources and Services

Administration’s Healthcare for the
Homeless program are enrolled in

‘Medicaid.” Application requirements for

Medicaid, such as proof of citizenship, also
pose a batrier to enrollment in the Medicaid
program for chronically homeless
individuals. In addition, service providers
are often reluctant to make a shifr to
adopting Medicaid-coverable services and .
billing practices.

Supportive Housing: Review of
Evidence and Qutcomes

Supportive housing linked with care
management connects stable, affordable
housing with a team of clinical and support
staff to help individuals gain access to
primary and behavioral health care services.
Research from programs across the country™®
has demonstrated that linking care
management to supportive housing can
dramatically improve health outcomes:

» A Denver study" found 50 percent of
tenants in supportive housing
experienced improved health status, 43
percent had better mental health
outcomes, and 15 percent reduced
substance use;

« A Seattle” study found 30 percent
reduction in alcohol use among chronic
alcohol users in suppomve housing;

x  Both a San Francisco” and a Chicago™
supportive housing project had
significantly higher survival rates for
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Mortality rates among
homeless adulis are three
or more times greater than

that of the general
population,
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3. Technical assistance andfor new
organizational configurations are
needed to help bridge the gap between
current supportive housing capacity
and Medicaid requirements (e.g.,
billing, quality).

The capacity of supportive housing
organizations will need to be
strengthened to support their efforts to
serve as providers and appropriately bill
for services under the Medicaid
program. States andfor MCOs should
be ready to provide technical assistance
to supportive housing providers and
facilitate their enrollment and _
participation in the Medicaid program.
This may include providing assistance
to existing providers to structute, track,
and describe the services they deliver in
terms that will allow for Medicaid
billing and payment.

Altematively, current providers of
Medicaid services can play a role in
providing services in supportive
housing. For example, health home
teams or MCO community-based care
managers could potentially support
beneficiaries residing in supportive
housing environments. Administrative
services organizations (ASOs) could
serve as intermediaries between
supportive housing providers and
Medicaid, specifically to conduct
centralized tracking and Medicaid
billing on behalf of providers.

4.  Systems and methods are needed for
tracking and managing costs for people
who are chronically homeless.

States and housing providers will need
data and information systems that can
track health outcomes, service
utilization, and costs once clients are
receiving services in supportive housing
settings. Such “real-time” systems can
help ensure that savings are being
realized to offset the cost of services and
help build the case for future
investment in these services.

Depending on the state strategy
employed, MCOs or ASO:s could be
used to track and manage service
delivery, outcomes, and costs.

Conclusion

“ There is compelling evidence that a

combined intervention of stable, affordable

housing along with supportive services can

pay off in reduced utilization of crisis and

inpatient services, resulting in better health
care outcomes for individuals with complex

needs who are homeless, and improved

" management of costs for Medicaid. 1here

are also potential benefits to other public
systems, such as corrections to the extent
that the model can reduce incarceration
rates among targeted populations.
Developing strategies to use Medicaid-
funded services to address the health nesds
of supportive housing residents, and
overcoming the aforementioned policy
challenges, could represent a good
investment opportunity for states —
particularly as national health reform
expands Medicaid eligibility to all
individuals with incomes below 138 percent
of the federal poverty level. In short, it isan
investment that states should consider as
part of their preparation for implementing
the ACA in 2014,
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MEDICAID EXPANSION

IMPROVING HEALTH & STABILITY,
REDUCING COSTS & HOMELESSNESS

The Supreme Court decision giving states the option to extend Medicaid eligibility to most adults earning
at or below 138% of the federal poverty level (FPL) has led to a discussion over the costs and benefits of
the program itself and the merits of expansion. Lost in this debate has been the poor health status of those
s—and the opportunities for a
more healthy and productive life offered through Medicaid. Foregoing the Medicaid expansion extends
beyond politics, and has a direct impact on the life, health, and economic stability of both individuals and
states. To fully consider the impact Medicaid expansion weuld have on states, it is necessary to consider
the connection betwsen poor health and poverty, the demonstrated benefits of Medicaid, and the cost
savings that states can realize from full implementation of the expansion option.

Medicaid expansion is critical to improve
the health of people without homes

Poor nutrition, inadequate hygiene, exposure to
violence and weather-related illness and injury, -
increased risk of contracting communicable diseases,
and the constant stress of housing instability all
contribute to poor health; poor access to heah:h care
services exacerbates these circumstances.' Without
housing and health care, simple cuts become infected,
routine colds develop into pneumonia, and manageable
chronic diseases such as asthma, hypertension, diabetes,
and HIV become disabling, life-threatening and costly
conditions. Medicaid provides the consistent health
coverage needed to prevent and treat the health issues
of individuals experiencing homelessness and remains
the primary health insurance opuon open to those living
in poverty.

