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I INTRODUCTION

Amici Curiae support the Respondents and urge this Court to deny the Relators’ request
for a writ of mandamus. The Relators refer to Medicaid expansion as “the equivalent of a ticking
time-bomb for Ohio’s budget” and claim that Medicaid expansion “would dramatically alter the
provision of health care and health care coverage in Ohio.” Nothing could be further from the
truth.

To the contrary, as Governor Kasich recently succinctly and accurately summarized,
Medicaid expansion is about bringing Ohio money home to Ohio and back from Washington
D.C. Medicaid expansion will return nearly $14 billion in Ohio taxpayer money to the Buckeye
State; $14 billion that will otherwise be sent to fund Medicaid expansion in other states, leaving
Ohioans with nothing in return for their hard-earned tax dollars. Ohio’s Medicaid expansion
funds will also be wisely and efficiently spent. Under Governor Kasich’s Office of Health
Transformation, Ohio Medicaid has become the envy of state-run Medicaid programs, receiving
national recognition for being at the forefront of achieving dramatic improvements in care
coordination and managed care outcomes for patients while simultaneously modernizing the
program and significantly reducing the costs of plan administration. The Relators’ attempt to
portray Medicaid expansion as a run-away spending programin Ohio is not supported by the
facts.

Moreover, Medicaid expansion, fully funded by federal dollars, does not “dramatically
alter” the provision of Medicaid, but rather simply extends current Medicaid benefits to those
adults between 100% and 138% Federal Poverty Level (“FPL”). This translates to $15,000.00
per year for a single adult and $32,000.00 per year for a family of four. Medicaid expansion will

thus directly benefit the most vulnerable working poor in Ohio who are in the unfortunate



position of making just slightly too much to currently qualify for Medicaid, but not enough to
afford health insurance and quality and consistent healthcare. This is particularly true for the
thousands of Ohioans battling mental health issues and addiction who, under Medicaid
expansion, will at last get the kind of care they so desperately need. Medicaid expansion gives a
key segment of Ohio’s population the opportunity to share in Ohio’s economic growth and take
the first steps to a better and healthier future.

While the Director of Medicaid’s decision to expand Medicaid is not at issue in this case,
the ability to obtain the federal dollars to fund such expansion is. The Relators intend to prevent
the lawtul funding of Medicaid expansion in Ohio: funding that truly betters every Ohio citizen.
To this end, this Amicus Brief will focus on the myriad benefits of Medicaid expansion funding
in Ohio, all of which will be lost if the Relators obtain the relief sought — relief to which they are
not entitled under Ohio law.

1L STATEMENT OF THE IDENTITY AND INTEREST OF AMICI

Amici are Ohio organizations dedicated in whole or in part to the improvement of health
outcomes for all Ohio citizens, including Ohio Medicaid recipients. Amici are also deeply
concerned about the growth and expansion of the Ohio economy and the effective and efficient
operation of the various health care systems in Ohio. Amici supportthe Respondents in this
action because, if this Court were to grant the relief requested by the Relators, such rulin g would
prevent the lawful federal funding of Medicaid expansion in Ohio, have a profound impact on
the health of Ohio’s most vulnerable citizens, and prevent all Ohioans from receiving the social
and economic benefits Medicaid expansion will provide.

The Ohio National Guard Association promotes, protects and defends the vital interests

of the Ohio National Guard and its membership in Federal, State and Local Government. The



organization is comprised of volunteers dedicated to protecting and defending the basic values
that all Americans cherish, as embodied in the United States Constitution and demonstrated by
their members’ commitment to the Minutemen tradition of selfless dedication to Community,
State and Nation.

Sheriff Gene A. Kelly has been the sheriff of Clark County, Ohio since 1987,

The Ohio Association of Community Health Centers (“OACHC™) is a not-for-profit
professional trade association representing Ohio’s Federally Qualified Health Centers (FQHCs,
or Community Health Centers). OACHC represents 41 Ohio Community Health Centers at over
200 locations in 47 of Ohio’s 88 counties. OACHC supports access to high-quality, affordable
health care through the growth and development of Ohio’s Community Health Centers.

The Ohio Manufacturers Association is a statewide association of approximately 1,600
manufacturing companies, which collectively employ the majority of the 610,000 men and
women who work in manufacturing in the state of Ohio and account for almost 17% of Ohio’s
gross domestic product. Member companies are engaged in various businesses or industries in
Ohio and are incorporated and/or conduct substantial business operations in the state.

The Ohio Right to Life Society is a state-wide, non-profit and non-sectarian advocacy
organization dedicated to promoting and defending the rights of the unborn, the elderly and those
suffering from chronic and terminal illnesses. The Ohio Right to Life Society has as among its
goals ensuring that each person’s individual rights under the law are protected, including, but not
hmited to, with regard to healthcare and associated treatments and procedures. Further, The
Ohio Right to Life Society believes low-income women should have access to a primary care

physician to receive quality healthcare.



The Columbus Chamber of Commerce is a non-profit organization providing businesses
and organizations opportunities to tap into valuable resources designed to promote and support
businesses of all sizes throughout the Columbus region. It represents the interests of 2,000
member businesses and their 268,000 employees.

Philanthropy Ohio is an association of foundations, corporate giving programs,
individuals and organizations actively involved in philanthropy in Ohio. Its mission is to provide
leadership for philanthropy throughout Chio and to enhance the ability of members to fulfill their
charitable goals.

The Dayton Chamber of Commerce is a non-profit organization providing businesses and
organizations opportunities to tap into valuable resources designed to promote and support
businesses of all sizes throughout the Dayton region. It represents the interests of 2,700 member
businesses across nine Ohio counties.

The Cincinnati USA Regional Chamber of Commerce is a non-profit organization
providing businesses and organizations opportunities to tap into valuable resources designed to
promote and support businesses of all sizes throughout the greater Cincinnati area. It represents
the interests of 5,000 member businesses.

The Ohio Association of Health Plans (“OAHP”) is a non-profit association comprised of
health plans who collectively provide health insurance coverage to more than 7.5 million
Ohioans. The OAHP is a leading organization in actively promoting and advocating for quality

healthcare and healthcare benefits for all Ohioans.



Il. ARGUMENT

Proposition of Law:The State Of Ohio Controlling Board Was Authorized To
Approve The Ohio Department Of Medicaid’s Appropriation Request.

A, The Controlling Board Properly Exercised Its Authority Under Ohio Law In
Approving The Ohio Department Of Medicaid’s Appropriation Request.

The version of H.B. 59 which actually became Ohio law, relevant portions of which are

now codified in Chapters 5162 and 5163 of the Ohio Revised Code, expressly authorizes the
Director of the Ohio Department of Medicaid to decide, in his discretion, to cover “optional
eligibility groups,” including those persons eligible under Medicaid expansion. See Ohio Rev.
Code $5163.03(C). The limitation on the Director’s discretion is if another Ohio statute
prohibits the extension of coverage to the “optional eligibility group” at issue. /d. Importantly,
no Ohio statute prohibits those eligible under Medicaid expansion from being covered. Id. If the
Department of Medicaid decides to expand Medicaid coverage, as it has here, Ohio Revised
Code §5162.07 authorizes the Director to seek from the federal government an “amendment to
the Medicaid state plan...for all components, and aspects of components, of the Medicaid
program.” SeeOhio Rev. Code §5162.07.

In full compliance with these statutes, the Directorsought and obtained an amendment
from the federal Centers for Medicare and Medicaid Services to expand Medicaid and receive
the federal funds to do so. The Director’s decision in this regard is not at issue in this case. The
Director of Medicaid then sought and received approval from the Ohio Controlling Board to
spend those federal funds on Medicaid expansion. The Controlling Board’s decision is squarely
at issue here,

The Ohio Controlling Board was well within its authority to approve the Department of

Medicaid’s request. Section 131.35 of the Ohio Revised Code expressly authorizes any state




agency to obtain Ohio Controlling Board authorization “to make expenditures of any federal
funds.” See Ohio Rev. Code §131.35(4)(1). Furthermore, “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.” See Ohio Rev. Code $131.35(4)(5).

The Controlling Board’s decision to approve the Department of Medicaid spending
federal funds on Medicaid expansion did not violate Ohio Revised Code §127.17, because such
decision was not contrary to any prevailing appropriation act. See Ohio Rev. Code §127.17
(Emphasis added).

The Relators rely solely on the portion of H.B. 59 which contained the phrase “The
Medicaid program shall not cover the group described in the Social Security Act, section
1902(a)(10)(A)(I)(VIID), 42 U.S.C. 1396(a)(_ HO)YA)(I)(VID).” However, this provision was line-
item vetoed by Governor Kasich. Under the Ohio Constitution, any provision of an
appropriation bill vetoed by the Governor “shall be void, unless re-passed in the manner herein
prescribed for the re-passage of a bill.” See Section 16, Article 1l, Ohio Constitution. Simply
put, the provision relied upon by the Relators is void and of no effect under the OChio

Constitution, is not enacted Ohio law, and thus is not a prevailing appropriation act. /d.

The improper relief sought by the Relators would allow 6 members of the 132-member
general assembly to override a veto by a sitting Ohio Governor. Id. In so doing, the Relators
would limit the Ohio Controlling Board’s authority based solely upon a single sentence vetoed
from an appropriation bill, and which is therefore expressly void under the Ohio Constitution.
Id. The Relators’ requested relief is contrary to Ohio statutory law, contrary to the Ohio

Constitution, and contrary to the checks and balances governin g the legislative process in Ohio.




The Ohio Controlling Board is under no duty whatsoever, let alone a clear public duty, to
deny the Department of Medicaid the ability to spend federal funds b:ecause six members of the
general assembly want that result. Rather, such a decision is within the sound authority and
discretion of the Ohio Controlling Board. The Relators have no ri ght, let alone a clear public
right, to have this Court order the Ohio Controlling Board to reach a different decision.

The Relators® request for a writ of mandamus must be denied. Amici herein join in and
support the Brief filed in this case by Respondents, The Ohio Controlling Board and The Ohio
Department of Medicaid, and in the Briefs of the other Amici Curiaefiled in support of the
Respondents.

B. Granting The Relief Sought By The Relators Will Negatively Impact The
State Of Ohio By Preventing Medicaid Expansion Funding.

The relief sought by the Relators will bring the ongoing process of funding Ohio
Medicaid expansion to an abrupt and unfortunate end. Absent Medicaid expansion, hundreds of
thousands of Ohio’s working poor, particularly parents with minor children, veterans, and those
desperately in need of mental health and addiction treatment, will be left without access to the
healthcare they need. Ohio hospitals and physicians will be under further strain of providing
uncompensated care, while simultancously not receiving billions of dollars in otherwise available
Medicaid payments.

The State of Ohio and local goevernments will lose out on $2.7 - $2.8 billion in Medicaid
expansion-generated revenues, while at the same time losing well over a billiondollars in
potential savings stemming from new Medicaid spending. See Health Policy Institute of Ohio,
The Ohio State University, Regional Economic Modeling, Inc., and the Urban Institute,
Expanding Medicaid in Ohio, Analysis of Likely Effects (March 2013) (*Ohio Medicaid

Expansion Study”) (Appendix at 22). Ohio’s small businesses and employers will be burdened



with millions of dollars in penalties and exponential increases in the costs of insuring their
employees. See Brian Haile, The Supreme Court’s ACA Decision and its Hidden Surprise for
Employers, Jackson Hewitt Tax Services, Inc. (March 13, 2012) (Appendix at 25). And, Ohio’s
criminal justice system will suffer, as prisoners and high-risk young adults fail to receive the
mental health and addiction treatments and medications required to help them beat the cycle of
crime and imprisonment. See Testimony of Sheriff Michael Heldman before the House Finance
Committee of the Ohio General Assembly (August 27, 2013) (Appendix at 31). All of Ohio
loses if the Relators win and Medicaid expansion funding is prevented.
1. Overview Of Ohio Medicaid Expansion.

Medicaid expansion extends the scope of individuals eligible to receive Medicaid in
Ohio. Medicaid expansion does not substantially alter the benefits provided by the program, but
rather expands the definition of persons within the program’s covered-population. Under the
current eligibility guidelines, Medicaid serves approximately 2 million Ohioans. See Health
Policy Institute of Ohio, Ohio Medicaid Basics 2013 (March 201 3) ("HPIO”) (Appendix at 32).
Absent expansion, only the following Ohioans will continue to quality for Medicaid coverage:
(1) children and pregnant women in households earning below 200% FPL; (2) adult parents
earning below 90% FPL; (3) disabled individuals earning below 64% of FPL (or earning below
250% FPL, if working); and (4) low-income senior citizens only to the extent they have
qualifying nursing home care expenses. See Ohio Medicaid Expansion Study (Appendix at 1).

Under Medicaid expansion, all adults, whether or not they have children, qualify for
Medicaid coverage if their earnings are below 138% FPL (approximately $15,000.00 per year for
a single adult and approximately $32,000.00 for a family of four). See HPIO (Appendix at 33 &

47). Through this change in the definition of covered population, Medicaid expansion will




immediately open up eligibility to approximately 275,000 more Ohioans, most of whom are
currently uninsured and/or underinsured. See Greg Moody, Health Transformation Budget
Priorities, testimony before the House Finance Committee of the Ohio General Assembly
(February 14, 2013) (“Moody Testimony™) (Appendix at 55). And, a recent study conducted by
The Ohio State University and The Urban Institute estimates that over 450,000 currently
uninsured Ohioans will gain coverage through Medicaid expansion by 2022. Se¢e Ohio Medicaid
Expansion Study (Appendix at 14).

