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I> STATEMENT OF INTEItEST 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. I)isability 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; Natianal I-Iealth 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 Comrnunity Solutions; The Coalition on I-lomelessness and Housing in Ohio

(COI-1I-110); I'he Franklin County Public Defender; The Ohio Empowerrnent Coalition; The

Ohio Federation of Teachers; Taledo 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 irrterests of some of these amici.

'I'here are approximately 360;000 Ohioans who do not have any health insurance and are

not enrolled in Medicaid (See of Relator's Complaint and Appendix B at 25). Amici are

filing this 13rief 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 governmentapproved 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 Pursuaiit to Revised Code Section 131.35 "to increase appropriation

authority in fund 3F0(}, ALI 6561623, Medicaid Services-Federal, by S561,700,000 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°l0 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 1.905(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 Controllingl3oard approved the Request.l

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

1 ^,15 of Relator's Complaint admitted the Controlling Board approved the Request. Amici
disagree with Relators that the approval was void or ulilawfizl.
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III. ARGUNIENT

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

O.R.C. §5162.05 (approved as part of Amended Substitute I-1F.3 5y) 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 theoptional 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 ftinds 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. § 13 1.3) 5(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.... "
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Amici adopt and incorporate by reference here the arguments of Respondents that

Relators have no legal right to a vlrit of mandamus under the basic three requirements (clear

legal right to relief of relator, clear legal duty by respol2dentsand no adequate remedy at law) set

forth in State ex r~el. Ffoffinan v. Rexccrrt Beverage Can Co., 2013 WL 5647634 (Ohio), 2013-

Ohio-4538, ^j,'13 and State ex r~el. Gen. Motors Coap, v. Indus. Cornnt., 117 Ohio St.3d 480, 2008-

Ohio-1593, ^,9. Part B of this argument shows that in deciding on a request for mandalnus,

courts should take into account the interests of the consumer beneticiaries of the Medicaid

expansion---the only individuals whose lives are at stake. Thfs consideration confkrms that the

Court should reject the suit of Relators.

B. FiALANCIhTG TI-CE THREAT TO THE LIVES OF LOW-INCOME OHIOANS
WHO HAVE A RIGHT TO START REC'EIVING MEDICAID EXPANSION
ON JANUARY 1, 2014, AGAINST THE INTERESTS OF RELATORS-WHO
AI)MIT THEY HAVE "NO RIGHTS OR OBLIGATIONS I'ECULIAR" TO
THEM-CONFIRMS THAT NO WRIT OF MANDAMUS SHOULD ISSUE

The Supreme Cotart 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 Stcrte ex rel. 1'ressley v. hndustrial Conzrnission of Ohio, 11

Ohio St.2d 141, 228 N.E,2d 631 (1967), T1.7 of syllabus, the court held, "The Supreme Court ...

in considering the allowance or denial of the writ of mandamus on themerits; will exercise

sound, legal and judicial discretion based upon all the facts and eircuinstances in the individual

case and the justice to be done."ln State ex rel. Gerspacher v. Coffinberry, 157 Ohio St. 32, 104

N.E.2d 1(1952), T,3 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 tiwhethera 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). Id.

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." Id. Similarly, in State ex rel. -Hettlex- v. :S'tratton, 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 issu.e."

Amici discuss these factors in sections 1-4 below.

L Indiaent Adults Throughout Ohio 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

bv the federal government, to provide medical assistance to a variety of "groups" of low-income

individuals pursuant to 42 U.S.C. §1396a. Sucli plans include coverage for, among others,

(1) famili.es with minor children, (2) pregnant women, 42 U.S.C. §1396a(a)(10)(A)(i)(III)-(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. '1'he states and the federal government
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share in the cost of providing rziedical 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 wliose income (if

any) does not exceed 138% of the Federal I'overty 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)(i)(VIII)(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 C:ontrolling Board, and the federal government has agreed that Ohio is zxot 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, 1-lowever; 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)(l0)(A)(i)(VIII), 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 subsidiesin the form of Federal tax credits to

make the purchase of health insurance more aifordable 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
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eligible for any tax credits or subsidies for the purchase of health insurance, since the Affordable

Care Act anticipated such individuals would receive':Vledicaid 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%0 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 T'hroughout Ohio Under 65 Would Suffer Extreme
Emotional Distress. Would Deteriorate Physically, and Some Would
Die If This Court Granted the Retluested 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 healtll care organizations

in the country, concluded that expansion helped individuals get their lives under control to

"focus on other priorities and goals, including employment." Icl. 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 seeking care and frequently relying on

the emergency room when they did seek 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 treatment." Id. at 35.

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

azid 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 Force,

concluded that: "Many of the leading causes of death and disability in the tlnited States can be

prevented ... Primary nNeventir^n can prevent or arrest the disease praeess in its earliest sta&es by

promoting healthier lifestyles or immunizing against infectious disease. :Secandczrv prevention,

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

substantially reduce subsequent morbiditv 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 trndetected.°"

(Appendix I: "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 heattl problems and

experience declines in their overall health," Ad. 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 lmown 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
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similar benefits to cytology only. This is an A recommendation." (Appendix J at 40). The

recommendations continued, "Since the implementation of widespread cervical cancerscreenim

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 Taslc Force member Wanda Nicholson, M.D., M.P.H., 1VI.I3.f1." 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

States, "leavman^eople at risk for lifelon g disabilities, hospitalization, jail time, or suicide.

Early detection and treatment of serious mental illnesses 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-tive percent of people with

schizophrenia go on to develop a disability and fewer than 25 percent are gainfully employed."

Ici. The Medicaid expansion will foresta(l this tragic deterioration of many C)hioans.

The National Institutes of Health the largest source of funding for medical

research in the world, has published Guidelines for the Use of Antiretroviral Agents in H1V-1-

Infected Adults and Adolescents recommending Antiretroviral therapy (ART) for the treatment

of I-11V infection (Appendix L at 42-44). In the Introduction of these guidetines.. NII-I explained,

"ART has dramatically reduced H[V-associated morbiditv and mortality and has transformed

HIV disease into a chronic, nianageable condition." Id. at 43. (Emphasis added). At E-1 of the

Guidelines, NIH states, "Without treatment, the vast majority of HIV-infected individuals will
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eventually develop progressive immunosuppression (as evident by CD4 count depletion), leading

to AIDS-defining illnesses and premature death." Id, at 44. (Emphasis added). If Relators were

successful in blocking or delaying the Medicaid expailsion, an untold number of Ohioans eligible

for the Medicaid expansion will have their HIVinfection 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 insuranec 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 .nortality in hospital and for at least 2 years after admission"; and

(5) "are less likely than insured adults to be aware of llypertension and, if hypertensive, more

likely to have inadequate blood pressure control." Id. at 46. Finally, the Institute fotind,

"Uninsured adults in severe autornobileaecidents have a substantially higher mortality rate." Id.

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 repoi-t entitled, "Uninsured and Dying Because of It." (Appendix N at 47-48). The

tJrban 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 serious 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 t?S Adults"-

that "Lack of health insurance is associated with as many as 44,789 deaths per year in the United

States." (Appendix 0 at 49-50).

3. Medicaid Expansion Will BeneBt 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 erucial.' Director'I'racy Plouck of the Ohio Department of Mental 1-lealth and

Addiction Services summarized clearly the transformative nature Medicaid expansion will have

on the lives of low-income Qhiganson April 24, 2013. Shetestitied before the House Health

and Human Services Subcommittee:

"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 contribute to the workforce. This can help trans.form
lives." (Appendix P at 52) (Emphasis added).

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

and marijuana. She said:

2 As the briefs filed by Respondents and other amici will show, the Medicaid expansion will also
benefit xnillions 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. 1-Eowever, when he contacts the local ADAMFI 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." (Id at 53,
Emphasis added).

Director Plouck noted that there are "thousands of-stories like this one." Id. (Emphasis added).

Veterans will benefit greatly from the Medicaid expansion. In a 2010 study of nearly

129,000 nonelderly veterans, the Urban 1_nstitute found that there were 52,000 uninsured veterans

in Ohio and estimated that "ilearly half of uninsured veteransvvould qualify for ex;panded

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 iloted 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 qLialify for Medicaid to

supplement their VA care under the expansion....'° Id. at 58.

Individuals with disabilities will also benefit greatly from the1Vledicaid 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 discrimination prohibited by the Americans with Disabilities Act. See Cllnzstead v. L. C.,

527 U.S. 581 (1999). For individuals ^ndth disabilities who do not have access to health care

coverage, they will not have needed supports, leading to worseningconditions, possible

institutionalization, or even death, The National Association on Mental Illness (NA.MI), 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. Id. 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 (Id. 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 fltinking out of
school and living a life of seciusion. He holed up in his room while the rest of
the family walked on eggsheIls. 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, I don't know where we
would be right now." .Id at 60.

Similarly, the Judge David L. Bazelon Center for Mental I-lealth 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 Elomeless

Council have reported that Medicaid expansion would improve health outcomes, reduce

bankruptcies caused bv 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 .f'emales before they become pregnant, and

that gap in coverage ean be crucial. '1'he Urban Institute reported there were 113,000 uninsured

females in Ohio between the ages of 19-44 with incomes below 100% of Federal Povei-ty 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

burdensthey experience associated with health care." Id. 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

liealth insurance coverage and their families." Id.

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 °iitwill help address

the generally poor health of ex-offenders, reduce medical costs and possibly keep them from

sliding back into crime." (Appendix W at 73). 11'ew 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

outcoines for this population and also reduce the rate of criminal activity." Id.

"I'he Kaiser Commission on Medicaid and the lininsured summarized very clearly the

beneficial effect of Medicaid expansion in its August 2013 report, "What is Medicaid's Impact

on Access to Care, Health flutcomes, 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 turn, 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 ultiniate 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. Id, at 75.

4. Relators Indicate thatThev Want to "Vindicate the Ptiblic Interest ,"
But the Public Interest Strongly Argues#'or This Court to Deny the
Reauested Writ

Relators ael:nowledge 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. 35-3$ of their Brief). However, Relators have only an ideological

interest, and indeed they recognize at r105 of their Complaint that they have "no rights or

obligations peculiar" in this litigation. At 27 of their Brief, 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.

l,or 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 ^ercentdge for a State that is oneof 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 a10 ) A i. 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 level for each

year thereafter.
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"I"he 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 Ohio (I-tPIO) was a

coordinated effort among the I-IPIO, 1`he Ohio State University, Regional Economic Models,

Inc., the Health Foundation of Greater Cincinnati, thc 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 S2.5 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 woulci be less than 100%; (2) "a11ow

$1.6 billion in statebudget savings during SFY2014-2022"; (3) "generate between $17 billion

and $2.8 billion in state revenue during FY2014-2022"; and (d) "create between S 1.8 and

$1.9 billion in state budget ag ins over the nine-year period" 7d.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 ruliri g in Relators' favor would harm the 360,000 Ohioans without health

insurance 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

fact, theHPIO 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 hv insurance.
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Relators disregard the harm suffered by the 360,000 Ohioans (Appendix B) who are

below 1.00% of the Federal Poverty Level and have no health insurance. As indicated above, the

FIPIO studies were the product-not of speculation by individuals wiih an ax to grind against

expansion-but of the extensive nonpartisan work of the HPIO and those working in

collaboration with theHPIO. Medieaidexpansion is the only hope for regular xnedical care for

indiviaual adults in Ohio below the Federal 1'overty Level the kind of medical care most of us

take for ranted.

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 011ioans 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 I. As set forth in B2 above, the harm that would

occur 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 miiior 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

niortality 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." Id at 80). The great. public interest

calls ior protecting the lives of the 360,000 Ohioans without any health insurance who are under

100% of the Federal 1'overty Level by denying the request for a writ of mandamus.

C. CONCLUSION

Relator.shave 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, ditring which time an unknown

number of low-income adults in Ohio would deteriorate emotionally and physically-and some

would die-duetothe lack of health care. Amici respectfully request that this Court dismiss

Relators' Cotnplaint.
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(Counsel of Record)
Eugene King
Ohio Povertv Law Center, LLC
555 Buttles Avenue
Columbus, O1-I 43215
^C: (614) 824-2504
F: (614) 221-7625
drogersr,^P.oslsa.org
Counsel for Amicus Curiae
Ohio Poverty Law Center, LLC';American Cancer
Society Cancer Action Network;
National Association of Sncial lVorkers-Ohio,:
Nationcrl Health L atv Prvgyrxm; National Hicltit)le
Sclerosis Society Ohio Chapters; Ohio Association of
Area Agencies on Aging;, Ohio Olmstead Task Force;
Ohio Voices for Clzildren; Policy Matters Ohio; 7'he
Center,for Community Solutions; The Coalition on
Homelessness and Housing in Ohio (COHHICJ),• The
Franklin County Public Defender; The Ohio
Federation of Teachers; 7'oledo .4rea Jobs with Justice

18



& Interfaith Worker .Iustice Coalition; Universal
Health Care Action IVetwork of Ohio (UHCAN
Ohio),°Conzrnunity Legal Aid Services, Inc.; Legal Aicl
of Western Ohio; Legal Aid Society Uf Southwest Ohio,
LLC; Southeastern Ohio Legal Services; The Legal
Aid Society of Cleveland; and The Legal Aid Society of
Columbus.

W. David Koeninger (0065906)
Advocates for Basic Legal Equality, Inc.
525 Jefferson Avenue, Suite 300
Toledo, ()H 43604
T: (419) 255-0814
F: (419) 259-2880
dkoeninger@ablelaw.org
Counselfor Amicus Curiae
Advocates for Basic Legal Equality, Inc.,
and Toledo,%Lucas County CareNet

Kerstin Sjoberg-Witt (0076405)
Disability Rights Ohio
Ohio Disability Rights Law and Policy Center, Inc.
50 W. Broad Street, Suite 1400
Columbus, OI-1 43215-5923
614-466-7264 ext. 114
Fax 614-644-1888
TTY: 614-728-2553, 800-858-3542
ksjoberg-witt@disabilityrightsohio.org
Counselfor Arnicus Curiae
Disability Rights Ohio, People First of Ohio, The ARC
of Ohio and The Ohio Fmpowerment Coalition

19



CERTIFICATE OF SERVICE

I certify that a copy of the foregoing was sent by ordinary U.S. Mail to the following

counsel on this ^^o^day of November, 2013:

Michael DeWine (0009181)
Attorney General of Oliio
Eric Murphy (0008324)
State Solicitor (Counsel of Record)
Ryan L. Richardson (0090382)
Cha.rity IZ.obi (0075123)
Assistant Attorney General
30 East Broad St., 17`i' Floor
Columbus, ON 43215
614-466-8980
eric.murphy@ohioattorneygeneral.gov
Counsel for Respondents

Maur'rce A. Thonlpson (0078548)
(Counsel of Record)
1851 Center for Constitutional Law
208 E. State Street
Columbus, OH 43215
614-340-9817
1VIThom.pson(cU,OhioConstitution.org
Counsel for Relators

Douglas L. Roers_(0008125)
(Counsel of Record)
Ohio Poverty Law Center, LLC
555 Buttles Avenue
Columbus, OH 43215
T` (614) 221-7201
F: (614) 221-7625
drogers,^&̂oslsa.org

P:AI 1-(?R\C:(eveItight\I'ti TI-IE SUPR-EME COURT OF OHIO - final- 11-2I-13.docx

20



APPENDIXA;
ADDITXONAI, STATEMENTS OF INTEREST

l. Arnerican 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, d'zscrimination, 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 comnxunity 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
leaders and working together as a team with all members of the comn-lunity. 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 fotmded in 1913 in Cleveland, Ohio, is a
501c(3) non-profit organization with extensive experience in data driven non-partisan public
policy analysis to improve liealth, social, and econotnic 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 iVledicaid reform commissions, The Ohio Commission to Reform Medicaid (2003-
04) and Ohio Medicaid Administrative Study Council (2005-06).