People without homes have poor health:

> Die30 years garlier than their housed countemarts

» Suffer injury 3-6 times the rate of general population.’

» In January 2010, 26% of shelter population was found
to have severe mental illness and 35% to have a
substance use disorder, often co-occurring.*

Peonle without homes are largely uninsured:

» 62% of patients served by Health Care for the Source: Kaiser Family Foundation, State Health Facts;
Homeless projects were uninsured in 2011, much HRS4, 2011 National Homeless Data.
higher than the general population (see figure above).}

» Adults without dependent children or a disability are ineligible for Medicaid in most states.
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Medicaid expansion is the only coverage option for people withont homes:

> Nearly all those experiencing homelessness are under 100% FPL and thus, unable to afford insurance and
ineligible for subsidies in the state-based health exchanges.

> Demonstrating disability is often needed to qualify for Medicaid, but the detemnnatlon process is espcmally
difficult for people without homes. They are only successful on their first application 10-15% of the time.®

Medicaid provides effective health coverage:

> States that have previously expanded Medicaid to adults have had significant reductions in mortality.”

> The Oregon Health Study found Medicaid coverage resulted in significant increases in having a regular
source of care, using preventive services, and reporting improved health status.?

» Medicaid beneficiaries report health care access comparable to those with private health i insurance.’

Medicaid expansion is critical to maintain or regain stability
Homelessness is often the result of a downward spiral: illness results in loss of employment—and in tum
income, housing, and health covsrage-ti-otfered-in-the-frrst-pinee)—Rehable coverage through Medicaid

can break this cycle before it starts. Ind1v1duals can receive regular treatment for chronic conditions before
they become disabling, prevent chronic illnesses from developmg, and access needed behavioral health
services. Additionally, Medicaid provides financial security both to those suffering with a chronic iliness
or those struck with a sudden, catastrophic injury or illness, For those on the street for many years,
egaining stability is more challenging, often requiring intensive supportive services only available either
through small targeted programs or through Medicaid. Expansion can help make these models of support.

more widely available, thus increasing housing stability and reducing homelessness,

Medicaid improves financial securitv and helps prevent homelessness:

» 62% of personal bankruptcies are caused by medical debt. '
> Medicaid reduces by 40% the need to borrow money or skip payments due to medical expenses
> Medicaid reduces by 25% the chance someone will have medical bills reterred to a collection agency.’?

Medicaid expansion will stabilize health and reduce homelessness:

» Medicaid improves care coordination by providing access to specialists, needed surgery, and other
ambulatory care not typically offered by providers that may be accessible to those without coverage.

> Disabled people who want to return to work currently risk losing insurance due to employment income, &

" significant impediment to re-entering the workforce.” Medicaid expansion solves this problem

» Access to behavioral health treatment increases worker productivity and decreases absenteeism. "

> Medicaid expansion can improve access to permanent supportive housing programs, shown to improve
health status and mental health outcomes, reduce substance use, and increase survival rates for people with
HIV." After one year, 83% remain in housing; after two, 77% remain housed.®

Medicaid expansion is critical to improve state budgets & lower health care costs
The federal government is providing the vast majority of funding needed for Medicaid expansion. A recent '
Kaiser Family Foundation analysis found the difference in state Medicaid spending between all states
expanding and none to be $8 billion over ten years, a 0.3% increase (see figure next page). This 0.3%

increase in state spending would result i m neany $1 trillion new federal spending and approximately

16 million residents obtaining coverage.'’ One reason for this small increase is the ‘woodwork effect’,
meaning the publicity of the ACA insurance expansions will lead currently eligible individuals to apply for
Medicaid coverage (likely to occur regardless a state’s decision on expansion). Another reason is that states

National Heaith Care for the Homelass Council | P.O. Box 80427 | Nashville, TN 37206-0427 | {815) 226-2292 |www.nhche.org
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Summary

At present, few states cover non-disabled, non-pregnant
parents with incomes up to 138 percent of the federal
poverty level (FPL) and even fewer cover such adults
without dependent children. With the implementation of
the coverage provisions of the Affordable Care Act (ACA),
Medicaid eligibility could increase dramatically for these
groups.This analysis suggests that the approximately 15.1
million uninsured adults who could gain coverage under

. the ACA Medicaid expansion are a diverse group in terms of
their age and race/ethnicity. Though over half of this group
is under age 33, 35 percent are between the ages of 35 and
54 and over 10 percent are near elderly adults between
the ages of 55 and 64. Nationwide, just over half are white,
but their racial and ethric composition varies substantially

across states. And while over four in five of these uninsured
are adults who are not living with dependent children, 2.7
million are parents living with dependent children. Just over
half (53 percent) of the uninsured who could gain coverage
under the Medicaid expansion are male, but 4.6 million

are women of reproductive age. States are now weighing:
whether to expand Medicaid under the ACA—some states
have expressed concern that expanding Medicaid to more
adults may pose fiscal challenges. However, purely monetary
calculations ignore the potential human, financial, and
productivity benefits associated with improved access to
affordable health care for the millions of low-income adults
without health insurance coverage and their families.