Medicaid expansion is funded with federal tax dollars that Ohioans are already sending
each year to Washington D.C. Through 2016, 100% of non-administrative costs and expenses
associated with Medicaid expansion will be funded by the federal government through payments
received from the federal Centers for Medicare and Medicaid Services. See id. (Appendix at 5).
Thereatter, the federal government will continue to fund at least 90% of non-administrative costs
and expenses associated with Medicaid expansion. See id. The 90% federal funding figure is
fixed by federal statute. See id. The administrative costs of Medicaid expansion will be shared
equally between Ohio and the federal government, as is the case with regard to administrative
costs under Medicaid currently. See id. (Appendix at 6). If Ohio does not participate in
Medicaid expansion, Ohio Medicaid tax dollars will go to cover citizens in other states instead.
See Governor’s ()fﬁce of Health Transformation, Coverage Saves Jobs (September 30, 2013)
(Appendix at 102)(available
afhtttp://www healthtransformation.ohio.gov/ LinkClick.aspx?fileticket=pyzZGSrppM4%3d&tab
id=160).

Medicaid expansion is also designed to work hand-in-hand with the federal health

insurance subsidy program. Under this program, the federal government provides adults




between 100% and 400% FPL with subsidies toward the payment of private health insurance
premiums if those adults either do not qualify for Medicaid coverage or do not have affordable
coverage through their respective employers. See American Academy of Actuaries, Implications
of Medicaid Expansion Decision on Private Coverage (September 2012) (Appendix at 107)
(available at http://www.actuary.org/files’/Medicaid_Considerations 09 05 2012.pdf). By
extending Medicaid coverage to all adults below 138% FPL, fewer dollars will be required to
fund and operate the subsidy program. See Ohio Medicaid Expansion Study (Appendix at 14).In
a related note, absent expansion, unlike adults between 100% and 138% FPL, non-Medicaid
eligible adults below 100% FPL cannot participate in the subsidy program. See Medicaid
Expansion Study (Appendix at 1). This is because federal law anticipated these individuals
would instead be covered by Medicaid and not need the subsidies. See id.  Not expanding
Medicaid in Ohio would thus create an unfortunate situation where the very poorest adults would
be unable to secure healthcare coverage of any kind. See id.

In addition, Ohio’s Medicaid reforms over the past two years have been nationally
recognized for leading to improved care coordination, improved health outcomes and reduced
overall operating costs. See Coverage Saves Jobs (Appendix at 102). These reforms leave Ohio
pertectly placed to successfully expand Medicaid coverage now in a way that will cover more
people, provide higher quality care to those covered, and create a greater overall value to the
taxpayers who fund the program.

2. Medicaid Expansion Creates Ohio Jobs And Grows Ohio’s Economy.

The recent Ohio Medicaid Expansion Study concluded that Medicaid expansion will

drive significant increases in Ohio employment and Ohio earnings over the next decade. See

Ohio Medicaid Expansion Study (Appendix at 15). The job creation and earnings expansion will
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be fueled by the influx of additional federal dollars paying for health care in Ohio, which will be
unavailable absent Medicaid expansion. See id. The study concluded that Medicaid expansion
will create over 30,000 Ohio jobs between 2014 and 2022, bringing over $17.5 billion in
additional earnings to the Buckeye State. See id. (Appendix at 16). And, states that adopt
Medicaid expansion will otherwise have inherent hiring advantages, as their employers will not
need to underwrite the cost of healthcare for their Medicaid-eligible employees. As such,
Medicaid expansion will prevent Ohio employers from being competitively disadvantaged, thus
preserving and expanding the availability of quality Ohio job opportunities. The failure of
Medicaid expansion will thus cost Ohio valuable jobs, employees and employers.
3. Medicaid Expansion Assists Ohio Small Businesses And Employers.

Medicaid expansion also provides many vital benefits and protections to Ohio businesses,
all of which will be lost if the Relators obtain the relief sought and halt Medicaid expansion
funding in its tracks. As an initial matter, absent Medicaid expansion, Ohio businesses and their
employees will see a significant increase in the cost of private health insurance premiums. See
Ohio Medicaid Expansion Study (Appendix at 16). The Congressional Budget Office estimates
an average 2% annual increase in private insurance premiums should Medicaid expansion fail.
See Implications of Medicaid Expansion Decision on Private Coverage (Appendix at 107). The
2% increase stems from those adults under 138% FPL, who would otherwise be Medicaid
eligible under expansion, remaining in the private health insurance market. See id. Due to their
history of not receiving regular healthcare in the past, these individuals are likely to have higher
healthcare needs and costs, which will then be passed on to other Ohio consumers and

businesses. See id.
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Similarly, in its 2013 study, the Urban Institute concluded that, if Medicaid expansion
were to fail, Ohio employers will incur an estimated $1.7billion increase in healthcare-related
costs between 2014 and 2022. See Ohio Medicaid Expansion Study (Appendix at 17). The
Urban Institute estimated an additional $7.4 billion increase in private-market consumer
healthcare costs absent expansion. See id.

In addition, Ohio employers with 51 or more full-time employees are subject to penalties
if an employee goes outside of the employer’s plan and instead purchases their own health
insurance through the previously mentioned private market health insurance subsidy program
(for adults between 100% and 400% FPL). See The Supreme Court’s ACA Decision and its
Hidden Surprise for Employers (Appendix at 26-30). These penalty and subsidy provisions were
enacted under the assumption that Medicaid expansion would be passed in Ohio. See id.
(Appendix at 25). As such, without expansion, many Ohio workers who would have otherwise
qualified for Medicaid will instead participate in the subsidy program, and in so doing cause their
employers to incur potentially significant penalties. See id. (Appendix at 26-30). A study by
Jackson Hewitt concluded that, absent Medicaid expansion, Ohio employers will pay
approximately $88 million in such penalties when the penalty provisions are fully implemented.
See id.(Appendix at 29),

As such, absent Medicaid expansion, Ohio employers not only lose out on the benefits of
job creation, healthier, happier and more productive employees, and an expanded and more
competitive labor market, they also face stiff penalties and the prospect of exponential health
insurance premium increases. Medicaid expansion is in the best interests of Ohio businesses,

large and small, and their employees.
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4. Medicaid Expansion Increases State Revenues And Provides Budget Savings.

Medicaid expansion also benefits Ohio by significantly increasing State tax revenues,
while simultaneously reducing State expenditures on certain healthcare-related items. This
results in a $1.8 billion net gain to the State, which can be allocated to tax cuts and/or increased
spending in other keys areas that benefit all Ohioans, such as education and infrastructure
improvements. See Ohio Medicaid Expansion Study (Appendix at 21).

On the revenue side, Medicaid expansion is estimated to produce a $1.7 billion increase
in tax revenue from 2014 through 2022, stemming from increased federal spending on premiums
to Medicaid managed care companies,which are now subject to a 5.75% Ohio sales tax and a
1.0% state health insurance tax (of note, the $1.7 billion estimate was based on the previous
lower Ohio sales tax rate of 5.5%). See id. (Appendix at 11). During this same time period, an
additional $857 million in revenue will be generated through sales tax collections on goods and
services purchased by Ohio hospitals, doctors, dentists and other providers using the federal
Medicaid expansion dollars they receive. See id. (Appendix at 12). Ohio will further receive
approximately $218 million in prescription drug rebates from pharmaceutical companies
participating in expanded Ohio Medicaid. See id. (Appendix at 13). Medicaid expansion will
therefore generate almost $2.8 billion in additional State revenues over the next decade.

Similarly, on the cost side, Medicaid expansion will si gnificantly decrease State spending
on healthcare-related items that will instead be covered by Medicaid. The Ohio Medicaid
Expansion Study concluded that, as a result of Medicaid expansion, Ohio will save $709 million
it would otherwise have paid toward healthcare costs of adults who instead receive expanded
Medicaid coverage. See id. (Appendix at 7). The State will save approximately $48 million

related to breast and cervical cancer treatments for women that will instead be covered by
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Medicaid. See id. $273 million in Ohio savings will come from Ohio prisoners being almost
universally qualified for Medicaid, with another $389 miHion in savings stemming from
additional adult mental health and addiction treatments becoming Medicaid-covered. See
id.(Appendix at 9).

As such, Medicaid expansion means a net gain for Ohio of over $4 billion over the next
decade. See id. (Appendix at 12). Even factoring in the estimated $2.5 billion increase to the
State during this time period for costs associated with funding and administering Medicaid
expansion, the State comes out over $1.6 billion ahead. See id. (Appendix at 20-22). However,
if Medicaid expansion funding fails — which is what the Relators seek in this case — that billion
dollargain, and all of its associated benefits, are forever lost.

5. Medicaid Expansion Protects Ohio Healthcare Providers.

Ohio hospitals are required by law in many cases to provide care even if the patient lacks
insurance and/or otherwise is unable to pay for treatment. See HPIO (Appendix at 43).
Uncompensated care for these patients cost Ohio hospitals over $1.2 billion in 2012 alone. See
Coverage Saves Jobs (Appendix at 104). Currently, Chio hospitals receive some protection
from these losses through the federal “disproportionate share hospital program,” or “DSH.” See
HPIO (Appendix at 43). The DSH program provided $356 million to Ohio hospitals in 2012 to
help off-set the losses from uncompensated care. See Coverage Saves Jobs(Appendix at 104).
However, recent amendments to the Medicaid program reduce the DSH program, and Medicaid
expansion was designed, in part, to fill in the gap caused by the reduction in DSH subsidies. See
Moody’s Investors Service, Medicaid and Medicare DSH payment reductions could challenge

states and hospitals (March 14, 2013) (Appendix at 110).
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If Ohio does not participate in Medicaid expansion, hospitals will be forced to absorb
100% of uncompensated care costs, or ultimately shift them to insured patients or private payers,
increasing overall costs to consumers and to businesses that provide health insurance to their
employees. SeeExcerpts from Institute of Medicine: America’s Uninsured Crisis, Consequences
for  Health and Health Care (Appendix  at 137-138)  (available  at
http://www.nap.edu/catalog.php?record_id=12511). The failure of Medicaid expansion, coupled
with loss of the full DSH program, will impact rural and safety net hospitals the most, as these
facilities tend to treat the largest number of patients without insurance (and who also often have
more severe conditions stemming from lack of regular care). See Kaiser Health News, “Rural
Poor Likely to Feel the Pinch of State Decisions Not to Expand Medicaid” (September 3, 2013)
(Appendix at 139-140) (available  at  <http://www kaiserhealthnews.org/daily-
reports/2013/september/03/medicaid-expansion.aspx).
Many of these rural and safety net hospitals may ultimately not be able to continue operations
absent Medicaid expansion. See Bloomberg News, “Hospitals Brace as Republicans Fight Over
Medicaid”  (September 19, 2013) (Appendix  at 141-144)  (available  at
http://www.bloomberg.com/news/2013-09-1 9/hospitals-brace-as-republicans-fight-over-
medicaid.html). In addition, as previously discussed, expanded Medicaid provides more regular
and cost-effective care for patients, meaning less uncompensated and expensive hospital and
emergency room visits in the first place.

Along these lines, Medicaid expansion specifically benefits safety net providers such as
Community Health Centers (“CHC”). These benefits in many cases flow to all patients, not just
those on Medicaid. Medicaid expansion funding provides the investment necessary to increase

the number of CHC locations, extend hours of operation, and provide higher staffing levels for
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clinicians and other personnel. As such, Medicaid expansion creates more CHC employment
opportunities in areas in desperate need of job growth. Expanded CHC capacity also keeps
patients out of more costly settings such as emergency rooms and hospitals. Additional
Medicaid funding will further improve patient-to-clinician ratios across ajl specialties, shortening
wait times and generating a greater range of specialized care, such as oral and behavioral health
services, that are frequently in short supply in Ohio’s medically underserved communities.

A failure to expand Medicaid will also prevent Ohio providers from experiencing billions
of dollars in additional revenues. Estimates show that Ohio providers will receive over $13
billion in new federal spending for health care from Medicaid expansion during the next seven
years, including $5.9 billion to Ohio hospitals, $2 billion to Ohio doctors, and $1.4 billion to
Ohio dentists. See Moody Testimony (Appendix at 55) and Coverage Saves Jobs (Appendix at
102). These additional revenues will preserve and create new jobs and keep vital Ohio hospitals
and doctors open for business. The revenues will not happen, however, if the Relators are
successtul in blocking Medicaid expansion funding. And, importantly, preventing Medicaid
expansion funding in Ohio will not save federal tax dollars (including tax dollars from Ohio)
from being spent — those dollars will simply be spent in states other than Ohio. The Amicus
Brief of The Ohio Hospital Association, The Ohio State Medical Association, and The Ohio
Osteopathic Association further details the detrimental impact on Ohio providers should
Medicaid expansion funding fail.

6. Medicaid Expansion Relieves Strains On Local Governments.

Medicaid expansion also benefits local governments in Ohio, many of which are already

experiencing difficulties passing and renewing operating levies and otherwise balancing budgets

without cutting programs vital to their constituents. To this end, similarly to the increased State
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revenues previously ciiscussed, economic activity associated with Medicaid expansion is
expected to increase county sales tax revenue by nearly $400 million from 2014 through 2022.
See Ohio Medicaid Expansion Study (Appendix at 18). In addition, Medicaid expansion is
expected to result in statewide county savings by covering mental health and/or addiction
treatments currently paid for through local county levies. See id. (Appendix at 16-17). These
savings can be used by Ohio counties on other social services needs important to their
constituents.

7. Medicaid Expansion Provides Immediate Access To Healthcare And
Improved Health Outcomes For Nearly 300,000 Ohioans.

a. Impact On Ohio’s Working Poor.

Coupled with the other Medicaid reforms recently implemented, Medicaid expansion in
Ohio can serve to ladder Ohio’s adult working poor up and out of poverty. These individuals
comprise one of the most vulnerable segments of the State’s population, and include many adults
currently working in the Medicaid field but who are not Medicaid-eligible. Medicaid expansion
will immediately apply to cover 275,000 additional individuals in this category in 2014, and
cover over 450,000 persons by 2022,‘ See Ohio Medicaid Expansion Study (Appendix at 14).
These individuals would otherwise be underinsured or, in many cases, be entirely without
healthcare coverage whatsoever. See id.