7. The Ohio Ernpowerment 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 Care:Net 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 Heafth Disparities

Prepared By: Deborah Reid
August 21, 2012

1. 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 Aiaskans.' In 2008, racial and ethnic minorities comprised
about 52% of all uninsured childless adults with incomes at or below 133% FPL.2

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 to wealthier

individuals (3.7 %).3

3. 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.4 Expanded Medicaid coverage will provide low-income men with
incomes below 133% FPL access to primary care providers, cancer screenings, and patient education.5

4. 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.6 In 2010, 29.2% of

American Indians and Alaska Natives ^Al/AN) were uninsured, Af/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.8

5. The Medicaid Expansion will help women of color with HIV/AIDS with early access to treatment. Latinas
represented 19% of new AIDS diagnoses among all Latinos (men and women combined) in 2010 and Black

women represented 34% of new diagnoses among Blacks.g The Expansion extends coverage to individuals

below 133% FPL without first requiring them to be unable to work.1°

6. The Medicaid Expansion will help more than 1.2 million low-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."

7. The Medicaid Expansion would help to improve access to a usual source of care, A UCLA study found

that moderate and low-income uninsured populations 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 to 24% of those with insurance.'Z

8. The Medicaid Expansion will help women of color access care. Currently, many women of color avoid
doctors' visits due to the cost.13 The Medicaid Expansion provides cost-sharing protections for all Medicaid
enrollees 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, ilc?al Ltildw.org
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9. The Medicaid Expansion would result in improvements in coverage and care to people in rural areas.
Rural dwellers tend to experience higher rates of poverty than their urban counterparts,'4 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.15

10. 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.'3

AM. C. PHYSICIANS, RACIAL AND ETHNIC DlSPARITiES IN HEALTH CARE - UPDATED 2010 5 (2010).
2 Kaiser Family Foundation, Expanding Medicaid Under Health Reform: A Look At Childless Adults At or Below 133% of Poverty (April
2010), available at
3 DEP'T, oF HEALTH & HUM. SERV., SUflSTANCE ASllSE & MENTAL HEAi.TH SERV. ADMIN., MENTAL HEALTH, UU;TCD STATES 2010 10 ( 2010).

4 David Miller, M.D., M.P.H., et al, Prostote CancerSeverity Among Low-Income Uninsured Men (May 9, 20Q9), available at

See Ina Wu, M.D., Disparities in Prostote Cancer in African American Men: What Primary Care Physicians Can Do, 79 CLEVELAND
CurviCJ. OF MED. 313 (May 2012).
6 fnstitute of Medicine, Uninsurance Facts & Figures ( 2004), available at h? t; itin^^irf.coar r,^ fnxh^.

7 Dep't. of Health & Hum. 5erv,, Office of Minority Health, Infant Mortality/SlDS Data and Statistics (July 5, 2012), available at
i^tta ltirn^url.cc^n;^^o^m^i^#.
$ ACA, Pub. L. No. 111-148, § 1302 ( 2010).
5 Kaiser Farn. Found., H1VfAJDS Policy - Fact Sheet: Latinos and H1V/AIDS (July 2012), available at h^ a:r'Iti vurl.cnr^J? s^^esd.

''0 National Health Law Program, 10 Reasons Medicaid Expansion Benefits Women Living with H!V (Aug. 17, 2012), available at
ht:ta:/ www.he^.iEthbatw.org,
1' LDI Health Economist, Near-Elderly Women andA New Medicaid Disparity (June 2012), available at htt i =̂;Lir€.:c Yr'^ 5^r.

12 E. Richard Brown, et a;., Disparities in Health Insurance and Access to Care for Residents Across U.S. Cities (August 2000), available

at ht^ :'i _iny:.irl.carr%9ky9^t^.

13 AM. C. PHYS7CIANS, RACIAL AND I:THNtC DISPARITlE5 IN HEALTH CARE-UPDATED 2010 ( 2010).

14 Rural Assistance Center, Medicaid Frequent/yAsked Questions (May 21, 2012), ovailabte at htto:rltinu .ri,com(8;629g6,

1S KAISER FAM. FOUND., HEALTH INSURANCE CDVERAGE 1N RURAL AMERICA ( Sept. 2003).
16 Sari Siegel-Spieler, Ph.D. et al, National Public Health and Hospital Institute, Medical Homes atSafetyNetT Hospitals Improve Access
to Culturally Competent Care and Reduce ER Overcrowding (June 26, 2010), avaiiable at ntta ^.r'iiny t r.4arrluz;lidc.
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If Ohio does not mnveforward
with Medicaid expansion,
thousands of Ohioans with
incomes up to 100 percent
of the Federal Poverty Level
(FP' ) ($23,550 for a family of
four) will have no subsidized
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 the right are
cou nty-level projections for
uninsured adults (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 Ohioans left without
subsidized coverage include
parents with incomes between
90 percent and 100 percent FPL.
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Department of Health & Human Services
Centers for Medicare & Medicaid Services
233 North Michigan Avenue, Suite 600
Chicag©, Illinois 60601-5519

CENTERS FOR h1EDICARE & rMED1CAID ScRViCES

October 10, 2013

John McCarthy, Director
Ohio Department of Medicaid
P.O. Box 182709
50 West Town Street, Suite 400
Columbus, Ohio 43218

RE: TiV OH-13-0018

Dear NIr. McCarthy:

Enclosed for your records is an approved copy of the following State Plan Amendment:

Transmittal. # OH-13-0018 MAGI-Based Eligibility Group-iVledicaid 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 christ.ine.davidson2Rcrns.hhs.aov
if you have any questions.

Sincerely,

Verlon Johnsc(n
Associate Regi nal Administrator
Division of Medicaid and Children's Health Operations

Enclosure

cc: Debbie Saxe, ODJFS
Lynne Lyon, ODJFS
Andy Jones, ODJFS
Becky Jackson, ODJFS
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OH.0340.It00.00 - Jan 01, 2014

Medicaid State ^la^ Ellobili^. St^da^^r^age (CMS 17^^

StatelTerritory nanae: Ohio
Transmittal Number:

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

OH-13-0018 -

Prnposed Effective Date
01/0112014 (mr.r/dd/yyyy)

Federal Statute/RegWation Citation
Section 1902(a)(10)(A)(i)(VIII) of the Social Security Act

Federal Budget Impact
Federal Fiscal Year

First Year 2014

Second Year 2015

Subject of Amendment
Adult Group

Amount

$ 1048700000.00

$ 1999500000.00

Governor's Office Review

^ Governor's office reported no cominent

q Comments of Governor's office received
Descn'be:

L No reply received within 45 days of submittal

C Other, as specitied
Describe:
The state Medicaid Director is the Governor`s designee.

Signature of State Agency Official

Submitted By:

Date Submitted:

1®hn. Mccarthy

Sep 26, 2013

DATE RECEJ[VED; DATE APPROVED:

9/26/2013 10/10/2013

PLAN A.DPROVED - ONE COPY ATTACHED
EFFECTIVE DATE OF APPROVED l2ATERL4t.c SIGNATLME OF REGI®lti AJG OIt'FICIAL:

01/01/2014

TYPED NAME TITLE °

Verlon 7obnson Associate Regional Administrator
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Medicaid Eligibality
car^u^r^es^ss^mmarqe. . .

1902(a)(i 0)(A)(i)(VIII)
42 GFR 435.119

oititH Controt Number 0938-1148
OMB Expiration date: 10/3112014

The state covers Lhe Adult Group as descrfoed at 42 CkA 435.119,

Q Yes CNa

[C Adult Group -Non-pregnant individuals age 19 through 64, nototheavt+ise snandatorily eligible, with income at or belosv.I33°fa FPL.

® The state attests that it operates this eligibility group in accordance with the following provisions:

® Individuals qualifying under tbis eligibility group must meet the following criteria.

Have attained age 19 but not age 65.

Are not pregnant.

® Are not entitled to or enrolled for Part A or B 14fedicare benefits.

Are not otherwise eligible fbr and enrolled for mandatory coverage under the state plan in accordance
with 42 CFR 435, subpart B.

Note: In 209(b) states, individuals receiving SSI or deemed to be receiving SSI who do not qualify for mandatory
Medicaid eligibility due to more restrictive requirements may qualify for this eligibility group if otherwise eiigible.

® Have household incorne at or below 133% FPL.

MAGI-based income methodolog°ses are used in calculating household in.corae, Please refer as necessary to S10 MAGI-Based
-n^- Income Methodologies, completed by the state.

^i There 9s no resourcd test for tb.is eligibility group,

Parents or other caretaker relatives living with a ahild under the age specified below are not covered unless the chdd is
receiving benefits under Medicaid, CHIP or through the Exchange, or otherwise euro]ied in minimum essential coverage, as

defined in 42 CFR 435.4.

Q Under age 19, or

@A higher age of children, if any, covered under 42 CFR 435.222 on March 23, 2010:

Q Under age 20

@ Under age 21

EE Presustptive Eligibility

The staie covers individuals under this group when deterinined nresurnptiveLy eligible by a qualified entity. The state assures

it also covers individuats under the Prepnant Women (42 CFR 435.116) and/or Infants and C1xildren nndar Age 19 (42 CFR
435.118) eligibility groups when determined presranptively e(igible,

() Yes ^'
,> No APPENDIX C

TN No: OH-13-0818
Ohio

5:32

Page lof1

Approval Date: 10/10/2013

Effective Date: 1/01/2014
-28-
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DEPARTMENT QF HEALTH & T-itT.MlAiN SERVICES

Centers fz>r Medicare & Medicaid Services
7500 Security Boulevard, MaiI Stov: 52-26-12
Balts.moxe, Maryland 2I244-i 850

,f.

cfxrEesweMmie+RE6A4tulcunSF¢vlcf5

CEATTER FOR h4E[TtC:At1D & CkllP SERVICES

JUN 1 3 2013

The Honorable Maggie Hassan
Govern:or of New Hampshire

Concord, NH 03301

Dear t"overnor Hassan:

Thanks to the Affordable Care Act, in 2014, Ameriearzs vaill ha'Ve access to new marketplaces

that will provide high quality insurance choices. Additionally, the law provides states with the

authority to expand their Medicaid prograr.^s up to 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

goverrunent for the first three years and the federal government will cover at least 90 percent of

these costs in the years thereafter. CMS encourages all states to fully expand their Medicaid

programs and take advautage 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 Ha^npslv.re choose to expand Medicaid

coverage< the state may drop that expanded covera.ge at an.y tiine, without firanrtal n^na7tz^ ^nm -

tlbe federal government.

I look forward to worldng with you toward cur, uultimate goal of en.suring th.at every Americs.,aza

has access to affordable, high quality health care. Please do not hesitate to contact nie if you have

any fiu-ther questions or concerns.

Sincerely,

Cindy Mann
Director

cc: Ric;_dard McC"rreal, Associate Regional Adn-2nistcator, CMS Boston Regional Office
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Jury29, 2010
Note; Since the release of this report,the Affordable Care Act changed the law to include Social Security benefits as Income when calculating
Medicaid eligibitity, For updated informationon ca(cufa;ing household income both for Medicaidand for health reform's premi urn tax credits, see

Health Reform Expands Medicaid Coverage
For People with Disabilities

ByJudith.Solomon

The new health reform law will cover over 30 million uninsured Americans, including 16 million iow-income
adults and children through Medicaid. A substantial 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, coveringa number of services that
theyneed (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 Eligibilityfor Medicaid Change in 2014?

In most states today, to be eilgible 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 (SSI) disability standards. Generally, adults who are not in 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 Medicaid
beginning in 2014> It includes people with incomes below 133 percentof the poverty line (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 covered by Medicaid under f ederal law. These individuals' assets will not be
considered in determiningtheir eligibility, so small bank accounts or life insurance policies will not disqualify

them from receiving Medicaid.

In addition, for most people, health reform will change the rules regarding how income is counted in
determining their Medicaid 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 mdderate-income people
purchase coverage through the new health insurance exchanges. This change will make more people with
dlsabilities eligibie for Medicaid.

How Wil i These Changes Benefit People Vvlith Serious Disabilities?

Currently, a person whose disability meets SSi disability standards can generallyquafifyfor Medicaid.
People who receive SSI disability benefits qualifyfor 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 iine and by not applying an asset test to the new eligibility group.

APPEi^'^I.X E
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What About People Receiving Social Security Disability Benefits?

EJniike SSI disability benefits, which are based on financial need, Social Security disabifity benefits (often
called Title Il benefits) are based on an individual's work history and earnings. People receivingthese
benefits do not become eligible for Medicare until the 25th month after they begin receiving Social Security;
during this waiting period, many beneficiaries with modest incomes are uninsured. Despite their limited
incomes, they often do not qualify for Medicaid, since in most states, Medicaid eligibilityfor 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 limit to 133 percent of the poverty line and because of a change in how their
Social Security benefits are considered in determining eligibility. Underthe new rules, Social Security
benefits will not count as income for most beneficiaries with modest incomes for the purposes of
determining Medicaid eligibility. Many low-income people with disabilities who are within the two-year
waiting period for Medicare thus will be able to qualify for iUledicaid coverage duringthat period.

This change will rectify one of the most indefensible gaps in health coverage in the United States -the
lack of coverage for manyseverely disabled low-income people duringthe first years of their disability. After
24 months, when these individuals become eligible for Medicare, they will no longer qualifyfor Medicaid.
(Many will be eligible at that point for assistance with Medicare cost-sharing that is provided through state
Medica;d 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 SSI 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 heaith reform, people no ionger have to fit into such a category to qualify for Medicaid. Low-
income individuals with disabilities and chronic conditions that do not meet the SSI disability standards will
become eligible for the program as long as their iricome is below 133 percent of the poverty line.

How Do These Changes Applyto Adu1ts Who Need Long-Term Services and Supports?

The health reform law makes no change in the eligibility rules that applyto these individuals. Adults
seeking Medicaid coverage for long-term services and supports, inciudingoare in a nursing home or home-
and community-based services, must meetcurrent Medicaid rules fordeterminingfinancial eligibiiity,
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 People wfth Disabilities Be Financed?

The federal government will pay most of the cost. During the first t;nreeyears thatthese provisions are in
effect (2014-2016), it will pay 100 percent of the Medicaid costs of covering people with disabilities whom
the health reform law makes newly eligible for Medicaid. Federal support will then phase down modestly
over the following several years, so that for 2020 and all subseq uent years, the federal government will pay
90 percent of the costs of covering these individuals.