Introduction

The Supreme Court’s ruling on the
Affordable Care Act (ACA) put the
decision to expand Medicaid coverage to
nonelderly adults with incomes below
138 percent of the federal poverty -

level (FPL) in the hands of the states.?
Discussions about whether or not states
plan to expand Medicaid under the ACA
have been dominated by budgetary
concerss, particularly regarding potential
state outlays and offsets associated

with the Medicaid expansion. While
there are legitimate concerns about the
budgetary aspects of this decision, there
has been relatively little focus on the
characteristics of the people who would
be affected.

Currently, few states cover non-disabled,
nor-pregnant parents up to 138
percent of FPL in Medicaid, and even
fewer states cover such adults without
dependent c¢hildren. At present, only 18
states provide comprehensive Medicaid
coverage to parents at or above 100
percent of FPL ($18,530 for a family of
three in 2011), and the median state

covers working and non-working
parents up to only 63 and 37 percent

of FPL, respectively. The majority of '
states do not cover non-disabled, non-
pregnant adults without dependent
chiidren at any inceme level, and many
low-income women only qualify for
Medicaid coverage when they are
pregnant.® As has been noted,*it’s a very
common misconception that Medicaid
covers all poor people, but that's far .
from the truth”? In contrast, children in
this income range are already eligible

for Medicaid or the Children’s Health
Insurance Program (CHIP) in every state.
As 3 comsequence, children with incomes
below 138 percent of FPL are much
more likely than parents and nonelderly
adults without dependent children to
have Medicaid/CHIP coverage and much
less likely to be uninsured.® In 2010, over
40 percent of the adults in this income
group were uninsured, compared to 16
percent of children.?

States are considering whether or not to
implement the ACA option of expanding
Medicaid to adults with incomes up
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to 138 percent of FPL (approximately

$15,000 for an individuaD.f If a state
does not implement the Medicaid
expansion, some adults could instead
receive federal tax credits and other
subsidies when purchasing coverage
through the newly created exchanges,
but these credits and subsidies would
not be available for citizens with
incomes below 100 percent of FPL.

State decisions regarding whether

to expand Medicaid under the ACA
will affect an estimated 15.1 million
uninsured adults with incomes below
138 percent of FPL who would be

newly eligible for coverage under the

ACA Medicaid expansion. Of these
approximately 15,1 million newly
Medicaid-eligible uninsured aduits, 11.5
million have incomes below 100 percent
of FPL and, therefore, would not receive
any additional help obtaining health
insurance coverage under the ACA if
their state does not expand its Medicaid

program.”This brief provides new

information from the 2010 American

- Coramnumity Survey about who these




bills or said they were paying off
medical debt.¥While many young adults
have benefited from the expansion

of dependent coverage up to age 26,
additional Medicaid coverage among
this population could target young
adults from lowerincome backgrounds
who are less likely to have parents with
employer-sponsored coverage that could
include them

Around two million uninsured adults
who couwld gain Medicaid coverage
under the ACA are between the ages of
35 and 64. Increased coverage among
this group could not only increase their
access to needed care but could also
reduce future health care costs under
Medicare: research suggests that lack
of coverage before reaching Medicare
eligibility at age 65 is associated

with greater utilization and higher
expenditures under Medicare.*

Endnotes

1 The Medicaid eligibility threshold estsblished
under the ACA is 133 percent of FPL, to wiich
a 3 percent disregard is applied; therefore, de
facto, the Medicaid eligibility threshold under the
ACA is 138 percent of FPL. Under the ACA, states
are required to maintain Medicaid and CHIP
eligibility thresholds for children through 2019.
Thesefore, eligibility for children under Medicaid/
CHIEP is not expected to be directly affected by
the Supreme Court's ruling.

2 Heberlein M, Brooks T, Guyer J, et al. “Pesforming
Under Pressure:Annual Findings of a 50-State
Survey of Eligibility, Enroliment, Renewnl, and

Cost-Sharing Policies in Medicaid and CHIE 2011~

2012 Washington, DC: Kziser Commission on
Medicaid and the Uninsured, 2012,

3 Pear R.“In Health Care Ruling, Vast Implications
for Mediczid.” New York Times, June 15,2012,
Lo, i com/2012 us/in.

hrmlPpagewanted=all.