75% of uninsured Ohioans work, but due to their lack of consistent and quality medical
treatment, they tend to “live sicker and die younger” on average than their insured Ohio
counterparts.See Coverage Saves Jobs (Appendix at 102). Moreover, uninsured working adults
often delay seeking medical treatment until their medical conditions have significantly
deteriorated, leading to higher healthcare costs and reduced health outcomes.See Institute of

Medicine, America’s Uninsured Crisis. Consequences for Health and Health Care (Appendix at
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117-119). If the uninsured patient is required to pay these healthcare costs without insurance, the
result is crippling debt and, in many cases, bankruptcy. Otherwise, these costs are born by the
hospitals and providers themselves, or passed on indirectly to insured patients. In contrast,
working adults with healthcare coverage are more likely to receive routine and timely care, thus
avoiding illness and/or major medical procedures in the first place. See id. (Appendix at 119).
Insured working adults are also more likely to receive more efficient and less costly healthcare
through regular providers, such as a family doctor, rather than seeking treatment through urgent
care and/or emergency room visits. See id,

The positive impact of expanded Medicaid eligibility on adults is well documented. A
recent study published by the New England Journal of Medicine concluded that, with regard to
three states that expanded their Medicaid coverage since 2000 (New York, Maine and Arizona),
these states saw a 6.1% mortality reduction compared to non-expansion states. See New England
Journal of Medicine, Mortality and Access to Care Among Adults after State Medicaid
Expansions (September 13, 2012) (Appendix at 145). In these three states, Medicaid expansion
decreased the percentage of uninsured adults by 15%, decreased rates of patients delaying
seeking care by 21%, and increased the rates of self-reported health statuses of “excellent” or
“very good” by 3.4%. See id.

Another recent study on the effects of Medicaid expansion in Oregon concluded that the
rate of depression found in individuals who became newly eligible for Medicaid dropped by
30%. See New England Journal of Medicine, The Oregon Experiment — Effects of Medicaid on
Clinical Outcomes (May 2, 2013) (Appendix at 157).The Oregon study also found that the use of
catastrophic medical treatments was virtually eliminated for those Medicaid eli gible, as

compared to their uninsured counterparts. See id. (Appendix at 160).
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In short, expanding healthcare coverage to the state’s adult working poor is critical to
promoting healthier, happier and more productive working adults, reducing overall healthcare
costs, and providing the stabilized financial foundation necessary for these individuals to build
the job skills that lead to wealth generation and greater economic independence.

b. Impact On Ohio Families And Children.

Ohio families and children also directly and indirectly benefit from Medicaid expansion.
An estimated 176,000 cwrrently uninsured Ohio parents will be covered by Medicaid
expansion.See Coverage Saves Jobs (Appendix at 103). By insuring that a significant number of
additional parents become Medicaid eligible, not only will more adults get the affordable and
effective treatment that they need, but more children will as well. See id. Insuring parents
increases the likelihood that all members of the family, particularly children, will be insured and
thus receive regular and quality medical care.See id. To this end, an Institute of Medicine study
specifically concluded that insuring parents plays a pivotal role in ensuring children with mental
illness and addiction issues receive consistent and successful care. See America’s Uninsured
Crisis, Consequences for Health and Health Care (Appendix at 123).

Moreover, if parents are uninsured, their children are three times more likely to also be
uninsured, even if the children would otherwise qualify for Medicaid or similar state or federal
programs.  See Coverage Saves Jobs(Appendix at 103); America’s Uninsured Crisis,
Consequences for Health and Health Care (Appendix at 117-119). As such, expanding Medicaid
coverage to parents directly increases the likelihood that eligible children will also be enrolled,
and thus begin receiving previously unavailable or unaffordable care. And, the Institute of
Medicine study reported thatthe short and long-term financial stability of a family is placed at

risk even if only one person in the family is uninsured, as that one person remains at risk for
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incurring unexpected health care costs. See America’s Uninsured Crisis. Consequences for
Health and Health Care (Appendix at 129). Medicaid expansion reduces such risks and increases
the likelihood that children otherwise get quality and consistent medical care.

In addition, absent Medicaid expansion, most young adults who were Medicaid eligible
as children become ineligible at age nineteen (twenty-one for foster children). See Ohio
Medicaid Expansion Study (Appendix at 8). Expanded Medicaid will provide for continuity of
care for these young adults, many of whom have mental illness and addiction disorders that will
worsen absent access to the continued regular treatments and prescription drugs to which they
became accustomed to as children covered by Medicaid. The benefits to Ohio children and
families from Medicaid expansion are obvious and of critical importance to the overall growth
and success of the State of Ohio and the health of its citizens.

¢. Impact On Ohio Veterans.

Currently only 37% of veterans in the United States receive healthcare coverage through
the Veteran’s Administration. See Dr. Kenneth W. Kizer, American Medical Association,
Veterans and the Affordable Care Act (February 2012) (Appendix at 165-167). In Ohio alone,
almost 90,000 veterans and their family members go without health insurance. See Northeast
Ohio Medicaid Expansion Coalition, Medicaid Expansion: Reduce Uninsured and Provide
Coverage to Ohio Veterans, (Appendix at 168) (available at

http://www.mtsinaifoundation.or,q/pdf/Medicaid%ZOExpansion%ZOOhio%ZOVeterans.pdt). A

recentanalysis by the Robert Wood Johnson Foundation and the Urban Institute found that
veterans without health insurance coverage regularly have medical conditions that g0 untreated,

some of which are severe. See Robert Wood Johnson Foundation and Urban Institute, Uninsured



Veterans and Family Members: State and National Estimates of Expanded Medicaid Eligibility
Under the ACA (March 2013) (Appendix at 174).

One in three veterans surveyed reported at least one chronic health condition and reported
that they had delayed needed healthcare because of cost concerns. See Coverage Saves Jobs
{(Appendix at 103). In recent testimony before the Controlling Board, Ohio National Guard
Adjutant General Deborah Ashenhurst testified that many of her National Guard members
regularly worry about access to affordable healthcare coverage, and that such concerns
detrimentallyeffecttroop readiness. SeeExcerpts of Testimony ofAdjutant General Debbie
Aschenhurst before the State of Ohio Controlling Board (October 21, 2013) (Appendix at 178-
180).

Under Medicaid expansion, 26,000 currently uninsured veterans and an additional 12,000
spouses and family members would qualify for Medicaid eligibility. See Medicaid Expansion:
Reduce Uninsured and Provide Coverage to Ohio Veterans (Appendix at 168). Medicaid
expansion will thus provide material improvements in the health and quality of life of nearly
40,000 veterans and their families, all of whom have proudly servedon behalf of their fellow
Ohioans. |

d. Impact On Persons Battling Mental Health And Addiction Issues.

Medicaid expansion also exponentially increases the number of adults who will now be
able to afford the treatments and prescription drugs necessary to help them cope with and control
a variety of debilitating mental health disorders, which otherwise cripple their ability to lead
healthy, productive and independent lives. The same is true for those suffering from drug and
aleohol dependencies and addictions who, absent obtaining Medicaid coverage, will continue to

go through life without the care they need. For many of these adults, young and old, their
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inability to afford proper treatment and monitoring causes additional harm to their minor
children, parents and other family members and close friends.

Medicaid expansion is not just another government program to the individuals in this
group. To them, Medicaid expansion means access to specialists, therapists, physicians,
treatments and medicines which can and will forever change their lives for the better. The
Amicus Brief of The Ohio Provider Resource Association, The Ohio Council of Behavioral
Health and Family Services Providers, The National Alliance on Mental Health, Advocates for
Ohio’s Future and The Coalition for Healthy Communities discusses in greater detail the benefits
of Medicaid expansion on those currently suffering from mental health and addiction disorders
and who cannot, absent Medicaid expansion, afford the care they really require.

8. Medicaid Expansion Combats Crime

Ohio law enforcement officers have spoken publicly regarding the impact Medicaid
expansion will have on reducing crime, particularly crimes committed by young adults suffering
from drug and alcohol addiction and/or untreated mental illness. See, The Daily Record,
Wooster, Ohio, “Sheriff, mental health board support Medicaid expansion” (January 20, 2013)
(Appendix at 181). As previouslsl discussed, the expansion of Medicaid to cover poor young
adults will ensure these individuals continue to receive the treatments and prescriptions they
received as children covered by Medicaid. In addition, the expansion of Medicaid to cover
inpatient hospital services for prison populations will help ensure inmates receive mental illness
and addiction services, thus lowering recidivism rates. See The Cleveland Plain Dealer, “Could
Medicaid expansion decrease drug court costs, save local taxpayer dollars? Cleveland judge says

yes” (May 20, 2013) (Appendix at 182-185).
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Medicaid expansion ensures more high risk young adults and prisoners receive the
treatments and prescription drugs they need, leading to safer communities, healthier and more
positive outcomes for high-risk young adults, and fewer incarcerations and repeat offenders.
Medicaid expansion thus plays a pivotal role in improving all aspects of Ohio’s criminal justice
system.

IV.  CONCLUSION

For the reasons set forth above, the Court should find that the Controlling Board acted
properly and well within its statutory and constitutional authority in approving the Department of
Medicaid’s appropriation request to fund the Medicaid expansion from which every Ohioan
benefits. The amici therefore respectfully urge the Court to deny the Relators’ requests for a writ

of mandamus.
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fntroduction v _

The Ohlo Medicaid Expansion Study (“study”) was

conducted to inform Ohio's leaders who must decide

whether to expand Medicaid eligibility to-Ohio ,

residents with Incomes up to 138 percentof the Federal.

Paverty Level {FPL), We use two different approaches

‘o estimate the health coverage, fiscal and econormic

effects of Medicaid expansion, but both approaches

yield the same conclusions. Medicaid expansion would:

+ Increase Medicald enroliment and, with it, state
Medicaid costs .

+  Create netstate budget gains for the next three
and a half biennia by generating state budget
savings.and state revenue that significanitly exceed
‘the state’s cost of increased entoliment. » ;

+  Causestatefiscal costs and gains that roughly
balance out in fiscal year 2020 and thereafter
(althoughthe state Is likely to continue recelying - L
small net fiscal benefits from expansion)

+  Provide health coverage to hundreds of thousands
of Ohio residents who would otherwise'be uninsured

+  Strengthen Ohio’s economy by bringing in federa}
resources that have already been set aside for
Medicaid expansion, creating tens of thousands of
Jobs within the state’s borders :

* Reduce health care costs for Ohio's employers and
consumers : : :

+  Yield significant fiscal gains fo Ohio’s cotnties

Backgrovund ;

Medicaid is a state-federal program that' provides health
coverage fo people who meét certain criteria (see figire
1}. The financing of the program is shared between

the state and federal government throtigh a federal
fmatch rate known as FMAP (Federal Medical Assistance
Percentage). For Ohio, the curent FMAP is generally
63 percent; the state pays the temaining 37 percent of
Medicaid costs. The FMAP is higher for certain beneficiary
grotips, suchy as children coverad under the federal '
Children's Health Insurarice Program {CHIP),

As originally enacted in March 2010, the Patient
Protection and Affordable Care Act (ACA) required states
to expand Medicaid coverage to people with incomes up
{0 138 percent of FPL {see charf on page2). According
tothisfederal law, the federal government wilf pay 100
percent of the cost for people who ate hewly eligible

for Medicaid from 2014 to 2016, gradually decreasing to

- figure 1. Current Medicaid eligibility

March 2013
%

4007 FPL

250% FPY. <

2065 FpL

136% FPL -

100% Fre

children pregnant parents. aFidiss disobled Gkabled
woemen ) adults wodcgrs‘

90 percent in 2020 and beyond. InJune 2012, the s,
Supreme Court effectively made expansion of Medicaid
underthe ACA optional, rather than required,

The ACA also provides tax credits and cost-sharing
subsidies for people with incormes between 100 percent
and 400 percent of FPL who are ineligible for Medicaid
to purchase health insurance coverage through health
insurance exchanges, Such assistance is fimited to
residents who lack access to emplbyer-sponsored
insurance (ESI) that the ACA classifies as affordable. If
Ohio moves forward with Medicaid expansion, most
Ohjoans with ihcomes upto 400 percent FPL will have
access to subsidized health coverage beginningin 2014,
i Ohio does not move forward with Medicaid expanision,
thousands of Ohioans below 100 percent FPL will have
no subsidized coverage assistance. Citizens and lawfully
presentimmigrants? left without coverage include:
adults without dependent childrenand iricones
between 0 and 100 percent FPL: and ‘
parents.with.incomes between 90 and 100 percént

FPL. {see chart on page2)

The Health Foundation of Greater Cincinnati; the Mg,
Sinai Health Care Foundation‘and the George Gund
Foundation sponsored this study to provide Ohio’%
policymakers with neutral arid independent,analysis on

a key palicy decision facing the state —namely, whether
to expand Medicaid eligibility. The study was conducted
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through a partnershrp of the Health Policy Institute

of Ohio (HPIQ), The Ohio State Umvers:ty (OSU), the
Urban lnstitute, and Regional Econom:c Modehng, Inc.
(REMI). : :

The study’s pnmary purpose is to analyze the impact

of Medicaid expansionon: :

+  The state budget :

+  Ohio economic growth and jObS

+  The pumber of uninsured

v Health coverage, jobs, economic growth, and
revenue for regions within the state and some
individual coun’ues

The study partners agreed to conduct their analysis
based on current federal and state law

Prefiminary findings were releéased on January 15,2013

and updated on January 18,2013, The ﬁndmgs were

released with the following caveats:

«  Projections inherently involve uncertainty

< Estimates were preliminary and subject to change

¢+ Future analyses would include additional
estimates developed usmg other analytical
methods )

« While specific preliminary numbers could change,
the basic policy implications would hke!y stay the
same

This briefincludes refined and additionaf estimates

‘of costs, savings and revenues associated with a

Medicaid expansion, The foliowing sdditional analyses

are reflected in the results presented in this brief;

~  Original projections were based in significant
part on the Urban Institute’s estimated cost and
coverdge effects of the ACA in Ohio, both with
and without a Medicaid expansion. Since then,
researchers at OSU have developed an additional
setof estimates. As a result, many of the key issues

explored here invo!ve two pro;ectsons rather than
one.