2
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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
afready 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" model,

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 Ohio 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 peop[e 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 resulting 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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table ES1.Overall impact of Medicaid expansion on the state budget, under UI and OSU estimates (millions)

...,.
!;! OSU U1 oSt1 uI oSU

$13 $22 $53 $59 $82 $99 $113

S30^48 ":. $110$212 . $252 ^274
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$147 $1.56 ' $1g1 $307. $2^8 ^^51 ^33;3
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^2;8 2 9 ,421 ^^,^^^ ^.^,7s2 ^g,^,5=: $1,951 .<..: S1,820

5. A Medicaid expansion would affect Ohio residents in other ways. For example, during the final year we
analyze, a Medicaid expansion woufd:

• 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 Ohio 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:
• We included 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
• We supplemented 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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Source: OSU 2013; Urban Institute NIPSM 2012; REMI 2013. Note. "UI" refers to Urban Institute estimates. Table does not include possible
savings from obtaining higher federal matching funds for people with incomes below 138percent FPL who currentty receive Medicaid
throughTransit'ronal Medical Assistance, the family planning waiver, pregnancy-based coverage, or Medicaid Buy-Inforworking People with
Disabilities. italso does not include savings from existing state3pending, other than on inpatient care for prisoners, that goes to provide
medical services to the uninsured. Columns may not total due to rounding.
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EXECUTIVE SUMMARY

The Affordable Care Act (ACA) seeks to fill the longstanding gap in Med3ca ►d 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 not 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
need5 who face ongoing financial struggles. Participants range in age and race, have differing family
circumstances, and include a mix of heatthy individuals and those with serious and chronic illnesses and

h sical and mental health needs. Nearly all participants said ^p y It's very stressfut yvandFrcng wfhere
they are struggling financially. They worry about paying bills ; your hextpdy;s goinq_te crame from,
and affording basic necessities like groceries. While many have how ynu'regnlr,; to pay tf}^ilsj even

recently gained employment or are working part-time, others far thoae that ;have sor,^e ^^pe of

have lost jobs and are looking for work. While most are living fncome, ^t's sqif: a stzuggle. it s[^ko

in their own homes or rented apartments, some have moved regett^ng paid but t3len you stii^
r^nn'tave ehough rttoriey to surv ve:'

in with friends, parents, or other relatives. A few are receiving Angeiette, ^alifarr^ra

assistance from other social service programs.

Wh ► le uriinsured, participants could notafford to obtain needed care, resulting in significant negative

im^pacts an their health and contr'ibutin^ to major stress and worry in their lives. Participants used

WOTdS $uch as'fs^ared," "uneasy," "inse^ure," 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 uniiearable before seekine care and

frequently relying on the emergency room when they did seek care, which resufted in laree bilis the^

co a number said th
receiving emergency treatm^nt__._

unable to obtain recommended follow

"Being uninsured fe{fi horrible jbe]tause you bas catly have to be are yot

becauseyou can'tdgrrsrd it ' .,^ndyl: Caiiforn1 a

`;Nly head was 6)eedina ar:o...the dmbulancQ carr.e and f was suppased

.`(fir!^1ave lnsura;lce. I^.:Sa.^, i^vliii^'escta

'1_o aaz m,

itIsura11c2= 1j^ b astCil J,JDr l. .._. ^ O^ o k- i i%'.ilC .:'n

care after

death bed before you go to Ehe dottoY's

-tr to t!^e hospital but I cidn'...because I

'
'=^•It.^. ^,^{_^...;,^1^I1^
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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 enrolling in coverage and are hoping to follow up with other preventive
services, such as calonoscopies 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, obtain9neMedicid coveraef, far;litatad thp'+.r ability to take charge oftheir lives and focus on
other goals and priorities, such as employment.

,. -
"You woudd put it off and put it nff and put it aff until you were alennst at death s donr and you iyad to g^x ^ko the =_. ..:> ... .:... < .
ernergency roorei; you cfidn't have a choice. 3ut..,now,,,you can goto yvur doGtar;'you can diac uds V,thaty®u heed and.:. ... ..
thert yotii can go get your prescripticns and fortunate?y eve:y lhing is -ood' ltitsa*,tf^ev,r, GC

.. ,.,

"It rrtafies me feel.better because l have...famEly iiis#ary and I have Ct5 mak2sure that i'rn stayir.g on top or' thina ...So
bein^ able to have a doctar where I can say...I need to get this checked ou# because I might be at r;sk for t' is...mai«s me
feel a lot better'':Alfreda,':Ca'I=ornia

. .... ,. ,
"That's a huge support system for me to...fook for a job and do a(l fhese other°Ehings...[be]rause 1 have ths healtin
c®verage 1. haaee and that's a security Luv^ inecrne aduit, Co^^necticut

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 do 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 budgets, but nated. 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 im
individuals' persona( lives bv enahtinathernto obtain needed care providing financial.
the cost of care, and alleviatin . a si nificantsource of stress and wor . They further show that
prove ing Medicaid coverage enables 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 controE
providine Medieaid coveraee suraAOrts their ability to take charge of their lives and focus on other
priorities and zoais^+ng Pm^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 promoting 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. Heaith
professionals deliver vaccinations, screen for modifiable risk factors such as high blood pressure and high cholesterol, counsel
patierts 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 preventive therapies such as postmenopausal liormone
replacement therapy.

The health care landscape has changed dramatically in the 17 years since the U.S, Preventive Services Task Force
(USPSTF/-1ask Force) was first established in 1984 to provide advice about prevention for health professionals. Prevention has
become an integral component of primary health care Q. Delivery of clinical preventive services such as immunizations,
mammograms, and cholesterol screening has risen steadily over the past two decades (3). Roughly 90% of employers now
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HOW DOES
CARE?

LACK OF INSURANCE AFFECT ACCESS TO HEALTH

Health insurance makes a difference in whether and when people get necessary medical care, where thev 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 couditions go undetected.

Uninsured people are far more likelythan

those with insurance to report problems

getting needed medieal care. One-quarter of

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.

Part of the reason for poor access among the

uninsured is that more than half of uninsured

adults (55%) do not have a regular place to go

when they are sick or need medical advice

(Figure 11).

Access to hea]:th care has eroded over titne
for many. Rising health care costs have made

Barriersto Health Care Among NoneideriyAdults by
insurance Status, 2012
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health care less affordable over time, particularly for uninsured people. Between 20oo and 2o1o, the
differences in access to care between those with and without coverage widened.43

Uninsured people are less likely than those withcoverage 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.44,45 Uninsured patients

are also less likely to: receive necessary follow-up .screenings after.abnormal cancer tests.45 Consequently,

uninsured patients have increased risk being diagnosed in later stages of diseases, including cancer, and have
higher mortality rates than those with insurance.47.48,49

Anticipating high medical bills, many unznsured 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.50 Regardless of a person's insurance coverage, those injured or newly
diagnosed with a chronic condition receive siniilar foilow-up care plans; however, people without health
coverage are less likely than those with coverage to actually obtain all the services that are recommended.jz

Because people m4thout healffi coverage are less likely than those Mth 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 wzth
2aJ.sur3IICe,52,53.54,58
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U.S. Preventive Services Task Force Issues New
Cervical Cancer Screening Recommendations
Evidence shows that cervicat cancer screening is etfective

Washington, D.C. -®n March 15, Annals of (nfemal 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 available evidence, posting a draft recommendation statement for public comment, and ConSiderfng
the comments it received, the Task Force concluded:

• 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 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 oniy. This is an A recommendation,

• The Task Force recommends against screening women who have had a hysterectomy 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
recommendations. Evidence showed that the expected harms (such as unnecessary procedures, false positives, and
possible problems with future pregnancies) of screening these populations outweighed the potential benefits.

• 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 potentiai benefits.

These recommendations apply to women, regardless of sexual history, who 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 Nicholson, M,D,, M.P,H,, M,6,A.

The public comment period is an important part of the Task Force'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 cemment 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 otherorganiz•ations, such as the soon to
be released joint guidelines from the American Cancer Society, American Society for Colposcopy and Cervical Pathology, and
American Society for Clinical Pathology, as well as guideiines from the American Congress of Obstetricians and Gynecologists,

http://www.uspreventiveservicestaskforce.org/press reEeases/cervcancerpr.htrn APPENDIX J Pa^i o112
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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 irn 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, I

, or suzciae. -p-any aetection
anci treatment oI senous menta111messes wo1
more must be done to tmplement this model

throughout the health care and social service

systems.

DISEASlr• BURDEN
An estimated 4 million young people will develop a
severe mental disorder, such as schizophrenia or
bipolar affective disorder.z 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.4

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
population,6 and an estimated 10 percent to 15
percent of people who suffer from severe mental
illness commit suicide.7

EARLY iNTERVENTi^N
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 inentai
disorders often do not receive treatment beeause 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 fo'r the Use of Antiretroviral Agents in
H1V-1-Intected Adults and Adolescents

Downloaded from http://aidsinfo.nih.gov/gtxidelines on 11/3/2013

Visit the .A.IDSinfo website to access the most up-to-date guideline.

Register for e-mail notification of guideline updates at htt ://aidsinfo.uih.gov/e-news.

Downloaded from httn://aidsinfo.niL..gov/guidelines on 11/3/2013
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Introdu.ct.ion (Last updated February 12, 2093; last reviewed February 12i 2013)

Antiretroviral therapy (ART) for the treatment of HIV infection has improved steadily since the advent of
potent combination therapyin 1996. New drugs that offer new mechanisms of action, improvements in
potency and activity even against mtzltidrug-resistant viruses, dosing convenience, and tolerability have been
approved. ART has dramatically reduced HIV-associated morbidity and mortality and has transformed H.IV
disease into a chronic, manageable cohdition. In addition, effective treatment of HIV infected individuals
with ART is highly effective at preventing transm.ission to sexual partners.1 However, less than one-third of
HIV infected individuals in the United States have suppressed viral loads,2 which is mostly a result of
undiagnosed HIV infection and faihire to Iink or retain diagnosed patients in care. Despite remarkable
improvements in HIV treatinent and prevention, economic and social barriers that result in contintied
morbidity, mortality, and new HIV infections persist.

T"ne Department of Health ar?d Human Services (HHS) Panel on Antiretroviral Guidelines for Adults and
Adolescents (the Panel) is a working group of the Office of AIDS Research Advisory Coun.cil (OARAC).
The p.rirnary goal of the Panel is to provide HIV care practitioners with recommendations based on current
knowledge of antiretroviral (ARV) dnigs used to treat adults and adolescents with HN 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 zaaive patients, drags or coinbinations
to avoid, management of adverse ef, cts and drug interactions, management of treatment faillare, 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).3> 9

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 I.abzling for the particular products or indications in question, and the use of the terms "safe" and
"effective" may not be synonymous with the Food and Drug Administration (FDA)-defined legal standards
for product approval, The Panel frequently updates the guidelines (current and archived versions of the
guidelines are available on the AIDSinfo website at http/fwww.aidsinfo.nih.g:,ov), 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 care .for all patients. "Clinicians sd:oztld exercise clinical judgrnent in management decisions
tailored to unique patient circumstances.

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

APPErmzx L
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In6tiating Antiretroviral Therapy in Treatment-Naive Patients (Last
updated February 12,2013; last reviewed irebruary 12, 2013)

Parie€`a fiecornwantldtions

• 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 celis/mm'
(Al); CD4 count 350-500 cells/mm} (All); CD4 count >500 cells/mm3 ( Bill).

• ART also is recommended for H1V-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 (AI); other transmission risk groups (Atll).

• Patients starting ART should be willing and able to commit to treatment and understand the benefits and risks of therapy
and the importance of adherence (Alli). Patients may choose to postpone therapy, and providers, on a case-by-case basis,
may elect to defer therapy on the basis of clinical and/or psychosocial factors.

Rating of RecommendaflQns: A= Strong; B= Moderate; C = tJptiona!

Rating of Evidence: t= Data from randomized controlled trials; t/ = Data from well-designed nonrandomized trials or observatianal
cohort studies with long-term clinical outcomes; !f! = Expert opinion

Introduction
Without treatment, the vast majority of HIV-infected individuals will eventually develop progressive
irnmunosuppression (as evident by CD4 count depletion), leading to AIDS-defining illnesses and premature
death. The primary goal of antiretroviral therapy (ART) is to preventHlV=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 AID, S-defzning 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 ofHIV to sexual partners.l, z 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.3 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,4 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-ter.m risk for death may be low,3 the recommendation to initiate ART is based
on growing evidence that untreated HIV infection or uncontrolled viremia is associated with development of
non-AIDS^defming 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/mm3, or history of an AIDS-defining illness, including HIV-associated de.m.entia, HiV associated
nephropathy (HIVAN), hepatitis B virus (HBV), and acute HIV ixzfection.
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AMERICA'S UNINSURED CRISIS:

CONSEQUENCES FOR HE..A.LTH AND

HEALTH 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 ind'zviduals 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 adults? (3) Are insured people affected by high rates of

uninsurance ir^ their cornmunities?

CAUGHT IN ADOWNV4'A141'3 SP8RAL: H£ALTH 1NSUlZANCE COVER-
AGE IS DECLINING AND WILL CONTINUE yC? 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 prerniums

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 cornerstone 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.
. Overall, fewer workers, particularly those with lower wages, are offered

employer-sponsored insurance, and fewer among tl:e workers that are offered

such insurance can a,fford the premiuums. Moreover, employment has shifted

away frorn industries with traditionaUy high rates of coverage, such as manu-
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 ischemic stroke Uninsured adults are more likely than insured adults

to suffer extremely poor outcomes, including neuro-
logical impairnzent, 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 ian-

sured adults.

Diabetes Uninsured adults have significantly worse glycen^eic

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 admiss^on.

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 in^ury 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. Uni.nsured adults in severe automobile acci-

dents have a substantially higher mortality rate.

Research shows children benefit considerably hoi-a health insurance. When chil-

dren acquire health insurance:
• They are more likely to have access to a usual source of care; well-ehild care

and immunizations to prevent future iilness and mor.itor developmental mile-

stones; prescriptior, med'zcations; appropriate care for asthma; and basic den-

talservices.
• Serious childhood health problems are more likely to be identified early, and

children with specia; heai'th care needs are more likely to have access to spe-

cialis ts.
• They receive more timely diagnosis of serious health conditions, experience

fewer avoidable hospitalizations, have improved asthma outcomes, and miss

fewer days of school.
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^^^^ary

he absence of health insurance creates a range of consequences, including lower quality of /ife; increased morbidity
and mortality, and higher financial burdens. This paper focuses on just one aspect of this harm-namely, greater risk of
death-and seeks to illustrate its general order of magnitude.

In 2002, the Institute of Medicine (IOM) estimated that 78,000 Americans died in 2000 because thay were uninsured. Since then,
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 22,000people in 2006.

Much subsequent research has continued to confirm the link between insurance and mortality risk described by IOM. In fact,
subsequent studies and analysis suggest that, if anything, the IOM methodology 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 frcm lack of insurance, not as precise "body counts." The true number of deaths resulting from uninsurance may be
somewhat higher or Icwer than the estimates in this paper, but that number is surely significant,

The 1-011 methodology

T he IOM's 2002 report, Care
Without Coverage: Too Little, Too
Late, described the consider-

able research showing that the absence
of health coverage impedes access to
care, which ultimately increases the risk
of illness and death. Uninsured women
with breast cancer, f example, have
their disease diagnosed later during its
development, when treatment is less
effective (Ayanian et ai, 1993; Roetzheim
et al. 1999, 2000; Lee-Feldstein et al.
2000; cited in IOM 2002). Uninsured
men with hypertension are more likely
togo without screenings and prescribed
medication and to skip recommended
doctor visits, increasing the likelihood of
serious harm (Ayanian et ai. 2000; Keeler
et al, 1985; Huttin, Moeller, and Stafford
2000; Fish-Parcham 2001; cited in IOM
2002).

As part of the 1®M report, the authors
sought to estimate the total number
of deaths resulting from uninsurance.
They began developing this estimate
with two long-term, longitudinal studies
observing the relationship between
insurance status and death rates. One
used 1971-87 data on 25- to 74-year-
olds from the National Health and
Nutrition Examination Survey (Franks,
Clancy, and Gold 1993). The other used
Current Population Survey (CPS) data on
25- to 64-year-olds from 1982 to 1986.
(Sorlie et a1.1994). Although the two

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

3 T he iOM study combined this research
sult with informatiort on the num-

bers of deaths and the percentages of
people who are insured by 10-year age
intervals. lOM researchers deveioped
the following formula, which starts with
the straightforward proposition that the .
number of total deaths in 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=DI+flU

= (PI"'X) + (PU*X*1.25), where

DT = total deaths in a particular
age cohort

Dl = deaths among the insured in
the age cohort

D{! = deaths among the uninsured in
the age cohort

PI = percentage insured in the age

cohort

PU = percentage uninsured in the age

cohort

X = the number of deaths that would
occur if everyone in the age

cohort had insurance.