»+ Blavia ¥ Holahan J, Keoney GM, et al.*A Decade
of Coverage Losses: Implications for the
Affortable Care Act"Washingron, DC: Urban
Institute, 201 2. htipy//www.urban. ore/health

policy/url.cfmD=412514.

s Ihid
6 The status as of July 10,2012 can be found
here: hup://dl ebmedn.ner/~advisorvhoard,

ere-the-Stares-Stand™, .t

Kenney G, Dubay L, Zuckerman §, et al.“Opting
Out of the Medicaid Expansion under the
ACA: How Many Uninsured Adults Would not
Be Eligible for Medicaid?"Washingtor, DC:
The Urban Institute, 2012, http://fvewrwurban,

While just over half of the uninsured pre-congepti

{

adults who could gain Medicaid coverage  spacing between hirths. and to improved

under the ACA are white, potential birth outcomes and health of newborns. ,
increases in coverage under the ACA In addition, the increased health

could substantially reduce racialand -  “[Rsirance coverage of both mt_;&-'ﬂ and
ethnic differentials in health insurince . "[on TisTodil parents should increase
coverage. With full iml?lementation the extent to which their physical and

of the ACA, §aps In uninsurance rates “mental health needs are addressed,
between whites and Hispanics and and reduce the financial burdens thev

berween whites and blacks are expected
to narrow, with potential attendant
reductions in racial/ethnic differentials
in zccess to health care and health
outcomes. =

.experience 3ssociated with health care.
Benefits that accrue to adulis should
have positive effects on their children
and families as well.?

Much of the discussion on expanding
Medicaid under the ACA has focused

on the fiscal implications for states:
However, exclusively monetary
calculations igniore the potential human,
fnancial and productivity benefits '

In addition, better addressing the health
care needs of low-income adults could
have other positive effects, given that so
many who stand to gain coverage under
the ACA Medicaid expansion are women
of reproductive ages. Since Medicaid

currently provides coverage for many associated with improved access to
Women only When they are DIeghant, affordable health care for the millions
the ACA Medicaid expansion has the ..of low-income adults who lack health

potential to fead to better health in the insurance coverage and their families,

15 defined according to whether the adult hasa
chiid age 18 or under living in their household
who is their biological, adoptive, or stepchild.

s These estimates indicate how many uninsured e te aaragepired § .
individuals would be newly eligible for Medicaid Race/e:thmcﬁy xs'ca: e',,onzed into fo.u.r mutzian/
s exclusive groups: white non-Hispanic; black
but do not indicate how many would actually H - . PN
enroll (see Holahan and Headen 2010 {endnote nom-Hispanic; Hispanic; and other, which includes
N y all other groups and those of multiple race

12} for a discussion of behavioral responses).
groups.

» These estimates are derived from the 2010
American Community Survey (ACS), an annual
survey fielded by the 1.8, Census Bureau, We use
an augmented version of the ACS prepared by
the University of Minnesota Population Center,

Adults who would be newly eligible for Medicaid
under the ACA are identificd using 2 model
developed by Yictoria Lynch for the Robert Wood
Jolinson Foumndation that (1) siormulates curcent/

known as the Integrated Public Use Microdata,
Sample (TPUMS), which uses.the public use
sample of the ACS and contains «dits for family
relationships and other variables (Ruggles §,
Alexander TJ, Genadek K, et al. Integrated Public
Use Microdata Segies: Version 5.0 {Machine-
readable darabase], Minneapolis, MIN: University
of Minnesota, 2010).All estimares use weiglits
provided by the U.8. Census Bureau. Coverage
estimates reflect edits that adjust for the
underreporting of Medicaid/CHIP and the
overreporting of private non-group coverage on
the ACS; edits are conducted if other information
collected in the survey and simulated Madicaid
eligibility status suggest 4 sample case’s coverage
has been misclassified. The universe is imited to
non-institutionalized civiliag adults ages 19
through 64 who are citizens or lawfully resident
irpmigrants who have been in the country more
than five years. Because the ACS does not contain
sutficient mformation to determine whether an
individual is a lawfully resident imomigrant and
therefore potentially eligible for Medicaid
coverage, we impute documentation status for
non-citizens (5ee Passe} J and Cohen D.“A Portrait
of Unauthorized Immigrants in the United States”
Pew Hispanic Center, April 2009). Parental starus