«  Analysis regardmg the state revenue effects of
subsidized individual coverage inthe exchange,
which will generate insurance tax revenue, has
been included. As resuft, estimated effectsof
the ACA without a Medicaid expansion inclisde
additional revenue compared to'the prehmmary
estimates presented in January, At the saiis
time, estimated revenuie effects of the Medicaid -
expansion now include less managed care tax
revenue. Our preliminary revenue estimates were
offset with the reduction in insurance taxes that
will result if citizens withiincomes between 100
and 138 percent FPL receive coverage through.
Medicaid rather than' through the exchange.

*  Since the release of the Januaty preliminary
report, ‘estimates of state savings Involving
retroactive Medicaid payments and paymiénts
covering the pericd between application and final
eligibility determination were developed. These
estimates generated additional state budget .
savmgs in our analysis of the effects of Medicaid
expansion as well as estimates for the ACAs non-
expansion provisions.

+  OnFebruary 13, the State of Oh:o re!eased
Mercer’s analysis of ACA cost effects, which
estimated the impact of the ACAs insurer fee
on Ohio’s Med:cald managed care costs. We
mcorporated Mercer’s analysis of the feeasa
percentage of total managed care costs (minus

“ripple” effects on sales and ihsurance taxes),
which increased oiir estimated cost of the ACA’
provisions riot mcludmg Medicaid expansion
and 5hghtly increased our estimated Medicaid
-expansion costs,

Results from regional and some county level analysis
will' be available in late February or rearly March 2013,
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Ol Medicaid Expansion Siedy

Study Duestions and Fiethods

The key questions addressed in the study arer

1. Doesa Medicaid expansion generate new state
Medicaid costs?. v _

2. Does aMedicaid expansion allow state budget

savings?

3. How doesa Medicaid expansion affect state
revenue? ’

4. WhatisaMedicaid expansion’s net impact onthe
state budget?

5. Howelse doesa Medicaid expansion affect Ohioans?
6. What impacts will the state experlence fromthe ACA
even if Medicaid is not expanded?

One of the study objectives was to use qualitatively
different methods of estimatirig Medicaid cost and
ctoverage effects — microsimulation models and
actuarial-type models - to develop a tange of possible
outcomes. We found that these different anafytic
approaches produced similar, though rot identical,
resufts,

Three separate models were used to address these
questions: - '

The Urban Institute’s Health Insurance Policy

Simulation Model (MIPSM) o

» HIPSMis a"microsimulation madel” like the
models used by the Congressional Budget Office,
the U.S. Treasury Department,.and the (1.5, Office
of Management and Budget, S

«  HIPSM usesCensus Bureau and other government
data to develop a detailed picture of Chie
residents and businesses. in this case, HIPSM’s
picture of Ohio residents was modified to reflect
recent cost and envollfment data from the state’s
Medicaid program.

+ HIP5M estimates how Ohio’s residents and

employers would feact to various policy changes,

including the ACA, with and without 3 Medicaid

Xpansion. These estimates are based on the

economics literature and empirical

heait
obse ns. o S
PSM is being used 1o estimate the ACA' cost

and enroliment effects by the federal government,

ndation, the Kaiser Commission on Medicaid
and the Uninsured, and the Commonwealth Fund,
+ HIPSM's methods are all a matter of public record.

See httpy//www.urban.org/UploadedPDF /412471

Hea}th?!riéurance—‘Po!icy-SimMa,tfipmMod‘e!«
Methodology-Documentation.pdf. Lo

«  Urban Institute researchers used HIPSM to
estimate the effects of ACA implementation
in Ohio, both with and without a Medicaid
expansion, )

Regional Econemic Models, Inc. (REMI)'s Tax-Pi

Model :

= REMiwas founded in 1980, based on the idea
that governmignt decision-makers should
test the economic effects of policies before
implementation, REMI models are used in nearly
each U.5. state at all fevels of government.-

* TheTax-Pl model aliows users ta simulate not
onlythe statewide impact of policy on such
variables as jobs, income, gross domestic product,
and demographics, but alse state revenue and
expenditures; a

»  TheREMImodeklsa structural macro-economic
simulation model that integrates input-outpit,
computable general equitibrium, econometric;
and new economic geography theores, The
model is dynamic and generates year-by-year
estimites. ' ‘ ,

¢ Themodel has been used to evaluate the detailed
effects of Medicaid expansion in other states and
broadly across & 50 states, '

+  The underlying methods and system of equations
have allbeen peer reviewed and are available at
h,tth/www.remi.com/resources/docume‘ntation.

The Ohio State University impact of Medicald

Expansion on Ohio mode!

»  The O5Y model applies an actuarial approach,
generally like that being used by Ohio actuaries
who are projecting the ACA% Medicald cost
effects. The OSU model uses data sources and -
assumptions similar to those inthe state’s
published sources. ‘

»  The model uses 2012 Ohio Medicaid Assessment
Stirvey datato estimate the counts and current
health coverage status of (8} residents who
currently qualify for Medicaid but are.not enrdfled
and (b} residents who will newly qualify for
Medicaid if the state implements an expansion;

*  The model uses the state’s January 2013 to June
2013 Medicaid managed care rates to calculate
expected per membef per month {PMPM) costs
for children, adults, and seniors,

+ The model uses the projected anaual cost growth
and population growth rates currently being used

- by Ohio Medicaid’s actuary to trend PMPM costs
.and poputation counts forward {4.6 percent for
. costand 1 percent for population growth),

+ . Themadel uses the participation rates for each
population subgroup that Milliman used in
its 2011 Medicaid expansion repart for Ohio
Medicaid. Milliman assumed that enroliment
would gradually rise during 2014 through 2016,

reaching final levels by 2017;
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: gscifgzi:igr:::;d:: ser:\?‘:st figure 2. Percentage of health care costs paid by the federaf
scenarios, each with and without - government, newly eligible aduits vs. other. adults; 2014—
inclusion of seniors: 2020 and beyond N _

A scenarig in which Ohio did re-Hewlyelighleadults «v-Otheradults
not expand Medicaid but the, o 1o o a0 L
ACA’s other provisions resuited 168, 5 g »«wmﬁ:;'iﬁ“w""*
inincreased participation ] .
by currently ¢ligible, but not » , ; , o
envolled individuals. so LB 6 . & @ 6 . & g g
o Ascenario in which Ohio | ) o
did expand Medicaid, which %
resulted in both (a) pamapatton .
by people newly efigible under R - i e e
expansion and (b} participation 2084 2015 2006 2007 . 2018 . 2018 2020 . Lster
by some currently efigible, vomme

butnot enrolled individuals in
addition to the Increased participation that
would result from implementing the ACA
without a Medicaid expansion.
The model is set up as a systems dynamics model
that allows for easy changes of input assumptions
to examine how those changes alter the
projectnons of 5pendmg and number of people
covered,

Question 1: Does a Medicaid
eXpausion generate new state
Wiedicaid coste¥

New service costs due to increased
enroliment

The Medicaid expansion will generate new state
service costs, in addition to Medicaid costs that will be
incurred under the ACA without a Medicaid expansion.
In part, these new costs are.due to the state-share
.obligation to pay for the newly eligible, 19-64 year

figure 3 Impact of Medscald expansion on state Medic
SFY 2014-2022 (millions)

g Ut

sz 520598 5355

1
2 By

AR

2017

“current-law bereficiaries.

$2845278

2014 'zms 2016 2018
Saurce: Urban institute HIPSM 2013; 0502013, A .
Note* Estimates include effects of ACA insurance premium fee, Figure doss not include higher federal matching rates for certain

Urbavn Institute (UI) and OSU,es‘tVim‘ates:

aid costs,

#Z0sy

2000 2021 2022
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old Ohioans who would be eligible for Medicaid only
under an‘expansion, The federal governmient will pay
100 percentof these costs from calendar years{CY)
2014 through 2016.. After 2016 the state will begin
paying some of these costs, with a share that gradually
increases to 10 percent by CY 2020, remaining at that

- percentage thereafter. (see figure 2)

Asecond new cost 15 associated with people

who are currently eligible forMedicaid, but not.
enrolled. According to both the Urban Institute's
microsimulation model and the assumptions
underlying OSU's actuarial-type model, most of the
curtently eligible, but not entolled consumers who
Join Medicald after 2614 will do $o even if there is

o expansion, Such increased enrollment will result
from the ACA’s individual coverage requirement, new
subsidies in the HiX, the ACA's new and streamlined
systemsof Medicaid enroliment, and increased
awareness of the availability of health coverage.
Howevet, sorie additional enroliment of people who
ate currently eligible but not yet enrolled would
result from the expansion. We find that roughly 17.5
percent of the total currently eligible but unenrolled
people who sign-up for Medicaid under the ACA with
an expansion do so only because of the expansion;
the remainder join the program with or without a
Medicaid eligibility expansion. Ohio will pay its usual
state match rate (currently 37 percent) for such people.

Therefore, as Figure 3 shows, the state cost.of
Medicaid expansion begins at $13t0 $22 million in
state fiscal year [SFY.or-FY) 2014 and increases to
between $559 10 $617 million in SEY 2022. SFY 2021

is the first year when the entire state match for newly
efigible adults is at the “steady state” of 10 percent.

The costs continue to rise the’reafte; due topopulation
growth and the general trend of increasing health care
costs, assumed to be 1 percentand 4.6 percent per
year, respectively, under the 051 analysis,

Administrative costs - o
Our analysis did not have sufficient data to develop a
precise estimate of the effect of Medicaid expansion
onvstate administrative costs. Expansion would both
add administrative costs and yield administrative
savings; it is not clear whether, on balancé, the state -
fiscal effects are positive or'niegative,

Many of the ACA% administrative cost effects will occur
even if Ohio does not expand Medicaid eligibility. For
example: :
+  Other ACA provisions are likely to increase
the number of Medicaid applications, with 2
corresponding rise in administrative expenses to

process thase applications,
Additional administrative costs include major

changes to Medicéld eligibility systems, Including
the implemeritation of a new Modified Adjusted

Grass Income (MAGI) standard, an expanded
use of data matching in both establishirg

and renewing eligibility; aiid development
of systems for coordinating applicatioris,
eligibility determination, and redeterminations
with the federally facilitated health insurance
exchange that will serve Ohio residents, The
federal government pays 90 percent of the
costs of necéssary information techriology {IT)
developrnent, but the remaining 10 percent

musst be paid by the state. This major transition

also absorbs considerable staff time from state
Medicaid officials, -

The new Medicald eligibility and ensoliment
system likely wil créate significant efficiencies,
terms of being less paper intensive, less manua

in
,1

and more automated. Also, automated eligibility

costs will receive a 75 percent federal match,

rather than the standard 50 percent match that

applies to most administrative costs,

Other aspects of the ACA require state
administrative effort, including the requiremien
develop new payment mechanisms to defiver t
ACKS federally-funded increase in primary care
payments for CY 2013 and 2014, '

In addition to the administrative casts the ACA will
generate, with or without'a Medicaid expansion, the
foliowing will generate new adminjstrative costs on

Medicaid is expanded:.

A

The state would need to process additional

tto
he

lyif

application’s for people whe seek coverage only

underan expansion. ,
Mare tedeterminations of eligibility would be

needed, due to a larger population of Medicaid

enrollees. SRR
The amount of total fee-for-service payments

would increase, since new Medicaid participants

receive fée-fonservic_e care during the brief tim

e

petiod before selecting a Medicaid managed care

organization (MCO). Therefore, the administrati
costsof claims processing would rise.

ve

Increased enroliment in Medicaid managed care
plans may raisé state administrative costs slightly.

For example, the state would need ta help more
consumers select a plan. However, increased use
of Medicaid managed care mainly involves larger
payments from the state to Insurers, which does

not affect administrative costs, The state’s purch
an-behalf of mare covered lives wauld glve the

ase

Medicaid program additional negotiating leverage,

which might lower the state’s overall casts.
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Any riew costs in'the above areas will be offset, to

some degree, by the following administrative savings,

wh;ch involve a 50 percent state share of cost:

. With.a Medicaid expansion, many who would
have qualified through spend-down — that
is, by incurring sufficient medical expenses to
qualify.as"medically needy’ —will instead be
enrolied simply on the basis of iricome. That
would avoid the sometimes cumbérsoime and
costly administrative process of verifyirig that
beneficiaries have incurred expenses that meet
monthly applicable spend-down requirerrients,
which vary based on each individual's precise
income.

+ With a Medicaid expansion, mahy whowould:
have qualified based on disability will instead
be eligible based simply on income below 138
percent FPL. This will reduce the number of
‘necessary disability determinations, which can be
quite costly. ,

< AMedicaid expansion should reduce the
number of retroactive and backdated eligibility
determinatiphs. With contintious coverage
between 0.and 138 percent FPL, fewer
beneficiaries will have their coverage stop and
start based on income fluctuations. Sirice more
will be continuously enralled, fewer will heed
to have eligibility established to cover services
provided before the date of a hew eligibifity
determination. And fewer will churn onand
off the program, forcirig redundant eligibility
determmatyons

«  Anexpansion would reduce the number of
requests fot fair hearing review of covérage
denials. Without an expansion, many people who
-apply at the exchange will be routed to Medicaid
based on income tao low for exchange subsidies,
Medicaid wilf deny coverane tothose who arenot
eligible. These applicants bave an absolute right,
under federal law, to request fair hearings; which
the state must provide and fund, By contrast, a
Medscaid expansion would cover all applicants
with incofmes too low for exchange subsidies;
tesulting in many fewer denials and fairhearings.

- AMedicaid expansion, with a cotrespondirig
implementation of the state's proposed
eligibility s;mpllﬁcatwn would reduce the overall
complex;ty of administering a program that,
today, maintains over 150 dtfferent ehglbthty
groups.