Note that DU, or the number of deaths
among the uninsured, is calcUlated
through two steps..First, the IOY1
methodology ascertains the number of
deaths among the uninsured as if every-
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 PU (or the proportion of
peopie 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 among
the uninsured, reflecting the 25 percent
higher mortality rate among the unin-
sured found by the above-described
research.

Using the IOM's analysis of 25- to
34-year-olds to illustrate this calculation,
mortality estimates from the hlational
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 lOM report, data
from the CPS reported that 79 per-
cent of adults age 25-34 were insured
and 21 percent were uninsured in 2000,
providing the values for PI and PIJ;
respectively, Using these figures in the
above formula produces the equation:

40,548 = (.797) + (.21 "1,25"X) = (.797)
+ (.26'°X) = (.79+.26)*X = 1.057
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Health Insurance and Mortality in US Adults
Andrew P, Wilper, MD, MPH, 5teffie 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 1 Despite re-

peated attempts to expand health insurance,

uninsurance remains conunonplace among US

adults.

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 conditions2

and are less likely to suffer undiagnosed chronic

conditions3 or to receive substandard medical

care. 4

Numerous investigators have found an as-

sociation between uninsurance and death.5'14

The Institute of Medicine (I0TV2) estimated that

1.8314 Americans 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 4 The IOM estimate

was largely based on a single study by Franks

et al.g 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

(.NHA.r^ES III), NHANES 1II coIIected data on

a representative sample of Americans, with

vital status follow-up through 2000. Our ob-

jective was to evaluate the relationship be-

tween uninsurance and death.

^^ETHDDS

The National Center for Health Statistics

(NCHS) conducted NHAIVES III between

1988 and 1994. The survey combined an

interview, physical examination, and labora-

tory testing. NHA^.'V'ES III employed a compiex

sampling design to establish national esti-

mates of disease prevalence among the

Objectives. A 1993 study fourid a 25% higher risk of death among ur insLired
comuareci with privately insured adults. We analyzed tf?e relationship between
uninsLrraric.e and deaih vvltfi more recent data.

Msttzocis. We conducted a sLrrvival analysis with data fron; the Third National
Health and Nuirition Exai-nination Survey. We analyzed participants aged 17 to
64 years to deterrriine wt}etiler uninsurance at the time of interview predicted
death.

Results: Amorrg ali participants, 3.1% (951/. confidence interval [C1I=2.5°iQ,
3.7%) clied. The hazard ratio for mortality arrioiig the uninsured compared vvith
the insureci, with adjustrrrert for age and gender orily, was 1.30 (95% Cl=1.44,
2.26). After adciatiorza{ adjustrnent for raceiPthnicity, income, education, self- and

physician-rated healtt,, status, bociy mass index, leisure exercise, smokirrg; anci
regular alcohol use, the uninsured vvere niore ii`:<eiy to die (hazard ratio=1.10;
95% C1=1.06, 1.84) than those vvith insurance.

CwrcFusiorTs. lJninsLtrance is associated with mr^rtal r<_Tha strength of that
association appears similar to that from a study that evaluated data from the
mid-1980s, despite changes in n-,edical tlierapeutics and the cfenographv of the
Lrninsured since that tWe. (Arri J PubIic Health. 2009;93:2289-2295, doi:10.2105/
AJPFi.2008.157685)

noninstitutionalized ravslian population in the

United States 15 Staff performed interviews in

English and Spanish.

The NHAINTES III Linked Mortality File

matched NHAIVES IIl records to the National

Death Index (IN0I). The NCHS's linkage, which

uses a probabilistic matching strategy through

December 31, 2000, is described elsewhere.16

The NCHS perturbed the file to prevent reiden-

tification of sarvey parlicspants. Vital status was

not altered in this process. The publicly released

data yield survival analysis results virtually

identical to the restricted-use NHANES I[I

Linked MortaUty Fi1e.17

In designing our analysis, we hewed closely

to Franks's 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 IVk-IAlVES ITI

interview. FiM we excluded those aged older

than 64 years, as virtsally all are eligible for

Medicare. Of the 33 994 individuals participat-

ing,14798 were aged between 17 and 64 years

at the time of the interview. I -̂i keeping with

earlier analyses,5°7J3 we also excluded noneld-

erly Medicare recipients and persons covered by

Ivledicaid and the Depariment of Veterans

Affairs/Civilian Health and Medical Frogram
of the Uniformed Services military insurance
(n-2023), as a substantial proporfion of those
individuals had poor health status as a prerequi-
site for coverage Of the 12 775 particspants
not covered by government insurance, we ex-

chtded 663 (5,211/o) who lacked information on

health insurance. We excluded 974 of the

remaining 12112 who were covered by private

insurance or +;mins{zred at the time of the in-

terview because of fai2ure to complete the in-

terview and physical examination, Of the

remaining 11138, we induded 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 to be

uninsured (16.4o/o vs 21.6q%o; P<.001) and less

hlcely to die (3.0% vs 4.5%; P<.001).

NH.4iV'ES III staff interviewed respondents
in their homes regarding demographics (in-
cluding health insurance). Participants
responded to questions about race, ethnicity,
income, and household size. The sample design
permits estimation for 3 raaal/ethnic groups:
non-Hispanic White, non-Hispanic Black, and
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insurance and death. For example, poor physi-

cian-rated health, poor self-rated health, and

unemployment may res-uit from medically pre-

ventable conditions. Indeed, earlier ana!yse.s

suggest that the true e:fect of uninsurance is

likely larger than that measured in multivariate

models 13'4o In addition, Hadley found that

accounting for endogeneity bias by using an

instrumental variable increases the protective

effect of health insarance on mortal.ity 40

Conclustaastu
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).4r The increased

risk of death attributabie 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 health reform is again on the

political agenda, heaith professionals have

the opportunity to advocate universal cover-

age. 0
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Testimony before the House Health and Human Services Subcommittee
on the Ohio Department of Mental Health and Addiction Services

April 24, 2013

Good afternoon Chair Burke, Ranking Member Cafaro 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:

Additionally, MHA regulates over 400 provider agencies, 36 consu m er-ope rated centers, 82 private
hospital psychiatric units, 674 adult care facilities and 89 adult foster homes.

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

FY 14l15 Budget Initiatives

Extension of Medicaid Eenefits

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 Ohio public policy.
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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[ack of funding and system capacity.lNaiting 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. ,

Tliis 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 overdose 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 illness and addiction affect people of all income levels and. backgrounds.
Recently, a woman came to my office, desperate because her young adult son with amental
illness was threatening to kill her, She had tried to reach out for help in so many different places
without success so 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
health 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 exoandinr Medicaid local communities wiil over time be able to redirect existing state subsidv
arid local resources (as available) to FIl gaps in the local service continuum reduce waiting lists
piace a ereater emphasis on wellness and prevention, and im rove overall health outcomes within
the communitv. 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 Medicaid coverage can make.

Tony, a 26-year old, has been suffering from delusions for a while a
v^aith alcohoi.and mariiuana, This behavior caused absenteeism from

ot access to neaitn insurance. ^rec
the local ADAMH board for services, he

can oniy access satety
list for treatment; as m
able to access clinical s

net services deaendina on

edi

rns that because he's uninsured he
At this point, there is a lonq waitin

2r January 1, 20L4,Iony_ ali be elicible for Medicaid: His clinical services will be funded through
that program, get^Ling him the treatment he needs in a timely way. He may even be placed in a
Medicaid health home, ensuring integration of services for both behavioral and physical health,
enhancing the quality of his care. The funds that the board previously used f or 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 ts noteworthy that this pr®posal 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 coneerned.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 more 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 comrraunity 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 illness and addiction in the Governor's
budget as it relates to the House passed version. The attached one-pager documents the value of
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Summary
According to the 201QArnerican Community Survey (ACS),

one in 10 of the nation's 12.5 million nonelderly veterans

reports neiti-ier having health instirance coverage nor usi.ng

Veterans Affairs (VA) health care.While veterans are less

liltely than the rest of the nonelderly population to be

uninsured, there are an estimated 1.31ni1J.ion uninsured

veterans nationwide.Another 0.9 million veterans use

VA care, but have no other healtl3 insturance coverage.An
additional 0.9 million adults and children in veterans' families
are uninsured. Both uninsured veterans and their faniily
menxbers report signi#icantly less access to needed health
care than their counterparts with insurance coverage.

Cornpared vrith insured veterans. uninsured veterans
ha^v_e served mnr rPC^Pnri^ ^e Younger have lower

levels of educaticzc_are less li^eiy to be married, and are

less cnnected to the labor force-all of wiiich cotizd

coaz.tribute to lower access to e re

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 aniong veterans' famiIy 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 neari . ha ''

uninsured veterans would qualifyfor exnanded Meri;ra,ri

coverage.Ariother 40 percent of uninsLued veterans

could potentially qualify for subsidized coverage through

health insurance exchanges if they do not have access to

affordable eniployer coverage. However, when we classify

states according to how much progress they have made

toward implementing exchanges, we find higher rates of

uninsura.nce among veterans in those states that have thus

far made the least progress; nearly 40 percent of uninsured

veterans and their family members live in these states.To

the extent that the ACA. ca:n achieve dramatic reductions

in uninsurance among veterans and their family members,

success will depend on aggressive ACA implernentation and
enrolirxient efforts nationwide.

intraduct^on

There is considerable ptiblic concern

over the health and well-being of the

estimated 13 miilion nonelderlv veterans

Iiving in the United States,' Through the

Veterans Health Adrniziistration (VHA),

the Department of Veterans Affairs (VA)

operates the nation's largest health

system and provides health care for many

veterans through a system of inedieal

centers, clinics, and other facilities that

is recognized for its commitment to
providing high•quality care and that is
explicitly designed to address veterans'
particular health care needs.z However,
some veterans do not use VA health
care services. EIigibilit,y is basecl on
vete ran starts Ger,. rR_*Pi^*P^i .,̂;jabilitles
income level, and other factors, and even
withiit the groups eliaible for VA care

^---------

other factors, such as their pro]tiznity

to VA facilities ancl h os -sh rins

requirements, nxav affect the likel3hood -

that they seek care in the VA system;;

Like other.grotips of nonelderty adults,,

the health in_surance coverage of veterans

depencts heavily on whether the family

has access to employer-sponsored

insurance (ESI) and tlxe costs of obtaining

ESI:In addition, since tlhe 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),4 relatively few adults,

including vetera.=^.s, qualify for ivledicaid.

Thus, gaps remain in veterans' coverage, as

demonstrated in numerous prior studies.'

As with other groups of the uuzinsured,'
uninsurance among veterans is
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associated with reduced access to

health care and lower tttilization rates,

and uninsured veterans seem to fare no

better than other uninsured individuals

in getting needed care.a Por example, in

prior stttdies, uninGLr^ ve .rans ovêr _e ^

substantially less likely than veterans

with insurance coverage to be able to

afford a doctor visit or to have had a

routine medical visit in the orior year,

aiid they were more lilsely to forgo care

because of costs and to lack confidence

that they can obtain care they need.9 _

These access gaps maybe particularl^

problematic for veterans with serious

health needs: In a 2010 study, more than.__...----_.....-,
one in five nonelderly veterans reported
being in fa.ir or poor hea.fth.70

A.lthough the Affordable Caze Act

(ACA), which was passed in 2010, does
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not change the VA or other military
health care systems and is not targeted
specifically at veterans, it includes
a number of provisions ainzed 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

inciiides subsidies for coverage in newly

establisl7ect health insurance exchanges

to those witla incomes between 138 and

400 percent of the FPL who do not have

access to affordable ESI coverage." The

ACA also inchPdes other provisions, such

as an individual requirement to have

health insurance, that are expected to

increase coverage:The Congressional

Budget Office (CI30) projects that the

ACA will exparid insurance coverage for

more than 30 tniliion Americans who are

currently uninsured.'I

In this brief, we report new esti:nates of

uninsurance anxong veterans and their

family rnembers from the 2010ACS.1 '̂^e

use the ACS because of its Iarge satnple

size:The 201 t7 survey has a national ^

publ'zc use sample of nearlY 129,000

noneiderly vete.rar.s arzd state samples

that r:uige from 169in the District of_

Columbia to 10 70D in C'alifnrn,j 13

This is several times larger than the
samples of nor.elderly veterans available
from otiier ongoing surveys such as
the Current Population SurveyAruiual

Social and Economic Supplement (CPS

ASEC), the National Health Interview

Survey (NHIS), and the Behavioral Risk

Factor Stzrveillance Study (SRFSS),'^

This is the first published report to

provide estimates of uninsurance among

nonelderly veterans and their families

both nationaIIy and at the state level

and to assess the potential for tbe ACA

to reduce ttieir uninsurance rates.At

the national level, we examine rates of

uninsurance among veterans and their

farniJies, 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 Ievel,we

estimate uninsurance rates for veterans

and their fanlily members, examine

whether state variation in veterans'

uni,nsurance is expla;necl by differences

in the composition of veterans in
different states, and assess how
tulinsurance varies across groups of states
which are categorized according to their

progress toward implementing health
insurance exchanges under theACA.
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 suppleraent theirVA care with
Medicaid enrollment.

Data and Methods

Data Source. National estimates are

derived froni tlie 2) 010ACS,an annual

survey fielded by the U.S. Census Bureau.

State-level 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 data and

metliodology)

Measurernent 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 in.sluance
or health coverage plans at the time of
the survey:

a.Insurance through a current or former
employer or u.nion (of this person or
another farnily member)

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

c. Medicare, for people 65 and older, or

people with certain disabilities

d. Medicaid, MedicaiA:ssistance, or any

kind of government-assistance plan for

those with Iow incomes or a disability

e.TRICARE or other military heaith care

f.VA (including those who have ever

used or enrolled forVA health care)

g. Indian Health Sertidce

h.A.nv other type of :health insurance or
health coverage plan---specify

We classify veterans as uninsured if

they report neither using VA services

nor having conzprehensive health

insurance coverAge.15Although some

uninsurecl veterans coiil.d potentialIy

qualify for VA health services,16 the

available data do not indicate how many

uninsured veterans could enroll in VA

coverage or live near a VA health care

Facili.ty nor why they do not report

using VA care. FoLowing conventions,

veterans reporting only VA coverage are

considered insured; for some analyses, we

examine this group separately. (Although

veterans receivingVA health care receive

services through the VRA, we refer to this

as VA coverage to remain consistent with

the term used Lz the ACS questionnaire.)

Identi, fication of Veterans and their
Fami1y Members. Noneiderly 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 menibers of

veterans' families. Noneiderly members

of vetenins°families are those ages 0 to
64 who are tiot veterans but who live
in a hottseholclwith a 19, to-64-year-old
veteran wlio is their spouse or biological,
adoptive, or stepparent.

APPENDIX. Q

Additional Analyses. Additional

tabulations using tlxeA.CS examine

the demograpi7.ic and socioeconomic

characteristics of veterans andtheir

family members (including the era of

veterans' service and whether they

have service-connected disabilities),

the states in which they reside, and the

progress eacii state has made tozvard

developing health insi,uance exchanges

in preparation for ACA unplementation.'7

In order to assess the potential

associations between insurance coverage

and health care access anwng veterans

and tlieir family members, we also

analyzed measures of insurance coverage,

access and health status from the 2009

and 2010 NHIS.