APPENDIX V

pre-ACA eligibility for comprehensive Medicaid
or Medicaid-equivalent benefits using the rules in
place in mid-2010 and (2) simulates eligibility for
expanded Medicaid coverage under the ACA. The
mode} stimulates current eligibility using available
information for each state on their Medicaid
eligibility guidelines, including incorne thresholds
for a particular family size, the extent of income
disregards, asset limits, immigration status, and
other factors. The following eligibility pathways
are modeled: Section 1115 Waiver; Section 1931,
Aged/Blind/Disabled and $SI;Aged-out Foster
Children; Medically Needy; and Relative
Caretakers. The model does not account for
potential changes in existing eligibility caitegories
when the ACA goes into effect: when ACA
regudations are finafized, changes to income
methodologies ar other changes in classifications
of *current” eligibility could affect estimates of
“new” eligibility (see Department of the Treasury,
Internal Revenue Service, 26 CFR Part 301, RIN
1543-8K87,"Regulations pertaining to the
disclosure of return information o carty out
eligibility requirements for health insurance
affordability programs.”Washington, DC, 2012:
hupfwnsew iss. gov/pub/ics-dron/
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Appendix Table 8: Uninsured Adults Newly Eligible for Medicaid Under the ACA with Incomes Below 100% of FPL
by Age/Sex and State (Numbers in 1000’s) '

Alabama 36.9% a4 31.3% 79 14.1% 3% 17.7% 45
Alaska 39.7% 12 O 298% g 13.5% 4 16.9% 5
Arizona 28.0%" 3 ) 10 16.4% 5 262%™ 3
\riansas 37.5% 53 34.1%" 57 13.8% 2 146%™ 24
Califorria 40.7%* 575 28.2%" %8 - 14.1% 189 17.1% 242
Colorada 42.8%* 89 23.9%" ag 15.4% 25 18,1% 2
Cannecticut 43.7%* 3 23.9%"* 17 181% 1 17.3% 12
Delaware ## # &4 i ## # ¥ ##
District of Calumbia 42.5% 3 33.8% g 15.2% 2 8.5%" 1
Florida 37.5%" 374 28.0%" 278 15.8%" 157 18.7%~ 186
Georgia 36.8%" 196 334%" 178 13.4% 71 16.4% a3
Hawaii 44.3% 1§ 22.2%" 7 17.9% 8 15.5% )

idaho | 376% 30 30.4% 24 16.4% 13 15.5% 12
Mlingis 245 183 24.9%" 107 16.2%" 70 16.5% 71
Indiana 36.2% 113 32.9%" g5 14.1% 41 13.7% 40
lowa 42.2% 34 25.4%" 20 14.5% 12 17.9% 14
Kansas 40.0% 41 30.8% 32 12.0% 12 17.2% 18
Kenhicky 38.5% 88 29.8% 57 13.2% 30 18.4% 1
Louislana 33.5%" 87 35.2%" 92 13.4% 35 17.9% 47
Maine 38.2% 12 20.2%" 7 20.5%" 7 21.2%* 7
Maryland 43.4%+ 62 25.4%" 36 14.9% 21 18.3% 23
Massachusetts 48.5%" 34 25.1%" 18 13.1% g 13.3%" 9
Michigan 425%" 133 27.0%* 1§ 15,1% &5 15.4% 6
Minnasota 45.2%" 47 6.8% 28 15.2% 18 12.9%" 13
Mississiogi 37.7% ) 33.4%" 81 12.9% 24 16.0% 2
Missouri 37.3% 101 33.1%" 88 12.2% 33 16.8% 45
Montana 28.8%* 13 27.4% 12 204%° 3 233%™ 10
Nebraska 42.1% e 30.1% 7 13.7% 8 14.1% 8
Nevada 35.6%" 15 32.0% 4 14.3% 18 18.0% 2
pew Hampshirs 35.7% 13 97.6% 10 183% . 7 18.3% 7
New Jarsey 28.4% 96 28.4% 70 14,7% 36 17.5% 43
New Mexico 38.7% 40 28.6% 29 15,6% 18 17.1% 18
New York O 31E%" 2 29,8% 18 M.7% 7 25.5% 18
North Carcling . 38.1%. 167 20.5% 129 15.2% a7 17.2% .7
North Dakota 29.4%* 4 25.6% 4 18.0% 3 26,1%" 4
thio 41.8%" 185 25.5%" TR 15.5%" ) 17.3% 77
Okianorma 38.6% &6 $1.5% N5 13.9% 2 16.0% Py
Oregon 36.7% 71 29.5% 57 15.4% 20 18.2% 35
Pennsylvania 39.9% 158 27.8%" 110 18.1% 50 17.2% &3
Rhode istand 44,3%" 14 24,7%" 8 14.0% 4 16.4% 5
South Casolina W% - - 92 26.7%" §2 13.9% 32 13.8%™ 48
Sauth Dakota 34.5% 1 31.6% 1 18.7% 5 16.8% 5
Tenriessee. 40.8% 118 24.7%" 70 15.4%" 44 19.0% 54
Texas 36.9%" 493 36.5%" 490 11.3%* 150 14.8%" 197
Utah 45.3% 13 NT% 23 11.6% 3 11.4%™ 3
Varmont ## i ## #H # & B 34
Virginia 40,4% 108 30.3% 82 12.4%* 34 17.0% 45
Washingtan 43.0%" 102 2.2% 84 . 14:0% 33 15.5% 37
West Virginia 38.7% 7 31.9% 32 12.0%* 12 19.5%" 20
Wisconson 43.9%" 64 22.7%" 33 18.2%* % 15.2% 22
Wyoming 20.3%" 8 38.3% 7 185% 3 17.8% 3