Cruestion 7: Does 5 Medicaid
a}@*p@mm@ atfowe state Emeﬁ%gef&
S@Mﬁﬁg
Medicaid expansion generates new state costs, but
that does not mean that Medicaid expansion creates
abudget problem for Ohio’s state:government. Along
with the new state Medicaid costs come two possible
sources of offsetting budgetary gains:
1. State budget savings that result fromor are
allowed by Medicaid expansion; and
2, ‘Staterevenue created by Medicaid expansion.

A Medicaid expansion generates state budget savings

intwoways:

1. - It shifts existing Medicaid spending from the
current state match rate to the enhanced
expansion match rate, which begins w;th full
federal funding; and

2. Ttreplaces non-tedicald spending of state
general revenue fund dollars on health care for
the poorand near-poar uninsured with federal
Medicaid dollars as those people gain Medica!d
eligibility.

This analysis quantifies four primary sources of state

savings opportunities and sevetal minor savings.

possibilities, Three of the primary opportunities relate

to shifts in current Medicaid spending involving —

«  Adults with spend-down coverage;

+  “Breastand cervical cancer progiram; and

+  Retroactive and backdated fee-for‘serwce ’
spending.

The remaining savings opportunity, Inpatient medical

costs for state prisoners, shifts non-Medicald spending
that is 100 percent state-financed to Medicaid
coverage for newly eligible adults, for whom the
federal government pays between90 and 100 percent
of all costs, depending on the year,

Adults with spend-down coverage

Under Ohlo’s toverage of the*aged, blind, and
disabled” {ABD), rion-elderly tesidents with disabilitias
qualify for Medicaid 5o long as their incomes.do

not exceed 64 percent FPL. Residents with-incomes
above that threshold on the first day of the month
can, under Ohto Medicald's spend-down progran,
become Medicaid eligible later that month once they
incursufficient medical expenses, Such spend-down
adults who do not receive Medicare and have incomes
at or below138 percentiof FPLwould no fonger incur
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Source: 05U 2013, Not columns may not t nding.

the medical bills needed for spend-down eligibility.
Instead, they would im mediately qualify as"newly
eligible adults, for whom the state would receive
enhanced federat matching funds,

Ohio Medicaid's eligibility simplification draft waiver
application {http://1 ‘usa.gov/Zsatfl) estimated the
costs associated with the spend-down population
between CY 2014.and CY 2018, According tothis
document, there would be 8,505 tndividuals vith
incomes between 70 percent and 133 percent of
poverty in CY 2014 with tota! spénding of $194 million
dolfars:and 8,851 individuals with total spending of
$241 million in CY 2018, In our analysis we trended
these costs forward using the same growth raté as in
Ohlo Medicaid’s numbers through CY 2022,

When someone moves from eligibility as an adult with
spend-down to 3 newly eligible tal Med
spending onthat crez i
the charges previc |
to meet spend-down obligations. However, the - -
percentage of Medicaid costs paid by the statefalls
dramatically. instead of 37 ber(eht,afhé‘,ﬁt;te% share

of these costs s zero during CY 2014-2016, then
gradually rises to 10 percent in CY 2020 and thereafter,

Qur analysis trended forward Ohio Medicaid's
estimates of both cost effects - namely, fotal
Medicaid costs for these adults and the share paid

by the state. We found that Medicaid expansion will
generate savings, reflecting the difference between
what the state currenﬂy:sp,ends for these individuals.
at the regular match rate'and what Chio would spend

under the enhanced expansion match rate.

Table 1 shows the net savings, after aécounting for the
increased spending and the differences in match rates,
According to our analysis, the savings will bes3s
miflion in SFY 2014 and grow to $96 million in 2022,
with total savings of $709 million over the period of
SFY 201410 SFY 2022, T

Breast and cervical cancer program (BCCP)
The breastand cervical cancer.program (BCCP) is an
optional Medicaid coverage population. To be eligible
for BCCP & woman mustbe uninsuied and diagniosed
with breast and cervical cancerat a breast and cervical
cancer testing site approved by the Centers for Disease
Controf and Prevention {CDC}. The woman must also
have an income that is at o below 250 percent of

poverty. ‘

With & Medicaid expansion, women not already
enrolled would nolonger need the BCCP program,
Almost afl wornenwho atherwise would have qualified
for BCCP wilt instead elther be newly eligible adults

in Medicald or qualify for subsidies offered through
the health insurance exchange. They will be ineligible
for the BCCP program both because they are'insired
and because, in many cases, they will not receive a
diagnosis of cancer from a CDC- approved site;

According to Ohio Medicaid's eligibility simplification
waiver application, 610 women are expected to be
covered under the BCCP program in CY 2014 at atota
cost of $19 million, fising to 634 women and a total
cost of $24 million in CY 2018. This total spending
equals $7 miflion state share in 2014 and-almost $9
million in 2018, since the state receives enhanced,

CHIP-level federal funding for this
Our ana 2 unaing

0in SFY 2014.and,
ve the program, grow
total 6£$48 million in
1410 SEY 2027, The
portion of these costs

The savings would start at 52
as current enrollees gradually
t0 57 million in SFY 2022, for
savings over the period SEY;
savings could be even highe
went entirely away as the wor got their coverage
through the health insurance exchange rather than

Medicaid {although a portion of those savings would
be experienced even'without a Medicaid expansion),
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table 3. | BCCP savings (mni!mns}

{ € current BCCP program has feder-

al matchlng rates between standard and ACA levels, Estimates
assume that alf new BCCP enrollees receive Medicaid as newly
eligible adults. if some enioll instead in the exchange,; state savings
wotld increase, because the state would netspend anything for
thelr care. However the fatter savmgs would occisr with-or without
expansion.

Retroactwe eis_gubshty and backdated

eligibility

One attiibute of the Medicaild program is that it serves
as a kind of high risk pool. Individuals who would not
qualify for Medicald on one day mrght well qualify on
another day if their health status changes significantly
enough. Often this change first shows up throuigh

a health event that requires expensive medical
attention, which mayvrequ,ir'e disposing of Iiciuid

assets. Such impoverishment can qualify patients for
Medicaid. Also, sometimes 3 previously eligible person

- doesnot undertake the effort reguired for enroliment

untf! experiencing a medxcal problem. -

For those people whase appﬂcat:on ns approved
Medicaid will pay costs incurted dt
months before the application dat | g

is known as retroactive eligibility. in addltxon, when
there isa delay between the date of apphcanonv and

Such coverage ;s often calied "batkdatediehgxbmty
Both retroactive and backdated coverage involve:
fee-for- -service claims, Peop!e recelving backdated or
retroactive coverage enter into maniaged care plans
after they have been found eligible: for Medicaid and
selected a managed care plan.

Under current Medicaid these individuals either
apply for ABD coverage or for Covered Families and
Children {CFC) ehqibtlfty The processing time for ABD
applications currently averages 3 months, because of
the complexities related to completmg the disability
determination process. The processing ttme for CECHs
typically undet one montb

With Medtcazd expansion, allindividualsaged 19to
64 with incomes below 138 percent of poverty will
qualify, with eligibllity based entirely onincome,
without regard toassets. They will not have to wait for
a major health event b‘efore obtaining coverage.

table 3. lmpact of Medica:d expaiision on state costs for retroactive and

'backd t del!gfbiﬁt‘ VFVZ 4—2022

*Asstrnes savings begm in SFY 16 after fult take up has occuired and changé in spending is documented

and reflected In budgeting process.
Sources OSU 2013. Forassumptions, see text.
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Coverage will become more continusus for a second
reason—namely, with higher income eligibility
standards, and the elimination of all categorical
restrictions for non-elderly adults with incomes

below 138 percent FPL, fewer changes in. household
circumstances will cause eligibility to end or begin.
When applications are required for people with
incames below that threshold, they will be processed
much more guickly, because a disability determination
will not be necessary. Moreover; as the uninsured gain
coverage, the number of months of retroactive and
backdated eligibility experienice will decline which
will reduce spending on retroactive and backdated -
eligibility, .

These changes should result intwo offsets; First,

we subtract the estimated reduction in retroactive
benéfits from the increased Medicaid costs that would
result from expansion. Ctherwise, those costs will be
counted twice: once as “retroactive costs” that will
bencurred throtigh the continuation of the present
Medicald program; and a second time as managed
care spending on the newly entolled. In truth, the
latter spending will replace current retroactive
benefits. ‘ '

Second, the backdated eligibility costs for people who,
today, eventually qualify based on disability shodld
diminish substantially: Such people with incomes at
or below 138 percent FPL will qualify quickly based
onincome, with no need to wait for adisability
determination;

Asa result, the state should receive enhanced federal
match for their care, rather than the standard federal
matchrate, except far people who seek and qualify for
Medicare or disability-based cash assistance; Further;
we assume that the state provides newly eligible.
adults with the same benefits other adults receive,
This will ensure that people who qualify as'newly. -
eligible adults have no reason to request a disability
determi}natioh,,sin‘ce sucha determination would not
provide them with additional coverage,

We limit our estimated savings in this area to the ABD
population, since most of the increased enroliment
within the CFC group will take place dnder the ACA.
withourt expéns!on.To estimate retroactive and :
backdated costs for non-Medicare enroflees within
the ABD population, we take the state’s current costs
and trend them forward, using the state’s estimated
costincrease of 4.6 percent per year. We begin w,_ith a
reduction in'stich costs based on the proportionate
decline among uninsured residents with incormies at
or below 138 percent FPL, which fikely understates

the percentage of people with backdated eligibility
who would seek to qualify as newly eligible adults.
We calculate the resulting savings assuming that only
half of these costs would be eliminated by expansion,
recognizing that some of these individuals may have
incomes above 138 percent FPL and others may apply
for and receive cash assistarice based on disability, -
ths falling outside the newly eligible adult category.

We also assume that these will start t accrue in SF
2016 given the potential costsof p up demand
duting the take up period atid thelagin useof
spending datd to set new rates formanaged care.”
Using these conservative assumptions, we estimate
savingsof: . . e
< $26'milllon in SFY 2016't0 $33 million in SFY 2022,
for a total of $304 million in savings from SFY 2014
to:SFY 2022 for retroactive eligibility;
* %44 million in SFY 2016 to $57 million n SEY 2022,
for a tota} savings of $352 million in savings for
backdated eligibility from SFY 2014 to SFY 2022,

In-patient medical costs of state prisoners
Under current Medicaid rules, state prisoners can
qualify for Medicaid coverage of inpatient and
institutional services if they stay outside of the prison
setting for atleast one night, but only if the prisoners
meet all other Medicaid eligibility requirements,
Almost all prisoners are ineligible for Medicaid

undef current law becatsa they are childless adults
whofall outside the limited categories of pre-ACA
Medicaid eligibiiity. Thatwill change under Medicaid
expansion because eligibility will shift froim categorical
requirements to eligibility based solely on income
below 138 percent of poverty,

Asa tesult; Ohio’s prison bidget should benefit

from a Medicaid expansion. According to the Ohio
Department of Rehabilitation and Corrections, in 2012
Ohio spent alrmost $28 millicrion prisoners'inpatiant
costs. Given tilization management strategies Used in
this system, we assumed a lower cost trend (3 percent)
than used in other estimates Based on these cost
trends we estimate that Ohio will spend $30 million in
SFY 2014 and $37 million'in SFY 2022, ;

Table 4 shows the estimated savings from shifting
inpatient costs of state prisoners from 100 percent
funded by the state prison budget to Medicaid
funding for newly eligible adults, with thefederal
government paying between 90 and 100 percent
of these costs, depending on the year, Our analysis
estimates that this opportunity will result in 515
milfion dollars of savings in SFY 2014 vising to $34
millien in SFY 2022,
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table4. Savings on inpatient cave to prisoners
(m!lisons)

Source: OSU 2013. Note: columns.may hot total qifué to~rounding.

Miental Health and Substance Abuse
Treatment ) o

There are several other potential state savings that
are chaﬂengmg to quant;fy Most ofthese savings
relate to'state spendmg to assist people who are
currently. uhinsured. Ohio’s health-related state
agencies, stich as the Ohio Departments of Mental
Health, Alcohot and Drug Addiction Services and
Health; current&y fund some health services for people
without insurance. Funding typrca!ly_is disttibuted
to local governmental entities or locat agericies that
provide these services. Local governmental éntities
may also have local fundmg generated through levies
that pay for services for peaple without insurance.
An expansion of Medicaid will reduce the rigmber
of uninsured and provide federal funding to replace
services that are-entirely funded by state and local
dollars today. These state and local doliars can then
be used to.provide services to'these who will remain
uninsufed or provide services that are not a part

of & Medicaid benefit package, such as housing or
employment supports. .

Inthe case of mental health and alcohol and drug

addiction spending; estimating the specific amount
of state savings, as opposed to local savings; is-
not possible with existing reporting methods. For

instance, in SFY 2011 local governmental entities

kniown a5 county behavioral health boards “spent
$98.3 million on treatment services included in the
entat health Medicaid package for the uninsured ™
Based on the information available to.us; we could
estimate neither the proportion paid by the state hor
the amount spent to serve adults who could qualify

tel Expassston Study

a5 newly eligible based onincome at or below 138
percent of FPL. A similar situation exists for fundmg of
aicohol and drug addiction services,

Looking at the issue from-a slightly different
perspective, In SFY 2013 ppproximately $60-million
dollars in state mental health funding (SFY 2013

MH 335-505 allocation) and approximately $10
million.dollars in'state alcohél and drug addiction
funding (SFY. 2013 ADA 401 and 475 allocations)

was distributed fo'local boards. However, with the
exception of $14.6 million that was designated for
specific mental health purposes, consistent data are
not available showing the precise use of these funds:
We could not determine, at this time, the proportion
that could be replaced by Medicaid funding for newly
eligible adults under an expansion,

Other Medicaid program savings

Within the Medlcatd program itself there are Several

otherpossible sources of savings that we have not

included in oyr estimates of the fiscalimpact of
expansion:

«  Family Plannmg Walver Program: Ohioans
qualifying for this programwould becoms eligible
for coverage through Medicald expansion or
onhe health insurance exchange. They should
prefer either.coverage option as the family

-planning waiver.offers a limited benéfit package
that only covers famlly planmng services, Their
pre-ACA coverage consisted ofless than full-scope
Medicald, so they can qualify &s newly eligible
adults if their income. does not exceed 138 percent
FPL.