Results
Num&er of Ljninsured Veterans and

Family lYlembers. Of the estimated. 12.5

million nonelderly veterans nationwide,

1.3 niillion, or just over 1 in 10 (10.5
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Table 1: Number and Uninsurance Rate of PVanelderly Veterans, Veterans' Nonelderly Family Members, and U.S.
Nonelderly Population, 2010

•v^. --T.-

Vete^ans

Family Members of Veterans

Vaterans and Their Paptily Niarnbers Cambined

U.S.Total

12,456,000

12,793,000

25,249,000

z65,'46,000

1,314,000

948,000

2,262,000

47,346,0a6

1 Q.5°lo

7.4%

9:0°!n

17.9%

tintes: 6zsed a f e 2010 a,r,er ^t Cn^ r wiry Suivey {AC5} :a a lrem me integrawd PutiGc Use ^>^ rpda^ Se es 6PU^i5j. Estlmates refEecP add!tiona! ,.irr~an histitute adjr:strnerrts far tre undenepolnu cf +AedicaidlC611.° and ix
evertepnrt^, af privcUG rongrc:.,p cnsratie (see Lyrlo* et ai. 2011). hJoneideriy veteians are ages 19 to 64. Family, membersaf vetera;s are defined ;n'.he a{;perv9x: Ur,ir,surance :ndicates the lierm: Eacks mnprettens^e uroverane
and does nok use VA health sarvices.

percent), are uninsured and do not use

VA services (Table 1).'aThe un.insur°ance

rate of veterans is lower than among the

nornelderly popt.tlation as a whole (10,5

percent compared with 17.9 percent).

In addition, an estin>.ated 7.4 percent of

veterans' nonetderly family members, or

948,000 other adults and children, lack

insur{nce coverage. Combined, there

are an estinaated 2.3 million tinir:stued

veter.uis and family members, constituting

4.8 percent of the nation's 47.3 mi1ion

uninsured in 2010_11 In addition, while

a total of 2.8 rnillion of the 12,5 milli.on

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).1

Characteristics of Uninszired

Yeteraras. Uninsured veterans differ

from i-nsured veterans across many

of the characteristics we examined

(Table 2). Uninsured veteranns are less

likely than insured veterans to report

service-related disabilities, perhaps

reflecting greater cligibility for and use

of VA care among those with service-

connected injuries and illnesses, but

fuliy 17,3 Aercent of the uninsured

have eirher ^ 4erv.i^ _rP f 1=ti1 ^i'scah4l^jt

or a functional limitation (5.2 nerce t.

of urinsured vetera.ns have a service-

connected disa b' >.ty and 13.2 percent

have a .tunctional limitation).zi ^y[anv .

uninsured veterai:is serveci at some.22i^nt

dutia the last two decades; more than

4 in 10 (43.4 percent) served_most

recently between September 2001 and

2010 (22.1 percent) or between Auaust

199t^ and Au^ust 200, (21.2 oercent,Z

Uninsured veterans are also younger than

insured veterans, on average:Almost half

(45.5 percent) of uninsured veterans

are below age 45, compared with just
29.5 percent of insured veterans, and the
tulinsurance 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 insitred and uninsured veterans is

similar, the unlnsured rPnnrt lnczzar

of educ<ttion (47.3 percent have no

high school d'aploma or are high school

gratiuates or equivalent, compared with

30.7 percent of insured veterans), his:her

levels of unerraployment (23.4 percent

compared with 5.7 percent), and lower

rates of fl.tll-time work (39.9 percent

coazpared with 63.0 percent), and thev

are less .l_ikelv to be married than insured

ve'eraiZs (41 S pgrcent comnarer

69.0 percent);Their lower likelihood

of being full-time workers ancl being

married likely contribute to their lack

of coverage, as these attributes are

characterized by lower access to EST.

Potential Eligibility, for iYlectieaid

and Exchange Subsidies under

the ACA. Vrle also e-xamined potential

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 tlle law is implemented:

Nearly half of uninsured veterans (48.8 ,

percent) have income levels below 138

percent of the FPL and thus would be

ligi .e or expan e i e xcai. un er th
7M-TIEF is in striking contrast to the
t w rates of eligibility for compreherzsive

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) uiiinsured veterans appear
eligible for iYied'zcaid: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

r-ate among the total nonelderly adult

population, it indicates that tutin.sured

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.'3

Characteristics of Veterans with

Only VA 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 eligibiiity 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 functional lim.itation.This group

has served less recently and is older than

the uninsured group: 44.4 percent last

served in the Vie*nam era or earlier, anct

nearly half (49.4 percent) are ages 55

to 64. However; like unin.sured veterans,

their incomes are quite low: For instance,

51.9 percent have fam3ly incomes below

138 percent of the FPL and thus would

likely qualify for Medicaid coverage

under theACA, which could be used to

supplement theirVA coverage.=}
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Table 4. Number and Percentage without Insurance Coverage, Noneldes'ly Veterans and Veterans' Nonelderly
Family Members, by State, 2009-2010

t-+^t1^-h ^^"„ P"^.,. ,^Y.:
t i .k...'htF ^ . ' ^^f c•^

Exchange Number Untneurance Diiterence f!vm ^Adiu .rdDiffererce Number Urrnsura, ee Vpmbar Uninsurancs
I.mplementit^an t Umnsured" fiate Rest ef U.S from, Rest of tt.Si Uninsured Rate . Uri+hsured r. rRafel'

MBSSaChtiSetfs 7 9,30G 4.3°!a° -6.4°n' 5.77e 3,004 1.6°/a' 12,000 10°!a'

Hawaii 1 3,GaD 5.1%' 5:5°/a" 5;1'/a^ 2,9C0 2.9°,'0' 5,0G0 3:9%'

Verment 1 7,000 5.3"la" -5.0%a" 1,COG 4.3%' j 3,000 4,8°a'
NCrth Dakota 3 2,000 5.9%' -4:7%a- -2.9°/a'" 1:000 4.1?!a" 3,000 4,9%"

CoonaCtlCUt 1 7,000 6.0%a' -4.7°!°" -3:4°la" 3,000 3.0°/a' 10,D00 4.5%'
Maryland 1 18,000 6.5°!0` -4.2'h" -7.4;4*' 8,000 2.8°h` 25;000 4.6'!a'

Virginia 2 34;ODC 6.8%' -3,9%°' -1,0%" 22,000 56,000 5,4°!°'
Mihnesoa 2 15,000 6,9°la' 3.7Fh' 2.9°0" 73,OOG B.G°la' 28,ODD 6.5%'
Wisconsin 2 17,000 7.1°!a" -3.6%" -3.7°!u'" 11,000 4,5'!0" 29,000 5,8°h°
Vew York 2 37,000 7,4°h' -3,3°a" -3.4°0" 23,000 4,8°a` 60,C00 6.1 ;6`

16wa 2 10 000 7:9%' -2,7°°'" -2,0%'" 6,000 3.9°h, 16,000 5.8°I°

Deiawara 2 4,000 8:096" -2.6%" -2.1%' 2,000 5.2% 8,000 8,6°!a'
District of Cciumbia 1 ,000 8.2% -2.4°io

P,hodeIsfand 1 3,000 8.5% -2,194' -2.0°0' 2,000 4.7% 5,000 6.7%'

NewUersay 2 19,000 8,5°/u' 11,000 4,7°!0' 29,DOD 6.6°a'

Nebraska 2 7,000 8,5°/a -2.1%" 47% 5,000 5A%' 12,000

New iamps,tiice 3 S,OOD 8.5% 2.7°!a 0.3°h 4,000 6.314 70,000 7.4%'

Pennsylvania 2 47,000 122!a" - 1.4ao" -1.7%" 30;J00 5.5%` T7,000 7,3°!°'

Coiorado 1 24,000 10.0% -0.6% 0.4% 17,600 6.3%* 41,000 8.1%

California 1 108,000 1Q0%' -0.6°k'" -1,1'to" 71,000 6,5'!0' 180,000 8.2%'

Maihe 2 7,000 10.1% -0.5%a -0,7°!a 4,000 5,1°!a° 11,000 7,7°/a

Was(singtor, 1 37,D00 10.1°a 0,5% 0.7°h' 23,000 6.4°k' 60,000 8.2%'

Illinois 2 0 °I -0.5% -1,0°h"' 25,000 6,6°!°° 68,000 't 7,8"!°'

Ohio 3 52,000 10.3°!a -0.3% -1.5'la" 35,000 6.8% 871000 8,6'1°

Missouri 2 i . o -0.1% -2,5%a 22,000 7.2% 52;000 8.8Jo

Arizona 2 ! 3Z,OOG 70.6°!a 0.0°l0 ^0.3% 24,000 7,9°!a 55,000 9.2%

Kentllcky Z 22,000 11.0% 0.4% 0:2% 19,CD0 9.1%a' 47,G00 10:D°h'

Alabama 2 27,000 11,0%a 0.5% 1.0'k' 20,000 7,7°!d 47,000 14%a

Michigan 2 44,000 11.4%' 0,9%" I -0.8a/a"° 29,000 7,41/o 73,000 9,4%

South Dakota 3 4,000 11,5% 0.9% 1.71,0 4,000 9,6%a 8,000 10.5%

Utah 1 10,000 11.7°!e 1.1°/a 4,8°I° 70,000 8.5% 20A00 9.9'!e

Kansas 3 ! 15,000 11.7% 1.2% 1,3%a" 10 ^GO 7.7% 25,000 9.7%

North Carollna 2 54,040 11.8°/a' 1,3ola'" 1.0%'" 43,000 8.7% 97,000 112W

Ten(tessee 2 35,C00 11.9°a° 1.3^/0" t0°la" 20,000 6.9% 56,000 9.3%

indiana 1 33,000 12.0°!a' 1.4?!a " 0.2% 24,000 8,7%a 58i000

Nevada 1 16,000 12.1% 1,6%' 0.9°!° 14,000 11.1°!e` 30,000 11,6°!a'

Georgia 3 56,000 12.2°l0' 1.7'/a'" 1,6110" 42,000 8;3°/a' 98,000 10.2%a'

Wasi Vrgin a 1 " 11,000 12.4% 1,9°h" 1,2% 9,000 9,4%a' 20,00 10.9%'

Alaska 3 7,000 12.5% 1.9% 3,4%"' 6,000 70.1% 13,009 112'/a

South Carolina 3 30,000 12.5%a' 1.9%^ 23,CG0 9,1%' 53,000 10;7%a'

New,4iexico 2 7,000 7,3°0 2C,000 10.1%

riorida 3 106,000 130%a" 2.6%" 1,7°h°' 87,000 10,2%a` j 186;o0D 11.6;/0`

Texas 3 130;GCG 13:1%` 2.7°!u° 3.1°,/a" 118,000 10.8°°' 248,000 11.9°a'

Mississippi 2 16,000 13.3%' 2,8°!°'" 2,2%" 13,000 10.1%' 29,000 11.7

Wyoming 3 5,000 13.4°a 2.8%' 4.0°a" 3,000 7,6% 7,000 10.4%

Arkansas 3 20,000 13.6%' 3.7%a'° 2.3°!0°" 17,000 11,0°/°` 37,OOC 12.3%'

Oki8h0+ta 3 26;000 ? 3.8°!u' 3.3°!a"' 3.2'h" 23,000 11:9%` 49,000 12.3a/e"

Louisiana 3 27.OC0 14.1°!a' 3.5°/0'* 19,000 3.6°!a' 46,000 11.8Ya"

Oregon 1 27,000 14:3%' 3:8la"' 2,5yQ"' 18,000 9.6%' 45,000 12C°h'

Idaha 210,000 14:8°!a" ( 4:2%a" 3.4'l°" 8;000 10:4%a' 19,000 12.5%'

Montana 3 9,000 17.3%' 6.7%'- 5.3%R " 7,000 `4,0%a' 16,OCD i 15.7°!a°

Netes: ;:ased on tne 20U9 anc Wu Am,encan GCrr.munity Sc vey tAC5) tlata ham ihe 7ntegrated Pubkc Use Mi;rodata Series QPUfvfSi. E;6rnates refleM adc,teu,a! Urar Institute aurisanerts Idr the undenepcmn4 of MsdicaiC/
CHIP aild ,ha orenaou,ling ol privale npngroup cuoeiage 'sae i-ynch e[ al, 2Q111, Ndneltierlyve;erzrxs a,e ag_s ? 91p 64, Painiry n,eMb„r, qi vsle!a2 s?sa dau ..ddn fie ap1 ei,d.x. n ir,d rat < Ihu sfate ate us syr,liuanuy difie ent
irom the na5ond aoerage at Ihe 0 05 lerei, Exchence v^pierren!goh groupings are derived Yorn 8lavin, 3ueCgens, and Roth (2012) and are as fatcmrs. 0) ,Nost Progress--;he. n slates ^at nave maee Tie greatest progress
either tFrough enacr,rc estaC shrr,entlegisfal'dn or via exec;8ve arder; ,7; Mcderate ?iagra^-the 21 s;ates 6hat have expressed ;rtenl W. deveiep an excPange, or Ihai'nave received a lederai eslaClishrnenl grar,t; ar,d (3) Least
Pcgress-lhe 15 siates that have made Jie<east prcgress, incluirg scme siates ihai have ceated a study enGtyiplanrlirg cernaerloe and others :n which !egislarrra zc!ien was not taken or c!d nct pass. Estimates are rounded to i•e
nearest li•,cusand Adiustc-d diflerer4e5 cen'rcl ior.socioecanaric and derograehic characteristw gi ueterans l;nirsur3nce indirates li ie person iaclcs comprertensive caver3ge and does nat use VA, haa^:h seaices
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Table 5. Number and Percentage without insurartce Coverage, Nonelderly idzterans and Veterans' Nonelderly
Family Members, According to State Progress with Respect to Exchange irrtpEernentation Under the ACA, 2010

Number Jnrr _
United &tates 1, ;0

,,•°^°' ,^ - °^ ^ _
"^J N.%l^tf ^ itir:y^, r a

Jiirnsura ite NurnberUniinsurnd .J tlnfnsutancr
10 , 948,000 7.4°I4

777

0^v

hed [Jriinsurance ltat>::

^ ^ - g,0% _

6:2 b 5DO Ot}0
Moderate Progress 524;000 365,000 8e9,000
Least Prograss 487,000 12.3°0' 386,000 9:4°g, *^ , a,3.nnn ,n:<a•

Notea: Based urr tne 2010 Arra r r Caamcnity Srrvey (ACS) data from the l.ntegtated Puniic use Mi ;rodata 8er.es OPUMS;, Es^rnates reflect additional Lrban ;.7sf4 te atl ustments for the ur,derreporrtkrg of MaL{icaid(C"i!P arrd the
overrepcr'ang of pr 3te noreroup ctverace ,s e Cynch ei a) 2011). Moceiderly veterans are ages 19 to 64. Farnily members ef veterans are defined in the appe^^.ia, (') 'nd:atas the exchange un; er::entattcn group's rate is sgr,^-
ca: d!y di!ferr;nt frorn 1he natuinai average at the 0.05levei Exchange'nrpiementatlon grnupings are dPrved from Blavin, 8uettgens, ard Roth (20121 and are as !altcavs: (1) Mo i Prcgress--J e 15 s^!as that have rnade ihe gee?fest
progres,s either ttvough enactng esiatif'ishment iagisia6cn o ,ra er.ecufive urder, (2} Moderate Prdgress-Ye 21 states J:at !iave expressed intent to deveiep an exchange, or that have recerred a;eds!aE establishment grant; and;3)
Least nrogress-p7 e 15 states th3t have maae the least ^rogress ncluding some states that have ereated a sNdy enGlqlplanning crommittee and others in which legtsiative actien was not taken or ddd not pass Es5males are rourded
tci the nearest thcusar.d. Unirsuranca indu;3tes tlte persdn iacks comprehensive coverage and does not ltse UAheaiG^ services.