Notes: See able A notes (™) indicates share 's statistically different from ‘he rest of tha nation 5t e 0.1(0.05) tevel,
## indicates sample size & less than 5C obserations, and has teen sugpressed.
taficized eslmates have standera ame:s hat ane greater than 30 percent of ha esimats itself and should be interpreted with caution.
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Stateline - Medicaid Will Be Available to Ex-Prisoners Under Health ... http://www.pewstates.org/projects/stateline/headlines/ex-felons-are-a...
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Ex-Felons Are About to Get Health
Coverage |

By Michael Oliove, Staff Writer

Newly freed priéoners traditionally
walk away from the penitentiary
with a bus ticket and a few dollars
in their pockets. Starting in
January, many of the 850,000
inmates released from prison

each year will be eligible for
something else: health care by
way of Medicaid, thanks to the
Affordable Care Act.

A sizeable porlion of the nearly 5
million ex-offenders who are on
parcle or probation at any given
time will also be covered.

R oo : Inmates get heaith care while they're in prison, such as this prisoner at San Quentin. Starting
The expansion of Medicaid, a key in January, ex-convicts will be eiigible for health care provided through Medicaid. (AP}

provision of the health care
reform law, is the main vehicle for delivering health insurance to former prisoners.

Researchers and those who advocate on behalf of ex-convicts hail the change as monumental, saying it will help
address the generally poor health of ex-offenders, reduce medical costs and possibly keep them from sliding back
into crime. : i -

“It potentially revolutionizes the criminal justice system and health system,” said Faye Taxman, a health services
criminologist at George Mason University. “We now have a golden opportunity to develop and implement quality
interventions to both improve health outcomes for this population and also reduce the rate of criminal activity.”

Expanding Coverage ,
Medicaid is the federal-state health insurance partnership for the poor. Under federal law, states must provide
Medicaid to children, pregnant women and disabled adults who fall below certain income thresholds. The states are
not now required to extend Medicaid to adults under 65 who are not pregnant or disabled. A small minority of states
does s0; most states do not.
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THE KAISER COMMISSION ON
Medicaid and the Uninsured

Medicaid, the nation’s main public health insurance program for low-income people, now covers over 65 million
Americans ~ more than 1 in every 5 - at léast some time during the year. The program’s heneficiaries include many

of the most disadvantaged individuals and families in the U.S. in terms of poverty, poor health, and disability. The
Affordable Care Act (ACA) provided for a broad expansion of Medicaid to cover millions of low-income uninsured adults
whom the program has historically excluded. However, as a result of the Supreme Court’s decision on the ACA, the
Medicaid expansion is, in effect, a state option. Almost half the states are moving forward with the Medicaid expansion.
But the others, which are home to half the uninsured adults who could gain Medicaid coverage under the ACA, have
decided not to expand Madicaid at this time or are still debating the issue.

Controversy about the Medicaid sxpansion has been stoked by an assertion that first appeared in a Wall Street Journal
editorial a couple of years ago and has since resurfaced periodically, that “Medicaid is worse than no coverage at
all."*+#55 This claim about Medicaid is sharply at odds with the authoritative findings of the Institute of Medicine (IOM)
Committee on Consequences of Uninsurance, detailed in Care Without Coverage: Too Little, Too Late, the second of six
reports the I0M issued on the subject in the early 2c00’s.” Based on a comprehensive review of the research examining
the impact of health insurance on adults, the IOM charted the causal pathway from coverage to better health outcomes,

concluding:

Health insurance coverage is associated with better health outcomes for adults. It is also associated with having

a regular source of care and with greater and more appropriate use of health services. These factors, in turn,
improve the likelihood of disease screening and early detection, the mcmase%nent of chronic iliness, and effective
rtreatment of acute conditions such as traumatic brain injury and heart attacks. The ultimate result is improved |

_ health outcomes.