«  Trapsitional Medical Assistance (THIAJ: individuals
covered through TMA have experienced an
income increase that makes them nolonger
financially eligible for Medicaid. Current Medicaid
tules allow these individuals to maintain thelr
Medicaid coverage for between sixmonthsto
2 year as anincentive for people to seck higher
incoimes, -If the federal Centers for Madicare ahid
Medicald Services (CMS) permit Ohio to cover
these individuals as newly efigible, benefiting
from enhanced match, the state would receive
additional Medxcald savmgs of more than SSOO
million a year,

«  Pregnant Women: Alonhg similar imes, our
estimates donotinclude savings on pregnant
women with incomes at or below 138 percent FPL.
In theory, such women who would have qualified
for Medicaid under the state’s pre-ACA rules
should beineligible for enhanced federal funding
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as:newly eliglble adults. Inpractice, however,
rrost such women will enrolf before they become
pregnant. They will réceive coverage as newly
eligible aduits, with ephanced fodesal funding,
CMS bas ruled that states do not need to track
whether neily eligible aduits become pregnant.
Itis not yet clear whether, as a tesult, states can
simply claim enhanced match for such women
among the other newly eligible adults. if they can;
Ohio could realize substantial additional savings
not showi here,

Dwestion 3: How does o Medicaid
expatsion sffec state reveny e?

Along with savings from existing spending, Medicaid
spending will increase stafe revenues in three different
ways including: . , o

¢ Increased Medicaid managed care tax revenues

*  Increased general state revenue dollars.

«  dncreased pharmacy rebate revenues :

Medicaid payments to managed care pl: ns are subject
toa 1 percent health insuring corporati on (HIC) tax
and a 5.5 percent sales and usage tax. These payments
are also subject to local sales and usage tax, which

averages 1.35 percent across all 88 Ohio counties.

This tax applies only on the spending that comes
through managed care plans inthe form of capitation
payments. The tax does not apply tothat portion of
the ,capitajticn‘péyméht[that”re_i mburses the Medicaid

managed care plans for the tax obligation, °

In estimating the managed care tax revenue, this
analysis estimated the portion of new spending that
is expected to.go to managed care plans. According
to the current Medicaid state budget book, 12 percent
of total spending for the CFC population is fee-for-
service (FFS) spending and 88 percent is formanaged
care. Sthce we expect the expanston population will
resemble the CEC population experience much more
thanthe ABD population experience, we projected .
that 88 percent of total spending would be subject to
the managed care tax, Before calculating the taxwe
then reduced that amount by 7.85 percent to remove
the cost of the tax from the amount ori which state
taxes arefevied,

We next calculated the revenues that would be earned
under the 1 percent HIC tax, the 5.5 percent state
sales and ysage tax, and the 1.35 percentiocal sales
and usage tax, In calculating state reventies, we only
included the reveniies from the 1 percent HIC tax and
the 5.5 percent state sales tax, We show the local sales
tax revenues in a later section;

Chio Medicaid Expansion Study

Incalculating the state revenue, we offset a reveriue
loss that will result from Medicaid expansion,. Such
an expansion would reduce the number of people
covered in the exchange since it would prevent
citizens and gualified Immigrants with incomes
between 100 and 138 percent of FPLfrom receiving
subsidized caverage in the exchange, Thelatter
coverage generates revenue through either the 1
percent HIC tax or the 1.4 percent insurarice premium
tax. We therefore subtract this Jost revenue from the
state’s increased receipt of managed care taxes in
estimating the net state revenue gains from taxation
on lns’u;ance premiums, To be conservative in our
estimate, wé assumed the revenue lost estimate from

the higher of the two potentially applicable tax rates,

We do not offset the state’s payment, through
Medicaid, of part of these managed Care tax costs;
since those state payments are also included in.our

estimates of the increased stite expenditures that

would result from higher enroliment under the
Medicaid expansion.To analyze net state budget
effects of expansion, managed.care costs paid by
Medicaid need to'be treated iny the same way for both
the cost analysis and the tevenue analysis, We have
done this by including these costs in both places, but
one could achieve the same result by excluding them
from both categories,

Table 5 shows the estimated net staté revenues from
the Medicaid managed care tax for both the Urban
Institute and the OSU modet results, which rise from
$33 10 $279 million under the Urban Instituite model
and from $46 to 5243 miflion under the OSU model,

table 5. Net increase in state managed care
tax revenues resulting from Medicald .~
expansion, under Urban Institute (Uf) and
O5SU estimates: FY 2014-2022 (millions)

Source: Urh HIPSM 2013, 05U. 207
Hote: columns may net total dus o reunding.

1

APPENDIX 11




12

Qi Hedicelid Expansion Study

State general revenue

A Medicaid expansion would cause the state'to réceive

alarge increase in federal dolfars as shown in Table. 6.

These dollars vary between the Urban Institute and

OSU models: ‘

+  Increasing from $1 billion in:SFY 2014 to $5 bitlion
In'SF 2022 under the Urban Institute model; and

+ * Increasing from $1.3 biflion to 344 bilfion under
the 05U model,

These new federal Medicald funds resulting from
expansion would be slightly offsét by a loss.of federat
subsidy doﬂars that otherwise would have funded
exchange coverage for citizens and qualified aliens
with.incomes between 100 and 138 percent EPL. The
netresult of these two trends is a substantial Infusion
of additional federal funds to purchase healthicare
services. The health care providers recelving these
dollars in turn.would buy other goods and services,
muich of it from Ohio businesses. The resulting increase
In economic activity generates increased state revenue
from state sales taxes and mdwsdual and corporate
incomie taxes.

To estiniate these macroeconomic and revenie
effects, our analyses used the Tax-Pl model from
Regional Economic Models, In. (REMI). In the past;
REMI’s-meodeling has been used by Ohio policymakers
to estimate the effects of the Commerical Activity Tax
(CAT) changes. REMI's analysis quan’uﬁes the health
care dolfars that are spent within the state’s borders
and those are that are spentin other states, based

on data about priot patterns of heaith care spending
by Ohso tesidents, Put dszerently, REME distinguishes
between Ohio fesidents’ increased demand for
health care, resulting from Medicaid expansion, and
the purchase of hiealth care from Ohio providers,
Most such demand, but notall, translates into

table 6. !m:rease m federaﬁ Medicaid funds

Source; Urban Institute HIPSM 2013; 05U 2013.

increased sales of health care goods and services,
Likewise, REM| estimates the extent to which health
care providers purchase other goods and services
within the state, based on historical tiend data.

The economic impact in terms of employment,
earnings, and growth is described later, For purposes
of the state budget analysis, REMU's analysis found,
using the results of both Urban Institute and OSU
estimates, that a Medscaid expansionwould increase
total state:general revenue by between 5816 million
{OSU model) and $857 million {Urban Institute model)
from SFY 2014 through SFY 2022 (see Table 7).

table 7, !n:reased state sales andi mcame
tax revenue resu!tmg from Medlcaui
expansion under Ul'and OSU cost

and coverage estimates and REMI
macwsimulation. FY 2014-2022 (miihons)

Snuwa Urban institute HIPSM 2013; OSU 2013, REM, 2013.
Note: columns may not tota! due to rounding.

Prescriptmn drug rebates v

Under currenit Medicaid rules, Ohic feceives
preseription drug rebates from prescription drug
manufacturers for pharmacy spending, Accordmg to
Ohio Medicaid data, the rebates come to 46.65 percent
of prescnption drug costs for managed care adults
and 21,64 percent for managed care children, and 54,2
percent for fee-for-service adults and 25.14 percent
for fee-for-service (FFS5) children. There is also 2 two:
quarterlagon collection's of the rebates;

To calculate the amount of preschiption drug

savings, thisanalysis used the expected percent of
expenditures for children and adults to be occurring
under managed care and FFS payments, as described
above, based on the. state’s prior Covered Families and
Children (CFC) experience: The analysis then created
a blended per member-per month (PMPM) tate based
on these percentages and multiplied that percentage
across the estimated spending for pharmaceutvcals in
each year.

Ohio shares these rebates vith the federal

governiient; based on the percentage of Medicaid
pharmaceutical costs paid by the federal governiment.
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table 8.increased prescription drug rebates

resulting from Medicaid expansion, under Uj
and OSU estimates; FY 20 14:2022 {miifions)
Eizayiiy /53? ;ﬁéj’g’éflfﬁ/z’ R

Accordingly, dufing CY 2014 10,201 6, the state receives
rebate reverniue only for the currently efigible but not
enrofled individuals who JjoinMedicaid because of an
expansion. In later years, as Ohla begins paying a smali
proportion of costs for riewly eligible aduits, it begins
receiving incressed rebate tevenue forthe preseription
drug coverage furnished to those adults. Table 8shows
the following:
¢+ According fo Urban Institiite estimates,
prescription drug rebates resulting from a

.
.
.

v&'
e
%&ﬁfﬁ%k . 7
ol

g}
Source: OSY 2013; Urban Institute HI

PSM 2012; REME 2013, Note:

savings from obtaining higher federal matching funds for peaple with
through Transitiona) Medical Assistance, the family planning waiver, pre
Disabilities. It alsa does notinclude savings from existing state spendi

refers to Urbsan Institute estimates. Table does not include possibfe
Incomes below 138Bpercent FPL who currently receive Medjcaid
egrency-hased coverage, or Medicaid Buy-in for Working Pegple with

pEasion Study

Medicaid expansion start at $1 million in SFY
2014 and grow to $47 milfion in SFY 2022. Total
prescription rebate revenue'ls estimated to be
$218 million betwe'en SFY 2014and SFY 2022,

= According to OSU' estimates, prescription rebate
revenue also starts at §1 million in SFY 2014 and
rises to $47 milfion in SFY 2022, OSU estimates
‘that prescription drug rebate fevenue totals $221
million between SFY 2014 and SFY 2022,

tstion 4. What would e the net

-eftect of Miedicaid expansion on the
: o :

Adding the Medicald expansion to the rest of the ACA

would create state costs, allow state savings, and affect
state revenue, Putting all theseeffects t’c;)gether yields a
clear picture of expansion's overall impact on the state

budget: ’

<« Forthe'next three and a half biennia — that s, .
through FY 2020 — the expansion would havean
unegquivocal positive impact on the state budget.
Net fiscal gains would range between $350 million
and $400 million during SFY 2014-2015 to between
$133:and $142 million in SFY 2020 (Table 9),

» StatefFiscal Year 2021 is the first complete fiscal

year during which federa! funding for newly
eligible adufts is at the 90 percent levef - the

other than on'lnpatient care for prisoners, that goes to pravide

medirel services to the uninsured. Columns may not tota! due to reuinding.
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same level where it will
stay thereafter, under
current federal iaw.
During both SFY 2021
and 2022, the net fiscal
gains remain positive,
with bothy the Urban and
0OSU models estimating
net fiscal savings of $67
miflion to $71 million in .
both years. o 2085
The significance of positive
results for FY 2021-22 should
not bé overstated, The
inherent uncertainties of
projecting costs and revenues
this distance into the future

figure 4. The nember #f Ohio uninstirad who wou!d gair coverage from s
: Medwald expansion under Urban institiste and 05U estimates (thousands)
) l)l 208U

| 2016

unmsuyed who will gain coverage each year Flgure shows net effects of changi
and private coversge. Figure shows the Impact of Medicaid expansion F“lgure doesnot .
include the umnsured whowill gain coverags under the ACHE otﬁer provx;xons

.Medxcald

are considerable. That sald, ‘

what both the Urban Institute and OSU modeling
show Is that, in the "steady state” that will begin in FY
2021;the state’s fiscal galns are roughly comparable
10 the state’s costs of Medicaid expansion; with'a
reasonable kaehhood of engoing, small net budget
gains:

This steady state should notbe toosurprising m
Ohio, As noted above, Ohio’s managed care tax
brings in revenues that equial 6.5 percent of capltated
payments. In effect, the tax raises approximately

60 percent of the state’s required 10 percent share

of spending for iewly eligible adults under the
expansion. All the other savlngs and revenues need
cover. only the remalnmg 40 percent of the state’s’

Many more people would be'uninsured without :
a Medicaid expansion. Aduit without dependent
chﬂdren w&th comes ‘below 1 0o petcent. FPLand
parents with'i incomes between 90 and 100 percent FPL
would be mehglble for subszdrzed health coverage:
The vast inajority of these adults would be aninstred,
Further, without a Medicaid expansson, people with
incomes between 100 and 138 percent FPL might
quahfy for substdtzed coverage in health insurance
exchanges (HIX); ather than Medicaid. Sofme who
ould have'enrolied in Medicaid would decline HIX
coverage, because of higher premium costs or the
risk of owing money to the Internal Revenue Service
if annual Income turns out to exceed pro;ected levels,

14

—450 000 people: (anures 5 and 6)

) expans»on, the state will contmue 1

Further, those: who are offered employer-sponsored
msurance {ES where worker-ohly coverage costs no
more than 9.5 percent of household Income will be
mehgrble for HIX subsidies. The net result of these
factors is that, by the time it is fully phased in, the
Medicaid expansioh would cover, by the'end of the -
nine-year periad for which we provide estimates; mofe
than 450,000 Ohlo residents who otherwise would be
uninsured (Figire 4). ‘

With or without-a Medicaild expansion, the ACA will

reduce the number of Ohio uninsured, Many will

receive subsidized coverage in the HIX. Others who

»currenﬂy quahfy for Medicaad but are not enrolled will
plal

catise the number to decline still further,»byrmo,réjft‘han

,Whether or not the state xmplements he Med:cazd

ave thousands

of uninsured ressdents, for many reaso} For examp!e,

accerding toUrban institute. estimates for CY 2022,

under the ACA with a Medicaid expansion (Figure 7)