Table 6. Unmet and Delayed Medical Needs and Health Problems, Nonelderly Veterans and Veterans' Nonelderly
Family Members, by insurance Status, 2009-2010

Any Unmet (rrondentai) Haalth Needs

Unmet Dentai Needs

Delayed Care Oue to Cost

Has a Chronic Conditlon,

Is in Fair or Poor Health

Limited Because af Physical, Mental ar Emotionai Probfams

inted'ered with

41

33:0°h

o€ Last 30 Oavs I 40.1%

12.7%

11.4°a

8.4%

49.1%

16.3^a

21.2%

36.3°h`" 10.5%

44•1"!d" 7:6?0

15.54°' 7.2%

11.6% 11.9%

h3otes: "ased an the 2009 erd 2010 Nafc n^ Hsa h interaievv 5urvay. Indi^tor, fur unmet needs and delayed cara refer tcproblerrs in acxess over the past 12 rnonths '('I indicates tre! the insured percentage is signfrc:a ^tiy
different from the uninsured percentage at the 0.05(0.Qt) levei. (+) IndicaLs persor. has cne or more pf trfe ufowing heaE4i prcJems. asCtma, diabeteS emphysema, heart disease or cntlition, tryperter>sicn, sircke; or weak/hiurg
kidneys: !rdfcators for emphysema, hypertendon, saoke, neakltailing kidneys, and negative feiings interfering with Gfe/acGoffies are notavaffale fdr eh^idren, so estivnates for dhroaic conditions and negabve feeangs Intedering witlr
lifefac5vi9es are not shovn icr famiiy members of veterans. Unirsura^ure indcates the person ladzs comprehensive coverage and does not use VA health services.

Uninsured ratesamong veterans

vary across states: For exanipie, four

states have uninsur•^.'tee rates below

six percent, and four states have

uninsurance rates higher than 14

percent.This variation re:n-iainecl even.

after controlling for differences in

veterans' characteristics across states.

Uninsurance appears higher among

veterans who live in states that laave thus

far done the least to implement health

insurance exchanges under theACr^..

A nuzn.ber of uninsured veterans have
functional limitations, and many
axe experiencing difficulties getting
access to needed health care.^'lien
farniJ.y menxbers of veterans are
considered, the uninsured total rises
to 2.3 million. in atiditiorz, aztother 0.9
million vete.rans use VA health care but
have no other coverage.

We find that uninsured veterans have

served more recently, are vounger, are

less likely to be married, have lower

levels of educational attainment, and

haye Iess connection te) h l shnr fznrrr

than insured veterans, which lik. eiv
-^.^.._
constrains 'eas to PsnDl uP^-__.--
based health insurance cover'age.

A.lthough under current rules, nearly

all uninsured veterans and the majority

of their uninsured family members do

not quali"ry for comprehensive Medicaid

coverage, increased Medicaid enrolhnent

among the uninsured who are cl.urently

eligible wol.tld lower their uninsurance

rate. Greater use of the VA system could

also address some of the >,:nmet iteeds

anzcang veterans."

It appears that the ACA could offer new
routes to health insurance coverage for
veterans and their fami.lv merubers. Fully

8 . 8 percent of unincured verPranc x nrt.

35e5 percent of their uninsured ^milv

mernbers have incomes below 138

percent of the FPL, indicatin^that 1^P4

would likely qualify for coverage once

the Medicaid expansion is implementeti

Al'PENDIX Q

Most Progress 303,000 9:6 °!a° 197,00
0 j °*

in January 2014. In addition, more than

half of veterans reporting onlvVA care

cottld qualify for Meclicaid to suppiement

t eir A care amder, the expansion ^

^ that is siated under the ACA.Another

40.1 percent and 49. 0 percent of

uninsured veterans and fainily members,

Timely Analysis of Immediate Health Policylasues 8

respectively, have incomes that co>,1d
allow thern to qualify for new subsidies
for coverage through health insurance
exchanges provided they do not have
access to affordable ESI,

-58-

E.^panded coverage among these groups
will not solve every access problem. For

example, the problems that uninsured

veterans report with unmet dental needs

are not directly addressed by the ACA.

In addition, while insurance coverage

is associated witll increased access to

care,32 additional interventions may be

needed in order to address access gaps.
For example, sorne of the veterans who

lacl,: coverage and are experiencing

access problems may have specialized

7.9%'
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Medicaid Expansion and ^^^^^^ Health Care

^n-trod uction
The tragic shooting in Newfiownr Connecticut and
others have stimvtated public discussion about
the failed mental health system in Amerioa. After
cuts of nearly $4.35 billion to public mental
heatth programs from 2009-20121, mentat
health services simply are not avaiLable to many
Americans who need help. With fewer than half
of Americans who live with mentaL ittness getting
any treatmentz, concern is growing about Lack
of access to mental health services. People are
asking, "Where can I get mental health services
if I don't have health insurance and can't afford

care?"

Hoping to improve access, some Lavvniakers are
pledging to invest in mentaL health care. One
significant step that states can take is to extend
Medicaid to 138 percent of the Federal.Poverty
Level ( FPL), an option available to states as
a result of the health reform law, the Patient
Protection and Affordable Care Act (ACA).

Medicaid is the most important source of
financing for mental health services' in America
today, offering mental health services that wouLd
otherwise be out of reach for low-income people

affected by mental ► llness. Medicaid's roLe in

mentat heatth care has increased, and today the
federal/state health financing program pays for

nearLy hatf of all pufaticLy-funded mental health

services.

./ .' Y A

ExpQnt^li'ig ^edrearcf ^r^^I,^i
in access traheqTth crrrd ^ziE:
care, reduce ^rneotnponsart
care and p iave the wci,y, iscr
ecorrdmre se[^ su^ficr^nc^
^1'`Yte ri oQ'rt s
' .. . ,_ ' ,.

I

crfsts
crvery. and ?

., ^
. ^,.; , ...,

A broad array of vitat mental health services and
supports are covered by Medicaid. ^or many, like
har0̂ ,S S^p_,j.^^^ai^+ r* nnta( haalth cpr«>rae ara

tife-chartging:

"Three yecers ago, rny soi2 i•trcts in a vrry dark nlac'e. H

Wlas t tlnl^in; ^l{t o f sc'rvvl ctnd Ii rin cl iie vf sdciusiar.: He

aloted tlp ir his rooni While the r^ st of the fctntiv wcil'teed on

eggshel1s Todav he is a comrlete:t>> difirerentpersvn. It took

threeye-Trs of io uns^ l+11 h clnd fznciinaa the t-cght ineciuaEio r^

his binoiar ciisorcirt' but we did it If we ^zc{'t hclvc ,cctui

! clon't hnow where'°te t•ti<<7tlld be ni^ht noyv. He not c?ni i^
riot.ng clntystu: in schoo1 a_nci li e, hc hcts. begun to rectlly tarrr

ctootct his illness. He wcntt, othc i• kids to know that there Is

tlothi7lg, CO br cuhamed nf"-ShctrJn

A Snap^h-ot of M.e^dicaad Mental Ha,asth
Benefits
Medicaid is a 11f2-saving program that provides
health and mental health care to tow-incorne
children, pregnant women, families, people 65
or older, and certain people with disabitities.
Medicaid is particuLarly important for children and
adults with t'nental illness, offering vital services
and supports that are typically not covered by
private insurance:

Medicaid is the most important source of funding
for mental health services. In 20®8, 46 percent of
state controlled funds for mental health serrices
came from Medicaid.

10 ^^s^^^•^^^^ ^

I joel E.
Mitler, et al., Navem6er 2012. "The'Nat?rfail l:ifec:, iransfcrming the cascading impact ai Medicaid Expansion on 5tates," Natlonal Asacciaticn of

State Mentai Healtl^ Prcgrarn qirectcrs.
= Suostan.c? A;iuse and Mental Health Seraices Administrat;on, ( 2012): Results 4rom the 201G National :urveq cn Drug ISsa and Health: Mental Health rtttdings
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• Over 7 million emergency department
visits a year are made by people living
mental illness and more than one in e
uninsured.7

• Mood disorders are the third most co
reason children and adults to age 44
hospitalized.s

with

ight is

mmon
are

• There are more than 3a C100 Slfi^every
year in America-more than double the
number of homicides.9

• Over one in five people in jait and prison
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.11.11

• 70 percent of young people in juven€te
facilities have a diagnosable mental health
condition.lz

x a M^?riirairl tnrii^ l ha[^]-nPn^^[p ^Pt

mental heatth services before their symptoms
qet worse anci they experience debilitating, or
even tragic, outcomes,

Expanding ^^dica'{d£ a springboard to
r^^^^er;y
Medicaid coverage helps peopte stay healthy.
A recent study of Medicaid expansion in Oregon __l

found that people enrolled in Medidaid seelheLL.
doctors more often, get more preventive care and
report better hand_^ finanstal sfiabititv:13 A

New England Journal of Medicine study found that
expanding Medicaid reduces the death rate for
adults, particularly for minorities and peopl.e living
in low-income areas.i4

Expanding Medicaid helps peopte get back to
work and become self-sufficient. Many people
living with mentat illness want to work, but
are afraid of losing their Medicaid coverage. By
expanding Medicaid, peopte can go back to work
yet stay in mentat heatth care by transferring to a
quatified heatth plan offered through their state's
heatth insurance marketplace.

"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. !f their treatments are
interrupted because they lose Medicaid coverage,
it could send them back into a downward spiral."
- Matt Solo, Director, Nationai Association of
Medicaid Clirectorsz.5

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 witt be easier for people to get
and keep coverage for mental health services.

s.^ 177t.,,un_.v..v. _
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Advocacy Points for These Policies

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

States can target a 1915(i) option as narrowly as they limitin- both eli zbiliY b g' tY
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 for the state that saves
resources, and for the individual Nvho receives needed services.

Arguments in Support

j

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
institutional services that would have been used absent the waiver.

Because services in an Institution for Mental Diseases (1MD)c 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 a result, 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 Iowa, Wisconsin and
Oregon, have chosen to target individuals with serious mental illness, providing access to various
psychosocial rehabilitatiorz 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 bome by mental health systems.

° i'1'ViDs 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 IlVIDs.
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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

iess and housing instabili can be the most si&nii
to health care access, often resultine in excessive

outcomes while reducing costs.
solution

By providing stable affordable housing coupled with "high touch"
supports that connect people with chronic health challenges to a
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
expansion and anticipate the needs of this high-need population
subset, this brief:

1. Outlines the potential benefits of care management linked to
affordabie housing;

2. Details the business case for using Medicaid to finance s-upportive
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 resources to provide supportive
housing-based services for people who are homeless.

Opportunities for Supportive Housing in Health Reform

Although suDDOrtiVe hoLlyirg }lAC IlTTto b PPn I ann"i-ia) a==enarh fnr _

individuals with chronic illnesses (and resultinL^ hiL7h costs) who are

Jurr>; 2G12

Medicaic! eicpansion uricier the
are ct ^1} will oroyiele new insuran̂ce ;

coyeraQe to r rirP in^iy(j^t i^lc ,x I n nro !

homeless. States could consider feveraging
variaus Mea°icaid:service'options, such as
heatth liomes, toprovide these new
beneficiaries with care managernent ser'vices.
linked'to aupportive. housing.

Ntedicaid-financeci carernanagecnent`in-
supportive housing far.higli-rzsk horneless
Medicaid berreficiaries coufd yie(d a.
significant.ROl from reduced Fiospitafizations
and emergency. departtnentuse: Growth in.
M'edicaid: managed care for these individuals,
p'articularly after 2014;'wi(1 expand
®pportunities to capitalize on care
management linked to supportive housing
with the prospect for sharing associated
savings-across providers; hea(th plans; and
states.

This brief outlrnes the rationa(e for states to
cansider designing IVledicaid-financed;
supportive housing-based care`management
services,to. irnor e care=for at=r
beneficiaries while lowering costs associated
with avoidab!e hospita izations an ot er
crisas services,

states and communities to take advantaee of supxiortive housias bezxefits:

1. Nearl all hom ' = 1 eli ible be innin in 201

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 arnong
tenants of supportive housing.
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Def^nirig Care Managemimt Lrriked to Aff®rdab(e Housrng

Care and case management terms liave specific connotations base^ on
the settirig in whlch they are used (e.g:, Medicaid, supportive housirig,
beHavroral health) Throughout this paper, ive refer to care ,
martagerrtenf Irnked to affardabie tiousing fn so ciai`ng; we seek tn.
ciist^ngi^isfi the services'iafferec^ wathfn. supporTive housing from ather
forrns of care and case management;,Housing-based care rrranagement
services are. (aJ.pr®videcl: in and' around th-e l:rerneficiary's horre to make
the services as accessible as possiblex. and (b)focused oit ensuring .
hiousing stability, recognizing,housing's rol'e as ari essential platl'Qrm for
recovery and irriproved 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 outcomes and
reducing costs among homeless or
precariousl housed hih-cost Medicaid
ene iciaries. In turn, with Medicaid
ecoming a more viable means of paying for

care management linked to affordable
housing, states can consider using Medicaid
to leverage investments from affordable
housing sectbrs 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. $eginning in 2014, neariy aIl
homeless persons will b virtue of the'
incomes, e eligible for Medicaid. Given the
anticipated health needs of the homeless
subset of the expansion tDopu lation, states

care management and other well-targeted

services that have the 2otential to zvert
t fcc m= exgensive utilization

down the^a^..---^---

Across Medicaid, roughly five percent of
beneficiaries account for 50 percent of
program costs. The high revalence of .--.-_
mental illness, substarice abuse, and co-
occurring physical disorders in the

chronically homeless population suggests
at many o ese indiyictua s, once folded

into state Medicaid oroQrams, could become
-part of this coho t ri ' Medicaid costs.
Lianaging care for these individuals,
therefore, will be critical to efforts to
con[ro^ overa pra ram costs. _

At the same time, the ACA^yi
additional resources and Drouram authorities
that can suDDO t[1ft ra i^nc + +K *^^_

population. In most states, the ACA will
initia yprovide 100 percent federal funding
for individuals with incomes under 138
percent of the federal poverty levei 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 olan oDtion

eight quarters for the establishment of
'health .omes." This new service option is
available for people with serious menta
t ness or mu tiple chronic conditions,
ncludin mental health and substance
a use disorders, which are highly nrevalent
--_---^-
amn^

Depnograpbics and Health Care
Needs of the Homeless

According to the TJ.S. Department of
Housing and Urban Development's 2010
Annual Homeless Assessment Report
(AHAR) to Congress, approximately 1.2
miliion people across e nation were

orne ess an use emeraencv s 7e ters or
at least one
two-thirds c

were sin-aie adults
were cnronicaitv or

10

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 t'nese

Medicaid-r"inartced Services in Supportive Housing for High-Need Homeless Beneficiaries: 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, particularl those who are
c r_i onica7y or long-term homeless, are far
more likely to suffer from chronic medical
conditions, such as HIV/AIDS.

¢complications frorri their illness due to lack
of housing stability and re^gular.
uninterruoted treatment." In 2010, an
estimated 46 percent of adults in housing
sheltershad a chronic substance abuse
problem and or a severe mental illn.ess. For
t ose 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
among homeless adults are three or more
times greater t an t at o the genera
popu ation.