In light of Medicaid’s large and growing coverage role, and the significant health care needs of its heneficiaries, an

evidence-based assessment of the program’s impact on access to care, heaith outcomes, and quality of care is of major

interest. Such an assessment would also be helpful given perennial concerns about insufficient physician participation

in Medicaid, generally attributed to low fees paid by state Medicaid programs. Since Medicaid was established nearly 45
APPENDIX X
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» Medicaid improved adults’ mental health markedly; Medicaid’s impact on physical health remains
inconclusive, %ctive clinical data collected on both groups of adults two years after the lottery show
that, relative to being uninsured, having Medicaid led fo-a-sed¢-reductionintherateof positivesereermefor— i
Egpression‘ Gainsin physical health were more limited: while Medicaid did increase the detection of diabetes
and use of diabetes medication, it did not have als*atistically signiﬁcant effect on diabetes control, or on control

of high blood pressure or high cholestnrol The researchers note that their study lacked sufficient statistical
power to detect chanwes and mafy of their point estimates are, in fact, within the range of clinically meaningful
changes that would be expected if Medicaid were effective. The authors also identify multiple factors that

may mitigate the impact of coverége'on clinical outcomes, including unmeasured barriers to access, missed
diagnoses, inappropriate medication, patient noncompliance, and ineffectiveniess of treatments.

» Medicaid virtually eliminated catastrophic medical 'expenses Catastrophic out-of-pocket spending {defined
as costs exceeding 30% of income) was nearly eliminated among the adults who gained Medicaid coverage,
Also the likelihood of having med*cal debt was reduced by more than 20%, and having Medicaid had a
significant impact on all self-reported measures of financial strain due to health care costs, including borrowing
money of skipping other bills to pay mechcai bﬂls and bemv refused treat:nent due to mechcal bills in the past

six mont’qs ' 7
Analyses that examine how Medicaid beneficiaries with serious chronic illnesses, such as diabetes, fare are of
particular interest because of the prevalence of these conditions in the Medicaid population and the consequences
ifcargis lacliinc A yecent sen’eé of studies focused specifically on low-incorme nonelderly adults with major chronic
diseases shows stanstmally mgmﬁuant and chmcally important differences between Medicaid beneﬁmames and the
uninsured on important measures of aceess and care, For example, adults with diahetes who are covered by Medicaid
are less likely than those who lack i insurance to report delaving or being unable to get needed care. They also_fz_a:_f_g__
more office visits, fill more Drescrin'tions. and are yore likely to receive the lkew elements of racommended diabetes

care.* The two related studies on other major chronicillnesses show similar results.»’

Continuity in Medicaid cbvefage makes a difference. Research ha‘s shown that interruptions in Medicaid coverage
can lead to greater emergency department use as well as significant incraases in hospitalization for conditions that
can be managed on an ambulatory basis.»®2 Studies examining the short-term impacts of loss of Medicaid coverage
provide additional evidence of Medicaid’s iinﬁact. Studies in California and Oregorn of low-income adults who Jost
their' Medicaid coverage found significant declines in basic measures of access, such as having a USCC, unmet
health care and medication needs, azid likelihood of a recent primary care visit, as well as significant declines in
health status, 7 In focﬁs ZToups conducted with adult Medicaid beneficiaries in Massachusetts following the state’s
imination of adult dental benefits, nearly all the participants reported serious oral health problems that, for many,

resulted in chronic and serious pain.®

Beyond showing‘ improved éc;eés to care and use of recommended care for Medicaid beneficiaries relative ta the
uninsﬁréd, research also. provides evidence that broader eligibility for Medicaid at the state level is associated with {
significant reductions in both child mortality® and adult mortality® A study examining the relationship between
broader state Medicaid coverage of adults and access to physician and preventive services found that higher levels

of Medicaid coverage were associated with substantially improved accgss‘ to care for all low-income adults in the

state, and also that access gaps between low- and high-income adults were substantially larger in states with limited

Medicaid coverage than in states with broader coverage
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Mortality and Access to Care among Adults
after State Medicaid Expansions

Benjamin D. Sommers, M.vD., Ph.D., Katherine Baicker, Ph.D.,
and Arnold M. Epstein, M.D.