« 44,000 umnsured will be Undocumented -
immigrants who are ineligible for help;

s 291,800 uninsured will gualify for Medicaid or
CHIP but not be enrolled;
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figure 5. The nd;é;ber, of Ohio uninsured, with and without the ACK, with snd without a Med;éaid
expansion, under Urban Institute estimates {thousands)
g Uninsured; without the ACA ;
:
i

“Uninsured under the ACA, without Medicaid expansion

“Uninsured under the ACA, with expansion
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Fiscal Year

R
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189,000 uninsiired will qualify for HIX subsidies More employment and econonmic growth
but not be enrolled; and . With a Medicaid expansion, many more federal dolars
- 112,000 uninsured will be ineligible for any form would buylheav!th care:from Ohio doctors, nurses,

of assistance and willnot buy unsubsidized hospitals, and other providers, Those providers will, in

o

coverage, They will be ineligible, either because turn, purchase other goods and services, much of it
their income exceeds 400 percent FPL or they from other Ohio businesses: The net result is increased
are income-eligible for exchange subsidies economic activity within the state’s borders, creating
but-disqualified by an offer of E51 that the ACA employment,

.. Classifies as affordable. ‘ : ‘ , 4
figeve 6. The number of Chic unénsme&, with and without the ACA, with and Mihaut a Meditaid
expansion, under 05U estimates (thousands)

=g Uninsured, without the ACA %
w-%i;mUninsured under the ACS, without Medic_aid expansion ]
e Uninsured under the ACA, with expansion )
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Source: OSU 2013, FY 2014 results are for January through June 2014
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figure 7.Uninsured Ohioans under the ACA, with and withawi a Medicaié expansion under Urbah

institute estimates: Calendar Yesr 2022 (thousands)
Total un?nsured

16

Total uninsured:
636

Medicaid expansion

No Medh:aid expans:on

zineligible for subgidiel in the
exchange and Medicaid, income
under 100% FPL

#ineligible for subsidies inthe
exchange because.of £§1 dffers
orincome above 400% FPL

s Eligiblefor but-nol enrofled in
Medicald

ziEligible for but notenrolled in
subsidized exchiange coverage

mUndocumented immigrants

Source: Urban Institute HIPSM 2013, )

To assess these affects accurately, we considered not

Just the increased federal Medicaid dollats that would

result fiom expansion but also the reduction in federal
HIX subsidies, since a Medicaid expansion would
eliminate HIX subsidy eligibility for people between
100.and 138 percent FPL. Even taking this into
account, we found that's Medicaid expans:on would:
. Asof FY.2015,the eénd of the coming biennitm,
create between 23,000 (Urban) and 28,000 (OSU)
new Ohio jobs, both in health care and other
industries; ) 7
¢ Increase the eatnings of Ohio residents by
between $17.5 billion {Urban) and $16.7 billion
{OSU) aver the entire FY 2014-2022 period; and
« From 201410 2022, increase total ecoriomic
activity in Ohio by between $19.8 billion {Urban)
and $18.6 billion (O5U) {Tables 10and 11).
We did not seek to analyze whether the ACA, 2s
a whole, will help or harm the economy, a hotly
contested issue on which opinions differ. Rather, we
focused on the narrow question raised by the specific
policy choice that is before the state’s leadership:
namely, If the Medicaid expansion were added to the
rest of the ACA, would that strengthen or weaken
Ohio’s economy? Using two different projection
methodologiés from the Urban‘institute and OSU to
“feed inta” REMI's macroeconomic model for Ohio, we

find a clear positive impact of expansion on the state's

employment and-economic growth.

Lower health care costs for Ohio
businesses and residents
Without a Medicaid expansion, employers will pay

‘more for hea!th care; Some poor of neat-paor workers
who, under the ACA's original design, were slated to
be enrolied in Medicaid will instead sign up for their
company’s health plan. From FY 2014 through FY.2022,
a Medicald expansion would thus save a total of $1.7
bitlion for the state’s employers (Table 12). Also, under
the ACA, employers with over 50 full time employees
canexperience penaltiesif they do not offer coverage
oroffer coverage that is deemed to be unaffordab!e
The penalty Is triggered when an emp!oyee réceives a
premium tax credit for coverage offered through the
HiX. Accessing Medicaid coverage does not trigger an
employer penalty. Therefore, employerswith full time
employees with incomes between 100-138 percent
FPLcould experience increased penatties if Medicaid is
not expanded.

An even grester effect will be felt by poor and near-
poor state residents. Without a Medicaid expansion,
many whowould have joined Medicaid instead will
remain uninsured orobtain insurance with cost-
ssharing well above Medicaid levels. As a result, &
Medicaid expansion would lower bealth care costs for
Ohio consumers by ah estivhated $7.4 billion over the
next nine years (Tabie 12). .

Fiscal gains for counties

implementing the Medicaid expansion would reduce
somie countieshealth care costs; Many poor and near-
poor uninsured, who now receive care funded by
local levies, would instead receive Medicaid for which
the state and federal governmients share finantial
responsibility.

We werg not able to estimate all of these savings;
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sw&é: ‘Urbah‘ihstitiité/Hl_PS’M 2073 REMI 2013 Notes ﬁeéults‘shbw the effects of Medicaid expansion, based on increased federal funding
buying Ohiohealth care, including increased federal Medicald dallars and fewer federal exchange subsidy dollars. Restlts shown here do not
include effects of other ACA provisions, : - o . S
table 11. The effects of Medicaid expansion on the Oh nder OSU and REMI estimates

s e K 2 uﬂm@ ; P
:: 7 o 'f:" "g 2 f“ ‘é 2 : % ?’ tﬁ!
SR 40 3 fw 4‘ : “' i j % 2 5 & o ! % s

2 KA s

"f: LAl & A 2 5 &edd
Note: Results show the effacts of Medicaid expansion, b ed oh increased federal  furiding buying Ohio health
care, induding increased federal Medicaid doffars and fewier feciaral exchange subsidy doflars, Results shown here do notinclude effects of
other ACA provisions. Columns may nottotal due to roundiqg.

table 12. The effect of not expanding Medicaid on health which vary greatly among counties. In particular,

care costs for Ohio employers and consumers we could not estimate fiscal gains that would be
3 ’”éi’ , S o experienced by the refatively few large, urban
vk e countiesthat cirrently spend substantial funds

providing health care to people who are uninsured
and paor, Also, many counties have levies that
support mental health and alcohiol and drug
addiction services. As discussed earlier in this brief,
an expansion of Medicald will reduce the number
of uninsurey and provide federal funding to cover
services that are éntirely funded by state and local
dollars today. These'state and local doliars can
then be used to provide services to those who

will remain uninsured or provide services that-are
ot a part of a- Medicaid beriefit package, such as
housing or employment supports, or be redirected
to other focal priorities,

15

2 : . Counties would also achieve revenue gains, only
s inay nottotal due'to

some of which we could estimate. in particalar, a
rounding

17
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table 13. Impsct of Medicaid expansion on
county sales tax reveriue, under Uj and OSU
mode!s. FY 2014:2022 (mui!ions)v . e

Source Urban lnsutuie HIPSM 2013; 05U 2013, Estimates
assume the same revente lags that apply to state sales
taxes, Note: Columns may not total duse 1o rounding.

Med;caid expansion would increase the mount bemg

prem!um pa)}ments, as noted earlier, Overthe FY 2014-
2022 petiod; these mcreased reventes would totel
between $364 and $387 million {Table 13).

Counties would also expenence general réVenue
gains from the increased economic activity that would

-result from expansion. As explained earlier; more

federal dolfars buying Ohio health care increases the
purchasmg of goods and services in many dlfferent

._sector Thisincreases general reveniues for counttes

: e :state alike; At thisstageof the project, we
werenot able to provide estimates of these effects at
the county level. A forthcommg anaiys:s will work to

ax reventie equal to it 35 percent of such

o Meicnid Erpansion Stedy

project these effects at the regional fevel and in some

;speciﬁc counttes

6. What %}usﬁgs% effecis wg%é ﬁém
BCH create, even if Wiedice ie;’é is zz@ﬁ
expanded?

Without a Medicald expansion, many of the peop}e
who quahfy for Medicaid.and CHIP but have' not
enrolfed will sign up for coverage, for the feasons
described earlier; namely, the ACA’s indlvndua! :
coverage requirement new subsidies in the HIX:
increased awareness of the availability of Realth

_coverage; the aitomatic routing of appltcatlons from

the HIX to Medicaid when applicants appear Medlca|d~
eligible; other streambined methods for Medicaid
efigibility determination, enroliment, and retentxon
and general publicity.around expanded heaith
coverage.

When currently ehgsb!e peoplecenroltin Iarger
numbers, Ohio receives the standard federal matching

“fate for Medicald, rather than the hlghlyenhanced

rate for newly eligible adults, in addition, the ACA's

fee ifposed on for-profit Insurers will mcrease state

costs for Medicaid managed care arfangements .. -
that were in effect regardless of the ACA, Because ‘of
these two factors, the state's costof the' ACA; WIthout
implementing the expansion; rise from$90 to $1 19
million inFY 2014 to between $436 and $457 InFY
2022 (Figure1 0)

Atthe same hme, the ACA’s hon- expans;on provasmns

wxﬂ result in offsettmg state budget gains. Most of those

gains are like those described above in connect;on with

‘the expansion:

ﬁgure s lmpactof the ACA’s non- expauszon provisions on state Medaca:d costs resiting fram
increased pamclpatvon urider Urban Institute estimates {miffions)
wState spend.ng wxlh the ACA‘s non-gxpansion prov;srons

=4-Skate spending wuthoul the ACA I

$10,000 -

87500 it i

$5,000 —

Y I3 1 R SR RSP SO

SO s pepete i ey
2014 2015 2016 2017

e ol e e L e S T Lyl

2012 2019 2020 2021 2022
FiscalYear :

Sousce: Urban Institute HIPSM 2013. Note: This figure does not include the effects of the ACA Insurer fee.
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ﬁgum s, lmpact of the ACAS nion-expansion provisions on state Medicazd costs resultmg fmm increasesi
participation under osu esﬁmates {millions} é

~~--State spending with the ACA's non%éxpansion provisions
f tate spending without the ACA i1
. 5 530,000 R e e I o T st O ST '53,35‘5 -
’ 8, 31
| { 7803 0Ny,
571'500 B e e o e e :
$5,000° 4~
52,500 o ime ik 2 Do e bl e e i ar
]
o ‘ ; . :
e . e e e et
- 2014 2015 '2016' 2017 2018 2019 2020 202;! 2022
Sourte' oSy 2013 : : el Vﬂaf' L : :
Mote: These estimates Include’ the Urban lnstitutes baselme pm{ecﬁ n-ACA Madicai
theeﬁects of the ACA msurer oo, i k :
. Increased part;cspatron reduc&s the amount of expansion;
. Medicaid spanding on'retroactive eligibility; « .. The ACA Increases federal matching rates for CHIP
+ .- When moreconsumers recelve Medicaid, the state ° Submdnzed individual coverage in the HIX wifl
receives more prescuptmn drug rebates; and : prowde the state with' premium tax revenue; and
+  Withmore Medicald managed ¢ care, the state ¢ Federalsubsidie‘s inthe HiX will purchase
‘ receives addmonai managed carg tax revenue. considerable Ohio health carg, generating economic
. growthand ylelding general state revanue, -
However other offsets are either entirely new or dffferent Other potential.costs, savings, and revenues coild
in character from those that apply tothe Medtcaxd v hot be estfmated Indudmg the fo!lowmg
o

ﬁguu 10, State budget impa:t of ACAS ‘on~expansion provisions. cost of increased partacrpaticn S
by currenﬂy eligible but not enrolled wnsumers and ACA insurer fee, under Uiand OSU estimates

{millions)
B 505U

5457
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w14
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2015

Source: Urban Institute HIPSM 2013, 05U 2013,
Note: Figure does not include effects of higher federal matching rates for certain current beneficiarias:
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< Theadministrative cost effects described above. According to-both models, the state costs of
previously: anid the ACAS non-expansion provisions are greaterthan

s The potentlal state savings achieved by moving the savings and revenue offsets, For the entire 9-year
adults with incomes above 100 parcent or 138 period covered by our estimates, these costs exceed
percent FPL from Medicaid into subsidized the total revenues and savings by between $20 million

exchange coverage. and $185 million from SFY 2014 to SFY 2022,
Table 14 shows the size of the offsets we could Taking into accounit alf the above described costs,
calculate. Table 16 analyzes the impact of the ACA as a whole
P , . on the state budget, The first two columns show the
Table 15 compares the cost of increased Medicaid efféct of the key choice within the controt of state
enroliment, under the ACA's non-expansion provisions, e iyc namely, whether to expand eligibility. The
with the offsets to those costs that result from the middie colimné show the state budget effects that

increased revenue and state budget savings itemized will occur without an expansion. The two columns on

nd revenue
; ,«e 7 a-f/:éil,' 7
/ﬁ;;a :,3;',4’ ,w s

4. Savingsa

Uit refers to Urban institute estimates. Table does not inchide possible savings from
federat matching funds for eljgibility systern and shifting higher-income Medicaid

et (millions)
i on S

mpact of the ACA's
o

Naté: tolumns may not total due to rounding.
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i
the right show the combined impact of all the ACA's
‘provisions, if the state adds the Medicaid expansion to
the remainder.of the ACA.

This analysis of total budget costs, revenues, and
savings shows that the net fiscal effects of the ACA

as a whole, if the expansion is added, are positive in
every state fiscal year. It also suggests that, without

a Medicald expansion, the remainder of the ACA
would increase the state’s budget deficit by.a smalt
amount during FY 2014; but that adding the Medicaid
expansion yields a net fiscal surplus forthe state of ,
between $1.6 billion to $1.8 billion between 2014 and

2022, ‘

expansion

From the perspective of state policymakers, b wever,
the most important columns are those ontheleft of
the table. These show the state budgetaryimpact

of the only decision within Ohio controf — namely,
whether or not Ohio should implement Medicaid
expansion, ' '

Medicaid enrotiment under the

ACH, with and without 2 Medicaid
Ohio's Medicald enroliment will incresdse, evenif

Medicaid eligibility does not expand. As explained
(] rﬁe‘r,vfACA’s‘,‘r)oh;eXpansion, provisions wilt cause

1
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osy m’ode}é‘ FY 2014-20

table 17. Increased Medicald énroliment under the ACR, with and without a Medicaid expansion, under Ul and
23 , ’ ;

o Wég/ﬂz

2

Soisrces Urban Institute HIBSM 2012, 05U 2013,

some currently eligible people who are not yet enolled to sign up for Medicaid. A relatively small additional
group of such currently eligible people will join the program if s Medicaid expansionis added to the ACA's other
provisions. However, the vast majority of iew Medicaid enroliees under an expansion will be newly eligible Table
17 shows the number and characteristics of new Medicaid enrollees, with and withouta Medicaid expansion in

Ohio.