Due to the high incidence of chronic illness
and lack of regular care, health care costs,
particularly crisis-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 5 In the Califomia Frequent Users
of Health Services Initiative, which sought '
to Iink high ED users with care management
supports, approximately 45 percent of the
individuals who met the criteria of frequent
users were also homeless individuals.b And a
New York study identifying risks for hospital

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
precarious 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
i,rledicaid vary widely depending on state
eligibility policies; however, in most states
the Medicaid program does not currently
cover homeless single adults. For example,
HUD's AHAR9 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.9 Application requirements for
Medicaid, such as proof of citizenship, also
pose a barrier to enrollment in the Medicaid
program for chronically homeless
individuals. In addition, service providers
are often reluctant to make a shift to
adopting Medicaid-coverable services and
billing practices.

Supportive Housing: Review of
Evidence and Outcomes

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 country10
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 I5 percent reduced
substance use;
A Seattle" study found 30 percent
reduction in alcohol use among chronic
alcohol users in supportive housing;
Both a San Francisco!' and a Chicago14
supportive housing proj ect had
significantly higher survival rates for

Mortality rates among
homeless adults are three
or more times greater than
that of the general
population.
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3. Teclinical etssistance and/or new
organiiational confiz9ncrations are
needed to help bridge the gap between
current supportive housing capacity
and Medicaid reqitirements (e.g.,
billing, qicality).

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 iVtedicaid
program. States and/or 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 structuxe, track,
and describe the services they deliver in
terms that will allow for Medicaid
billing and payment.

Alternatively, current providers of
Medicaid services can play a role in
providirig 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 ttnd inetZi.ods are needed for
trackin:g and managing costs for people
who are chronically horrietess.

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
investrr.ent in these services.

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

Condusion

There is compellin evidence that a
combine intervention of stable, affor a le

pay o#t in reduced utilization of i
inpatient services, resulting in b
care outcomes for individuals wi

are homeless, and i
management ot costs tor Medicaid. 'I'I^ere
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 needs
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 is an
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,

REDUC liG COSTS & ^^iNIELESSNESS

The Supreme Court decision giving states the option to extend Medicaid eligibility to most adults earning
at or below 138^'Q of the federal poverty level (FPL) has led to a discussion over t.he costs and benefits of
the program itself and the merits of expansion. Lost in this debate has been the poor health status of those
newly eligible-which include many of those experiencing homelessness-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 would have on states, it is necessary to consider
the connection between poor health and poverty, the demonstrated benefits of Medicaid, and the cost
savings that states can realize•frozn full imt,lementation of the expansion option.

Medicaid expansion is critical to improve
the health of people without homes
Poor mstrition, inadeauate 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 health 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
ofindividuals experiencing homelessness and remains
the primary health insurance option open to those living
in poverty,

People without homes have 12oor healtla:

â Die 30 years earlier than their housed counterparts.z
â Suffer injury 3-6 times the rate of general population.3
â 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.¢

People without homes are largely uninsured:
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> 62% of patients served by Health Care for the Source; KaiserFazeuIy Foandatton,scace Health kacts;

Homeless projects were uninsured in 2011, much
xRSA,2p11National HomelessData.

higher than the general population (see figure above).5

â Adults without dependent children or a disability are ineligible for Medicaid in most states.
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Medicaid expansion is the only covera-ge option for people wzthont homes:

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

â Demonstrating disability is often needed to qualify for Medicaid, but the determination process is especially
difficult for people without homes. They are only successful on their first application 10-115%a of the time.6

Medicaid provides effective health coverage;

> States that have previously expanded Medicaid to adults have had significant reductions in mortality.7
> 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.a
â Medicaid beneficiaries report health care access comparable to those with private health insurance.9

Medicaid expansion is critical to maintain or regain stability
Homelessness is often the result of a downward spiral: illness results in loss of

can break this cvcle before it starts. Individuals can receive regular treatment for'chronic conditions before
they become disabling, prevent chronic illnesses from developing, and access needed behavioral health
services. Additionally, Vledicaid provides f'snaracial security both to those suffering with a chronic illness
or those strucic with a sr^dden catastrophic iniurv or illness. For those on the street for many years,
regaining stability is more challenging, often requiring intensive supportive services only available either
tI^.rough small targeted programs or through Medicaid. Expansion can help make these models Qf suovo
more widely available, thus increasing housing stability and reducing homelessness.

Medicaid improves financial security and helPs Rrevent homelessness:

â 62% of
â Medica
â Medica

oersonal bankruptcies are caused by medical debt.10
d reduces by 40% the need to borrow monev or sk.ic
d reduces by 25% the chance someone will have me

due to medical ex enses."
referre to a collection agency.12

Medicaid expansion will stabilize health and reduce hor.nelessness:

â

â

â

â

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 withoutcoverage.
Disabled people who want to return to work currently risk losing. insurance. due to employinent income, a
significant i.mpediment to re-entering the workforce.d3 iVledicaid expansion solves this problem.
Access to behavioral health treatment increases worker productivity and decreases absenteeism.14
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
HN.15 After one year, 83% remain inhousing; after two, 77% remain housed.16

Medicaid expansion is critical to improve state budgets & lower health care costs
The federal governInent 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 in nearly $1 trillion new federal spending and approximately
16 million residents obtain.ing coverage.17 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

Nationai He3lth Care for the Homeless Council ) P,o. Box 50$27 1 Nashville, TN 37206-0427 1 (615) 226-2292 ( www.nhchc.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 CareAct (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/eth.nicity.Though over half of this group

is under age 35,35 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 ethnic composition varies substantially

across states. And while over forar in five of these uninsured

are adults who are not living with dependent children, 2.7

miltion are parents living with dependent children.Just over

half (53 percent) of the uninsured who could gain coverage

under the Medicaid eh-pansion are male, but 4.6 mi.llion

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 w°ith iznproved access to

affordable health care for the millions of low-income adults

without health insurance coverage and their fam4lies.

1rsfir®ductbon
The Supreme Court's ruling on the
Affordabie 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.z
Discussions about whether or not states
plan to expand iMedicaid under the ACA
have been dominated by budgetary
concerns, particularly regarding potential
state outlays and offsets associated
with tFie Medicaid expansion.While
there are legitimate concerns about the
budgetary aspects of this decision, there
has been relativeiy little focus on the
characteristics of the people who would
be affected.

CurrentIv, few states cover non-disabled,
non-pregnant parents up to 138
percent of FPL in Medicaid, and even
fewer states cover such adults without
dependent chuldren.At present, only 18
states provide comprehensive 2vledicaid
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
children at any income level, and many
low-income women only qua.lify for
Medicaid coverage when they are
pregnant.z As has been noted, "it's a very
common misconception that Medicaid
covers all poor people, but that's far,
from the ;truth"3 In contrast, children in
this income range are already eligible
for Medicaid or the Ctzil.dren's Health
Insurance Program (CHIP) in every state.
As a consequence, 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.4 Tn 2010, over
40 percent of the adults in this income
group were uninsured, compared to 16

percent of children.5

States are considering whether or not to
implement the ACA option of expanding
Medicaid to adults with incomes up

to 138 percent of FPL (approximately
$15,000 for an ind'zvidual);6 If a state
does not in-lplem:ent the Medicaid
expansion, some adults cotild instead
receive federal tax credits and other
subsidies when purchasing coverage
through the newly created exchanges,
but these credits and subsidies wouid
not be available for citizens with
incomes below 100 percent of FPL.
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State decisions regarding whether

to expand Medicaid under the ACA

will affect an estimated 15.1 miI:lion

uninsured adu:ts with incomes below

138 percent of FPL who would be

newly eligible for coverage Lmder the

ACA Medicaid eapansion. Of these

approximately 15.1 nullion newly

Medicaid-eligible uninsured adiil.ts,11.5

million have incomes below 100 percent

of pPL and, therefore, would not receive

any additional help obtaining health

insurance coverage under the ACA if

their state does not expand its Medicaid

progiam?This brief provides new

information from the 2010 American

Communir^ Survey about who these

^
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bills or said they were paying off

medical debt.gWhile 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 lower-income backgrounds

who are less likely to have parents with

employer-sponsored coverage that could

include tliem.=0

Around two million uninsured adults

who could gain Medicaid coverage

under the ACA are between the ages of

55 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

'wit.h greater utilization and higher

expenditures under Medi.care.-'t

Endnotes

The Medicaid eligibility threshold established
under the ACA is 133 pereent of FPL, to wliich
a 5 percent disregard is applied;therefore, de
facto, the Medicaid eligibility threshold under the
ACA is 138 percent of FPL Under theACA, states
are required to maintain Medicaid and CIiN
eligibility thresholds for children through 2019.
Therefore, etigi'bitity for children under Medicaid/
CHII' is not expected to be directly affected by
the Supreme Court's ruling.

a Fleberiein M, Broolts T Guyer J, et al. "Performirag
Under Pzessure:Annual F9ndings of a 50.State
Survey of Etig;.biLitn; Enrollment, Renewai, and
Cost-Sharing Policies in Medicaid and CHIP 2011-
2012 "Washington, DC: Kaiser Commission on
Medicaid and the Uninsured, 2012,

s Pear R. "In Health Care Ruling,vast Implications
for Medicaid " Cr"eio Xork Tustes,June 15, 2012.
h tKp•llwwrw nriB;e s co¢f(2 01 2/0b/16lus/in-

h ea2th-care-rt line rxst tm12 licat+onvtor-med 'cz'd
htn ^^3a>etY',Lt'tte(1=a11.

Blavirt F 13oiahan J, Renney GM, et al. "A Decade

of Coverage Lossest Implications for the

Affordabl.e Care_qct"Washina on,DC:Urban
knstitute, 2012. htr.p:(^n wtiv: trJar^ar +!^ health
»olic,lurLciin?ID=41 251 4.

Ibid.

e'I'he status as of July 10,2012 can be found
here: itttn:/Idl.rhntcdn.r.et/-adc son hna-d/
i^os^nhiSSL^ere-the-Sites-5innd'/aton it mi,

7 Iienney G, Dubay L, Zuckerman S, et a1 "Opting
Out of the Medicaid Expansion under the
ACA:How Many t;BittsuredAdultsVGould not
Be Eligible for Iviedicaid?"Washington, DC:
The Urban Institute, 2012. I_̂.:/Iwcvw.itrban.

While just over half of the uninsured
adults who could gain Medicaid coverage
under the ACA are white, potential
increases in coverage ttnder theACtS.
could substantially reduce racial and
ethnic differentials in health islsuran.ce
coverage.Vith full implementation
ofthe ACA, gaps in uizinsura.n.ce rates
between whites and Hispanics and
between whites and blacks are expected
to .narrow, with potentzal attendant
reductions in racial/ethnic differentials
in access to health care and health
outcomes.°-'

In addition, better addressing the health

care needs of low-income adults could

have other positive effects, given that so

many who sta,o.d to gain coverage zznder

theACA: Medicaid expansion are women

of reproductive ages. Since Medicaid

currently provides coverage or many

Wom,en only w ien t ey are pregnant,

tlaeACA Medicaid expansion has the

potential to ea to etter health in the

ora/I.nioar^e^^ Ff^i 76(^Op,tit^- ilt-ofxhe-
lvledicaid-E.^pans on-Linder-t1ie-ACF..n^.if

u These estitaates indicate how many unansured
individuals would be newly eiigible for lkiedicaid
but do not indicate how many would actuaily
enroll (see Holahan and Fleaden 2010 (endnote
12) for a discussion of behavioral responses).

9 These cstimates are derived from the 2010
American Community Survey (ACS), an annual
sutvey keided by the U.S. Census Bure3u.03'ie use
an augtnented version of theACGS prepared by
the Unid-,rszty ofMinnesota Population Center,
known as the Integrated Public Use Microdata,
SampFe (If'UMS), which uses-tbe public use
sample of theACS and contains edits for family
relationships and other variables (Ruggles S,
Alexander TJ, Genadek K, et aI. Integrated Public
Use Microdata Series:Versio.n 5.0 [Machine-
readable databasel.Ivlinneapolis,.": University
of Ntinuesota, 2010).AII estimates use weiglits
provided by the U.S. Census Bureau. Coverage
estimates reftect 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 in.far.-nation
collected in the survey and simulated Medicaid
eligibiiity status suggesta sample case's coverage
has been miscJassitietLThe universe is limited to
non-institutionalized civilian adults ages 19
through 64 who are citixe.ns or lawfully resident
immigrants who have been in the country more
than Five years. Because the ACS cloes not contain
sutflcirnt informatiun tu dctcrmine whcthcr an
individual is a Iacrfiilly resident immigrant and
therefore potentially ellt;:.ble for Medicaid
coverage, we impute documentation statos for
non-citizens (see Passel J and Cohen D.A Portrait
of Unauthorized Immigrants in the Un:ted States"
Pew Hispanic Cente ;Apri12009). Parental status
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spacing between t,irths. and to im.proved
birth outcomes and health of newborns.
In addition, the increased healti-i
insurance coverage of both custodial and
non-custodial parents should increase
the extent to which their nhisical and

mental health needs are addressed,
and reduce the fznancial burdens tiaev
exverience associated with health care.
Benefits that accrue to adults should
have positive effects on their chil.dren
and famaiies as wel1.23

Much of the discussion on expand'uzg
Medicaid under the ACA has focused
on the fiscal implications for states:
However, exclusively monetarv
ralculations ignore the potential human,
financial and productivity benefits
associ:a.ted with improved access to
afforda le health care for the millions
of low-9ncozne adults who lack healtli
insurance coverage and their families.

is defined according to wlaether the adult has a
child age 18 or under living in their housebold
who is their biological, adoptive, or stepchild.
Race/ethnicity is categorized into four mutually
exclusive groups; wktite non-Hispanic; black
non-.Yiispanic; Hispanic; and other, which includes
al.l other groups aad those of multiple race
groups.