ABSTRACT

BACKGROUND

Several states have expanded Medicaid eligibility for adults in the past decade, and the
Affordable Care Act allows states to expand Medicaid dramatically in 2014. Yet the
effect of such changes on adults’ health remains unclear. We examined whether
Medicaid expansions were associated with changes in mortality and other hedlth-
related measures. ' -

METHODS
We compared three states that substantially expanded adult Medicaid eligibility since
2000 (New York, Maine, and Arizona) with neighbering states without expansions.
- The sample consisted of adults between the ages of 20 and 64 years who were ob-
served 5 years before and after the expansions, from 1997 through 2007, The pri-
mary outcome was all-cause county-level mortality among 68,012 year- and county-
specific observations in the Compressed Mortality File of the Centers for Disease
Control and Prevention. Secondary outcomes were rates of insurance coverage, de-
layed care because of costs, and self-reported health among 169,124 persons in the
Current Population Survey and 192,148 persons in the Behavioral Risk Factor Sur-
veillance System.

RESULTS
Medicaid expansions were associated with a significant reduction in adjusted all-
cause mortality {hy 19.6 deaths per 100,000 adults, for a relative reduction of 6.1%;
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P=0.001). Mortality reductions were greatest among older adults, nopwhites, and

resid Q unties. Expansions increased Medicaid coverage {(by 2.2 per-
centage points, for a relative increase of 24.7%; P=0.01), decreased rates of unin-
surance (by 3.2 percentage points, for 4 relative reduction of 14.7%; P<0.001), de-
creased rates of delayed care because of costs {by 2.9 percentage points, for a
relative reduction of 21.3%; P=0.002), and increased rates of selfreported health
status of “excellent” or “very good” (by 2.2 percentage points, for a relative increase
of 3.4%; P=0.04),

CONCLUSIONS

State Medicaid expansions to cover low-income adults were significantly associated

with reduced mortality as well as improved coverage, access to care, and self

reported heaith.
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Dying for Coverage 3

Table 2.

Deaths Due to a Lack of Health Coverage, 25- to 64-Year-Olds, by State,
2005-2010

Source; Families USA calculations based on estimates by the Institute of Medicine.

* Massachusetts data are not reportable because they do not reflect the state’s health reform
program.
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Dying for Coverage

Table 3 cont'd.

Deaths Due to a Lack of Health Coverage, 25- fo 64-Year-Olds,
By State, 2010

o :
o S o
Wfé%(:"éé"is:é&g’e;\;wﬁ”&% gv?%cﬁfmw@ Sassas %i,;'&

Source: Families USA calculations based on estimates by the Institute of Medicine.

“Massachusetts data are not reportable because they do not reflect the state's health
reform prograin, -

**One Vermonter dies every two weeks due to lack of health coverage,

*** Total does not add due to rounding.
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Dying for Coverage

‘The uninsured often delay or foreo needed medical care.

® Uninsured adults are more than six times as likely as privately insured
adults to go without needed care due to cost (26 percent versus 4
percent).? '

w Cancer patients without health insurance are more than five times
more likely to delay or forgo cancer-related care because of medical
costs than insured patients (27 percent versus 5 percent).®

Uninsured Americans are sicker and die earlier than those
who have insurance. ' )
s Uninsured adults are more likely to be diagnosed with a disease in

an advanced stage. For example, uninsured women are substantially

more likely to be diagnosed with advanced stage breast cancer
than women with private insurance ' as are uninsured people with

colorectal cancer, 2

= Uninsured adults are at least 25 percent more likely to die
prematurely than adults with private health insurance.”

The uninsured pay more for medical care.

a Uninsured patients are unable to negotiate the discounts on hospital
and doctor charges that insurance companies do. As a result,
uninsured patients are often charged more than 2.5 times what
insured patients are charged for hospital services.'

a Three out of five uninsured adults (60 percent) under the age of 65
report having problems with medical bills or medical debt.”

APPENDIX Z




	page 1
	page 2
	page 3
	page 4
	page 5
	page 6
	page 7
	page 8
	page 9
	page 10
	page 11
	page 12
	page 13
	page 14
	page 15
	page 16
	page 17
	page 18
	page 19
	page 20
	page 21
	page 22
	page 23
	page 24
	page 25
	page 26
	page 27
	page 28
	page 29
	page 30
	page 31
	page 32
	page 33
	page 34
	page 35
	page 36
	page 37
	page 38
	page 39
	page 40
	page 41
	page 42
	page 43
	page 44
	page 45
	page 46
	page 47
	page 48
	page 49
	page 50
	page 51
	page 52
	page 53
	page 54
	page 55
	page 56
	page 57
	page 58
	page 59
	page 60
	page 61
	page 62
	page 63
	page 64
	page 65
	page 66
	page 67
	page 68
	page 69
	page 70
	page 71
	page 72
	page 73
	page 74
	page 75
	page 76
	page 77
	page 78
	page 79
	page 80
	page 81
	page 82
	page 83
	page 84
	page 85
	page 86
	page 87
	page 88
	page 89
	page 90