Adults who would be newly eligible for Medicaid

undcr the ACA are idcntificd using a znodcl
developed byVctoria Lynch for the Robert Wood
jobnson Foundatlon that (1) simulates current/

pre-ACA eligibility for comprehensive Medicaid
or'vIedicaid-equivzlent benefits using the rules in

place in mid-2010 and (2) simulates eligibility for

expanded Medicaid coverage under theACA.The

model simulates ct;rrent eligibility using available

izu°ormation for each state on their iMedicaid

eligibility guidelines, including income thresholds

for a particular family size, the extent of in.corae

disregards, asset linuts, isnrrtigration status, and

other factors.The following etig:bility pathways

are modeled: Section 1115 Waiver, Section 1931;

Aged/Bliad/Disabied and SSI;Aged-out Foster

Children; Medically Needy; and Relative

Caretakers.The model does not account for

potential changes in existing eligibility categories

when the ACA. goes into effect: when ACA
regulations arc Bnalizcd, t:hangcs to income

methodoingies or other c.haaEes in elassificatincs

of"current' eligibility could a£.Fect estimates of

"new" eligibility (see Department of the Treasur)^

Internal Revenue Service, 26 CFR Part 301, RIN
1545-BK87,"Regulations pereaining to the

disclosure of return iSLrorIDation to carry out

eligibility requirements for health insuxance
affordability progz-uus."Wasbington, DC, 2011
http j/vvknv.irg.Rir/^7^jas ^pl
red-1' 9Fi=2-11 ^dfl.
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Appendix Table S. Uninsured Adults Newly Eligible for Medicaid Under the ACA with Incomes Below 100% of FPL
by Age/Sex and State (Numbers in 1000's)

. .. - - _ --- ^- -

^._ -- ` --' - -- ----- --- ___ -- - --- --- -- ---
ir

^_-.. 1
y^:tz^
,.-. .... _ -_ +_ ---- -- - --- -- - - -.-_ -

Atabama 36.9%' 94 31.3% 79 14.1;; 36 17.7% 45

Alaska 39.7% 12 29.8% 9 13,5% 4 16.9% 5

A712t7na 28.0%' 9 30,31/0 10 15.4°/a 5 26.2%" 8

Arkansas 37.5% 63 34.1°to` 57 13.8% 23 14.6%"* 24

California 40.7%' 575 28,2°/a* 398 14.1% 199 17.1% 242

Coiorada 42.6°l0' 69 23.9"0' 39 15:4% 25 18.1% 29

Connecticut 43.7°!°' 31 23.9%' 17 15:1'/o 11 17,3% 12

Delaware x# 44 ## #4 ## ## ^ 0

Distr;ct af Columbia 42.5% 6 33.8% 5 75.2% 2 B.6%" 1

Florida 37.5°lu' 374 28.0%* 278 15.8°,'0' 157 18.7%" 186

Geolgia 36.3%* 196 178 13.4°n 71 16.4°/a 88

Hawaii 44.3% 15 22.2°/u' 7 17.9% 6 15.5% 5

Idaho 37;6% 30 30.4% 24 16,4%0 13 15.5% 12

Iflina!s 42.4%u* 183 24.9°Lo' 107 j 1&:2%* 70 16.5% 71

Indiana 39.2% 113 32.9%' 95 14.1% 41 13.7%'* 40

Iowa 422% 34 25.4%' 20 14.5% 12 17.9% 14

Kansas 40.0a/o 41 30.8% 32 12.0°,ro 12 i7,2% 18
Kentucky 38.6%a 86 29.8% 67 13.2% 30 i8.4"o 41

Louisiana 33.5%' 87 35.2°10' 92 13.41a 35 17 9°l0 47
Maine

Marytand

Massachusetts

Minnesota

Missaud

Montana

Nebraska

Nevada

New Hampshir

New Jersey

New Mexico

New Yark

North Carafina

North Dakota

Ohio

Pennsylvania

Rhode Island

South Carolina

South Dakota

Tennessee.

Texas

Utah

VJest'lirg!nia

Wisconson

43:4°!°'

42.5%'

45.2%*

37.7%

37.9%

28.8!°'

42.1%

35.6%"

35.7%

39.4°,*°

38.7%

29,4°/6

41.8%'

38.6'/a

36.7%*

39.9%

44,8%'

39.7%

34.6%

40.8%

36.9%'

45.3%'

#1#

40.4%

43.1 °la"

36.7%

43.9°!°*

30.3%*

12

62

34

183

47

69

101

13

24

45

13

96

40

20

167

4

186

66

71

159

14

92

11

1?6

490

33

4#

109

102

37

64

"o

20.2%'

25.4%'

25.1 %'

27.0%'

26.8°/a

33.4a/o'

33.? °B'

27.4%

30.1%

32.0%

27:6%

28.4%

28.6%

"e9.5%

25.6%

31,5%

27.85 u'

24.7%'

G6_7°70'

11.6%

24,7%'

36:9%*

31.7%0

#4

30,3%

27.2%a'

31.9%

22.7%'

°6,3%

7 20.5%' 7 21.2%' 7

36 143°l0 21 16.3% 23

1B 13.1% 9 13.3%'° 9

116 15,1 % 65 15.4%'" 56

28 152% 16 12;9%° 13

61 129%a 24 16.0% 29

88 12.2%* ! 33 16.8% 45

12 20:4%' 9 23.3%a 10

. 17 13,7% $ 14.1% 84
41 14.3% 13 ?B.G,"o 23

10 7 18.3% 7

70 14.7°/a 36 17.5°l0 43

29 15,6°la 16 17.1% i8

18 11.7% 7 25.5%'* .16

129 15:2% 67 17,2'!° 75

4 3 26,1%u 4

113 69 17.3% 77

5 13.9% 24 16.0% 27

57 15.4% 30 18.2°tfi 35

110 15.1% 60 17.2% 69

8 14.0% 4 16.4aa 5

62 119%0 32 19:8%"' 46

11 0 16.7% 5 16.8% 5

70 15.4°/0' 44 54

^ 490 11.3%' 150 14.8%'" 197

23 11.6% 8 11.4%*' 8

## t^ ^S #^ ^

82 12.4°/0' 34 17.0% 46

64 i 4:0°/° 33 15.6% 37

32 12.0°°" 12 19.5?'°* 20

33 18.2%' 26 15.2% 22

7 3 17.8% 3

Notes: See hable A notes. '(-i!nn?cates share s sfasfically diiferent from ihe rest of t're na5on a ihe 0.1 kl)A51 !erel.
$0 ncicates sample si:els t..ss +^han 50 evseratipns, and'nas been suppressed.
ffaiic¢ed e-irnates have starlGara errcrs that are greater than 30 percent ef k:a esJmate iLSNt and sh.ou!d be -nterpreted roith r.auBon.
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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...

IPE \\1T State and Consumer Initiatives
i§AktTA04C T R U S TS _ , -

^ Ex-Felons Are About to Get Health
Coverage
By ^lichzel Ollove, Staff Writer

Newly freed prisoners traditionally

walk away from the penitentiary

with a bus ticket and a few dollars

in their pockets, Starting in

January, many of the 650,000

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 portion of the nearly 5

million ex-offenders who are on

parole or probation at any given

time will also be covered.

-- • ^ `" =?

E Y }

Inmates get health care while they're in prison, such as this prisoner at San Quentin. Star6ng
The expansion of Medicaid, a key in January, ex-convicts will be eligible 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.

"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 federai-state health insurance partnership for the poor. Under federai'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 so; most states do not.

April 5, 2013
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T H E K A I S E R COM M ISSION ON

Medicaid and the Uninsured

Medicaid, the nation's main public health insurance program for low-income people, now covers ovex 65 million

Americans -- more than i in every 5- at least sorre time during the year. The program's beneficiaries 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 rullions of low-income uninsured adults

vrhom 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 Llie Medicaid expansion.

But the others, which are home to half the uninsured adu:ts who could gain Medicaid coverage under the ACA, have

decided not to expand Medicaid at this time or are stiIl debating the issue.

Controversy about the Medicaid expansion has been stoked by an assertion that first appeared in a Wall Street journai

editorial a couple of years ago and has since resurfaced periodically, that "Medicaid is i,vorse than no coverage at

all."''2 . 5'6 This claim about Medicaid is sharply, at odds with the authoritative findings of the ins'atute ofMedicine (li?M)

Comm.ittee on Consequences of Uninsurance, detailed in Care Without Coverage, Too Little, Too Late, the second of six

reports the IOM issued on the subject in the early zooo's.? Based on a comprehensive review of the research examining

the impact of health insurance on adults, the ICM charted the causal pathway from coverage to better health outcomes,

concluding:

Heaith insurance coverage is assocratad with better health outcomes for adults. It is also associated iAiith having

a reguiar source of care and with greater and more appropriate use of heatth services. These factors, in tum,

improve the lilceiihood of disease screening and early detection, the mana,ement of chronic itlness, and efFective

treatment ofacute conditions such as traurnatic brain injury and heart attacks. The ultimate result is improved.3..^..=

health outcomes.

In light of Medicaid's large and g.rowing coverage role, and the significant health care needs of its beneficiaries, an

evidence-based assessment of the program's impact on access to care, health 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, generaily attriljuted to low fees paid by state Medicaid programs. Since Meclicaid was established nearly 45
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Medicaid improved adutts' mentat health markediy;lbledicaid's impact on plzysiccat headth remains
inconclusive. Objective clinical data collected on both groups of adults two years after the lottery show

that, relative to bein uninsured havin =^' ^

depressior:. Gains in physical health were more Iimited: while Medicaid did increase the detection of diabetes

and use of diabetes medication, it did not have a statistically significant effect on diabetes control, or on control

of high blood pressure or high cholesterol. The researchers note that their study iacked sufficient statistical

power to detect changes, and mahyof their point estimates are, in fact, within the rarIge of clinically meaningful

changes that would be expected if Nledica.id were effective. The authors also identify multiple factors that

may.mitigate the impact of coverage on clinical outcomes, including unmeasured barriers to access, missed

diagnoses, inappropriate medication, patient noncornpliance, aiid ineffectiveness of treatments.

Medicaid virtually eliminated catastrophic medicaP expenses. Catastrophic out-of-pocket spending (defined

as costs exceedin 3o^/o of income) `,vas nearll eliminated amori the adults who gained Medicaid coverage.

Also, the likelihood of having medical debt was reduced by more than 2oQ/a, and having Medicaid had a

significant impact ori all self-reported measures of financial strain due to health care costs, including borrowing

money or skipping other bills to pay medical bills and being refused treatment due to medical bills in the past

six months.

Analyses that examine how Medicaid beneficiaries with serious chronic illnesses, such as diabetes, fare areof

particular interest'oecause of the prevalence of these conditions in the Medicaid population and the consequences

if care is lacking. A recent series of studies focused specifically on low-income nonelderly adults with major chronic

diseases shows statistically significant and clinically important differences between Medicaid beneficiaries and the

uninsured on important measures of access and care. For example, adults with di betes who are covered by ;Vledicaid

are less likely than those who lack insurance to renort delaying or being unable to get needed care. They also have

more office visits, f111 more rescrin ' n P' a m nended diabetes

care.z' The two related studies onnther maior chronic illanesses show similar results.z3

Continuity in Medicaid coverage makes a difference. Research has shown that interruptions in iMedicaid coverage

can lead to greater emergeney depar'trrient use as well as significant increases in hospitalization for conditions that

can be managed on an ambulatory basis.14,21-16 Studies examining the short-term impacts of loss of Medicaid coverage

provide additional evidence ofMedicaid's impact. Studies in Califoxnia and Oregon of low-income adults who lost

their Medicaid coverage found significant declines in basic measures of access, such as havinga USOC, unmet

health care and medication needs, and lilcelihood of a recent primary care visit, as well as significant declines in

health status.Z,-'a Ir. focus groups conducted with aduit Medicaid beneficiaries in Massachusetts following the state's

elia.ination of adult dental benefits, nearly all the participants reported serious aral health problems that, for many,

resulted in chronic and serious pain.'g

Beyflnd showing improved access to care and use of recommended care for Medicaid beneaciaries relative to the

uninsured, research also provides^cidencP^at broatier eli^ibiIify for :bledicaid at the state level is associate__ d

signif car:t reductions in both child mortality3l' and adult m.ortality3"' 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 coverag were associated with"substantially improved access to care for all low-income adults in the

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

Medicaid coverage than in states with broader coverage 3x
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SPECIAL ARTICLE

Mortality and Access to Care among Adults
after State Medicaid Expansions

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

ABSTRACT

9AGKGROUND

Several states have expanded iMedicaid 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' heaith remains unclear. We examined whether
Medicaid expansions were associated with changes in mortality and other he^lth-
related measures.

METHODS

We compared three states that substantially expanded adult Medicaid efigibilitysince
2000 (New York, N(aine, and Arizona) with neighboring 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.

eZESUI.TS
Medicaid expansions were associated with a significant reduction i' n adiusted all
cause mortality (by 19.6 deaths per 100,000 adults, for a relative reduction of 6,1%;

rsider^tiof poorez counties. rxpansions 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 a relative reduction of 14.7°!0; P<0.001), de-
creased rates of delayed care because of costs (by 2.9 percentage points, for a
relative reduction of 21,3%0; P=0.002), and increased rates of self-reported health
status of "excellent" or "very good" ;by 2.2 percentage points, for a relative increase
of 3.4%; P= 0.04).

CQNCLUSlONS

as well as improved coverage, access to care, and self-
..r^ u a,,.^..^...
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Dying ior Coveroge 3

Tabie 2.

Deaths Due to a Lack of Health Coverage, 25- to 64-Year-C71ds, by State,
2005-2010

2'tY ; 7 ~~'^ ^ '4 ^ ..}3 ^ Y 1J 9^
`- .,.. ^..,....^, `

^ ,abarnC 2,668

AlcskC ;? 44 :

?.Fzona 3 4 i

l r\C'7^as 1 1 998

.,allrornia 1 6^28^

Co!oradc' h52

. ^...aMP,CticUt ?2',5

nl?'awa'e

D C
2 90

F!or^ca 12,336

Georgi^ 5,624

yavra^i 289

!^ChO 551

lilinois 4,9G,E >

!r,dianc 2,458-^

ieiwa 777

Eansas 874

`CenPucky 2,298

[:euis:ana 3 3A5

t ai',e 398

rv4erylc,nd 2 , 075

^^iassacllu<e">

MicFigan 3,534

P'^'sinncsota'

Mrs5is_ippi2,2c39

tihsou ' 2,5 15

}
h^ '^ i:i , R Pa

I^f^On?ar`a . 4 8 3

`"iveGras;ce ' ^80 _

^le4.r,Cla 1.504

o' i P.h!rB 339

Naw Jezy 2,98 U

N°WMeXi(:O 1 ,4-04

'e,;v Yo,-:c 6;481

Nori-^ rarnl;ria 4.d43

'Jo th Dak^^^_n^ 179

Oh ai 4 406

CD k!a'rt^ma 2424

Otegcn 57

f ennsy^'3ania ? 778

Rhode Wand 275.

sputh Ca.alhici 2,927

a

Teiinessee 3,483

Tex^s: 1 5,4:35

U^al-, 687

Vemcnr 15L

d rg`rii a 2,706

2,069

`IiestViZgir'a 11,223

1,2Q4

V3y:)mIng 2 3

'U.s. r,-Jt_"i 1,34 120

Source; Pamiiies USA calculations based on estimates by the (nstitute of Medicine.

* Massachusetts data are not reportable because they do not reflect the state's health reform
program.
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'JeVICIda 32C?

Nei Harnnsh^e 5 61

rJe,^:^ Jersey ^ 1 1 ' ^

New Nl2xic05.^ 21 2C1

Ned; Yar'r. 24 flA 1,2^"7

North C-aro:ina 18 78 931
,:. ; , .. .
h Dakatu 1 3

Ohio
7 7h yr^ '

7 i<harctv 9 ? :9 2

oreaorl ,h 24 293

Penraylear'a! 62 . 745

Roode island 1 5 56

South Carolirra 12 < 52 625

South Gckota i 4 16

Ten recsee f 2 5^ 633

(exas 57 246 2,955

Verm.ari ^ 28

ainia i 574

',^loehinaton ^- 3n 419

Wes, `d

Wisconsin 22 270

13.s: 122 1715 2C1. 100 `

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.

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

*** To*.al does not add due to roundinb.
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Table 3 cont'd.

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



Dying for Ccverage 7

The uninsured often delay or forgo needed medical care.^.----------
a 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).9

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).t0

Uninsured Americans ai-e sicker and die earlier than those
who have insurance.

n Uninsured adults are more likely to be diagnosed with a disease in

an advanced stage. For example, uninsured wornen are substantially

more likely to be diagnosed with advanced stage breast cancer

than women with private ins^,ranr '' a5 are Lrnin:sured people with

coloree^n cer.1z

a Uninsured adults are at Ieast 25 percent more likely to die

prematurely than adults with private health insurance.'3 .

The uninsured pay more for medical care.
a Uninsured patients are unable to negotiate the discounts on hospital

and doctor charges that instirance companies do. As a result,

uninsured patients are often charged more than 2.5 times what

insured patients are charged for hospital services.14

® Three o«t of five uninsured adults (60 percent) under the age of 65

report having problems with medical bills or medical debt.'s
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