Conclusion _ v
The purpose of this study is to assess the comiprehénsive econoriic and fiscal effects of Medicaid exparision for
Ohio, The report alsa estimates the net fiscal effects that will accur even without expansion.

Our analysis finds that Medicaid expansion creates net positive state fiscal and economic effects for Ohio in all
state fiscal years, including in 2020 and beyond, when the state match rates reaches 10 percent. This finding
results from the following specific conclusions; - D e e R R
¢ Medicaid expansion does generate new state costs, even beginning ir SFY. 2014. Qver the SFY 2014-2022 -
period, these costs total $24 billion (OSU) to $25 bilfion (Urban). .
« - Medicaid expansion also generates substantial state budget savings ($1.6 billion), These savings result from
‘both increased federal matching rates for current Medicaid spending and from reduced non-Medicaid
- spending on health care for the poor and near-poor uhinsured, who would qualify as newly eligible under

pansion increases state revenue, even after adjusting for any lost general revenuie o managed

caretaxrevenue fréﬁrtife’vj\/er' people obtalning co erage through the ,heélth‘,_ins;ifahcé exchange. Over SFY-
2014-2022, the net increase in reveniie tesulting from expanision totals between $2.7 billion (OSU) and $2.8

+ . The combination of budget savings and increased reventies results in Medicaid expansion producing
- positive net fiscal effects in each state fiscal year, including after the st te for newly eligible -+
adults'reaches its“steady state” of 10 percent in 2020, The net fiscal gains from expanision, overthé 9-year

 period for which we provide estimates, total between $1 8 bilfion (OSU) and $1.9 billion (Urban). Put simply,
edicaid exp ays fot itself — and creates a positive state budget impact. tn addition t vaying for
If & itive state budget impact, Medicaid expansion generates several additio al berefits
to Ohio's economy and Ohioans that would not occur without the expansion, incliding morethan 450,000
uninsured Ohloans obtaining health coverage and more than 27,000 new jobs for Ohio residents. o
« . Medicaid expansion also creates local fiscal and economic benefits, incliding between $364 million (OSU)

and $387 million (Urban) in new local managed care tax revénue
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If Ohio does not expand Medicaid, ather ACA provisians will produce net budget shortfalls, However, if the state
adds Medicaid expansion to the remainder of the ACA; the state will experience net positive budget effects in

evety year from SFY 201 4 through SFY 2022, b

; ation in Ohio ére‘qutéidg s»tafevofﬁcia_l;"g::chﬁbl, Butone l_ée‘y choice is in state
ic ' hands— ether t edicaid. Using two very different methods of estimating

the éffécts of that decision, we found adding expansion to t est of the ACA would imprave the state’s budget
balance, improve the state’s economy, o o S

and reduce the number of uni sured.

Wotes

1

2

“In addjtion to premium subsidies, cost-sharing stibsidies are ayalla
Lawtully pitesent imigrants foll into two grotips: so~called ‘gualified alier ihose bility
~under the Persohal Responsibility and Work O; concifiatior Actof 1996 (PRWORAJ and other lavifuall ntnon-citizens,
The farge: : nts whose status has been fowiul for fess 1 an five years, Medicaid

ble for people with income. q'p‘té‘ZZSO percentofEpL
o ali hose immigration status permits Med|

¢ adults unless they are ‘qualified af &
afth insurance exchange (HiX) itizens and fawfully
‘Medice : , mes between 100 and 400 parcent FRL Th re js one’
xception ta me-eligitility threshold, however. tawhilly present immigrants whose immigr: atus disqualifies the
from Medicald can qualify for HIX subsidies even though ome wotlld ordinarily be toa low for HIX subsidies, Accordingly, if .
Ohio does natexpand Medicald, “qualified aliens, under PRWORA, liks citizens, will be ineligible for any help, whether from Medicald or
HIX subsidies, if they aré ehildless adilts under 160 percent FPL of parents with incories b tween 50 and 100 percent FPL: At the samme
“time, other avdully present immiigrants” including those whose athorizatior o e andworkinthe U, has not lasted long enough
to.qualify for Medicaid, w'm‘re‘ce,i\/‘efed'er‘al!y{imded,Hi}( subsidies even though they are ¢ dtess adults living below poverty of parents
withincames between 96 and 100 percent £PL: s o oy R i
This likely undarestimates savings: With the availability of fe
prison graunds, the state may change its approach to deter
Mental Health Advacacy Coalition and Center for Community
the Future of Behaviora! Health Care” Navember 201 2
N SFY 20135, the top ten sectors that will sxperlence avise in employment because of Medicaid expansion ase: sambulatory services
(36.1%); hospitals (19.8%); state' and local government {7.8%); retail trade (6,19 administrative and support services {5.3%); construc:
tion {5.3%); insurance carriers and related activitias {4.0%); food services and diinking places {2.9%); real estate {2.2%) and professional,
sclentific, and technical services (2.2%),
Laura Snyder, Robin Rudowitz; Eifeen Etlis #nd Dennis Roberts. *Medicaid Enrollment: hune 2011.Data Snapshot”Katser Commission on
Medicaid and the Uninsiired and Health Management Associates, June 201 2. Eiteen' R Ellis, Dennis Roberts, David M. Rousseau; Tanya
Schwartz: "Medicaid Envoliment In 50 States: Junw 2008 Data Update“Kalser Commission on Medicaid and the Uninsured and Health

Management Associates. September 2008;

raf Medicald doffars for inpatient and institutional care furnished off -
ning %i:h,‘syeivke’s are furnished o and off prison grouinds.
Solutions. "By the Numbers 2: De"velopin'ga Common Understanding for
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The Supreme Court’'s ACA Decision and Its Hidden Surprise bfor Employers

Without Medicaid Expansion, Employers Face Higher Tax Penaltiss Undér ACA

, By Brian Haile
Senior Vice President for Health Policy
Jackson Hewitt Tax Service lnc.

March 13,2012

Key Findings

+ States ihé't do not expand Medicaid leave employers exposed fo higher “shared
responsibility” payments under the Affordable Care Act (ACA).

e The associated costs to employers could total §876 million to $1.3 billion each yearin the 22
states that have opposed, are leaning against, or-remain undecided about expanding
Medicaid. By way of example, the decision in Texas to forego the Medicaid eXpansion may
increase federal tax penalties on Texas employers by $299 to $448 million sach year.

= Any projections of the “net” costs of Medicaid expansions should reflect the very real costs
of the shared responsibility penalties to employers inany patticular state.

Backcjfound and Context

While upholding other provisions of the ACA in June 2012, the U.8. Supreme Colrt ruled that
the federal government could not compel states to expand Medicaid for certain low-income
adults. Federal and state taw prior to the enactment of the ACA limited Medicaid eligibility to
very low incormé persons who are aged, blind, disabled, minor children, pregnant women and
parents. Congress atfempted under the ACA to force states to expand Medicaid to ali
categories of low-income adults under age 65 who Wwere at or below 138% of the federal poverty
level (FPL)." Under the Court's ruling in NEJB v. Sebelus,” though, states now have the option
rather than an effective requirement to expand Medicaid fo such adult residents, -

Coverage options for low income adult residents may be limited in states that do not expand
Medicaid. ‘In drafting the ACA, members of Congress assumed that individuals under 138%
FPL would be eligible for the Medicaid expansion. They consequently limited access'to the

! § 1802(2)(10)(A)) of the Social Security AC1 (42 U.8.C. § 1396a) as added by § 2001(a){1) of the ACA. While this
provision references & 133% FPL income limit. & subsequent amendment to § 1902(6)(14)1) by § 1004{e)(2) of the
Health Care and Education Reconciliation Act (HCERA) of 2012 adds an additional five percent income disregard.
For reference, the federal poverty level (FPL} is a construct that varies by household size: 138% FPL in 2013 is
§15,856 for a househoid of one and $32,499 for o household of four, ) o

567 US. __ (2012).
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premium assistance tax credit programs o efigible individuals between 100% and 400% FPL.
In states that do not expand Medicald, then, otherwise-ineligible persons under 100% FPL will
not be eligible for a subsidized coverage option under the ACA. Those between 100% and

138% FPL would be eligible for the premium assistance tax credits, but they will have to pay a

monthly premium for coverage through a qualified health ,plan.?

The coverage options are also tied to employer penalties. Employers will generally not face
penalties because their employees enrollin Medicaid.” Under the “"shared responsibility”
provisions of the ACA,5 though, employers that offer health coverage and have 50 or more full-
time equivalent employees must generally pay up to $3,000 penalties for each employee who
enrolls in the premium assistance tax credits. The “shared responsibility” provision also caps
an emp!oye;‘s total liability at approximately $2,000 multiplied by the total number of

employees.

Some Governors have expressed concern about the future costs associated with an expansion
of Medicaid in their statesks While the ACA ensures that the federal government will pay 100%
of the costs of the Medicaid expansion through 2016, states the expand Medicaid become

responsible for some portion of the costs thereafter (rising to 10% of the total costs in and after

. ?Seé FAQ #31 in Centers for Medicare and Medicald Services, U.S, Depariment of Health and Human Services,
“Frequently Asked Questions on Exchanges, Market Reforms and Medicaid” (December 10, 2012), available at
httpifcciio.cms goviresourcesffiles/exchanges-fags-12-10-2012.pdf, sccessed on March 4,2013. . ,

Under § 4980H{a) of the Internal Revenue Code, employers ‘with 50 ar more full-time equivalent employees will be
liable for employer shared responsibility payments if they.do not offer coveragé and at léast one of their employees ig
eligible for a premium tax credit. I this sense, employers could face penalties for employees who enroli in Medicaid
= but the penalty is unrélated to the employee’s enroliment in the Medicaid program-and is Instead triggered by ’
another employee whe enrolled-in the tax credit program, Also, seenote 14.

§ 4980H(b) of the Internal Revenue Code (IRC) as added by § 1513 of the ACA; as.amended, - See Interfal
Revenue Service, *“Quéstions and Answers on Employer Shared Responsibility Provisions Under the Affordable Care
Act” December 28, 2012, available at hito/iwiiv. irs‘qovquc/Nevjéroonﬁ/Questiéa&@;@;&gﬁﬂeﬁiﬁm};@ygg
Shared-Responsiilty-Provisions-Under-the-Alfordable-Care-Act accessed March 1, 2013; Congressional Research
Service Report R41159, "Summary of Potential Employer Penalties Under PPACA” (June 2, 2010), available at =~
h%t;c';,’,'mfw;nczs!.;omidmumex}jiéz‘h,e"z;!th!EmD%oyerPenaiinas.g’df ‘accessed March 3, 2013 :

Employees eligible for coverage through thelr employer may still qualifyfor the premium assistance tax cradits if
their employer plan is “unaffordable” in'that it costs more than'9.5% of the employee’s housshold income, the plan
does not cover the essential health benefit packagé s defined by HHS, of the plan does not provide minimum
value”(e.g., the plan's deductible and other cost-sharing ‘are too high). § 36B(c)(2)(C) of the IRC as added by §
1501(a) of the ACA, as amended; 77 Fed. Reg. 30377, 30388 (May 23, 201 2} {to be codified at 26 CFR § 1-36B-
2(c)(3)); 76 Fed. Reg. 7264, 7265 (Feb. 1,2012) (1o be codified at 26 CFR § 1-36B:2(c)). ‘See Congressional
Research Service Report R41137, "Health Insurance Premium Credits in the Patient Protection and Affordable Care
Act(ACA)" (December 30, 2011), available &t hip/fwwa tn govinationalhealtheformAorms/CRS 111 2-30.p4f,
pocessed March 1, 2013, - el e ' ' N ‘

Achelpful flow chart in this regard is available from the Kaiser Family Foundation at hitphealthreform ki orathe-
basicslemplover-sensity-fiowchart.aspx. Note that emplovers that do not offer coverage are subject {0 a different set
of related penalties under § 4980H(a) of the Internal Revenue Code; howeaver, the praportion of employees working
at such firms is relatively low.” Seenots 14. e , . L

Sée, e.g., Letter from Governor Bob McDonnelt of Republican Governors Association to President Barak Obama
(July 10,2012), available at htlp/fwww mé.orq/fmm‘esa_qg_h‘q'aa!etter—.c:ln»me’dicaidéand~exchanqesfto«presjgggg )
ohiamal, accessed'on March 1, 2013. h ' '
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2020)_9 These costs'have generated substantial ‘discussiorz, among state policy-makers as {o
the feasibility. of such expansions of the Medicaid program:

Paradoxically, state govemnment efforts to constrain Medicaid costs growth in and after 2017
may lead to higher net taxes for employers in such jurisdiciicns beginning in 2014. if a state
foregoes the Medicaid expansion, then eligible employees between 100-138% FPL may enrolf
in the premium assistance tax credits. In such c‘ircum‘stances;their employers will face labilities
for the “shared responsibifity” tax penalties discussed above. :

Wethods

We used data from Current Popufation Survey 2011-12 from the U.S. Census Bureau to
estimate the number of uninsured adults working full-time under age 65 by state who gre
between 100-150% FPL. ‘To'estimate the number of such individuals who may be eligible {o

enrollin the premium tax credit programs, we assumed that:

¢ Persons between 100% FPL ahd 150% FPL are equally distributed {i.e., they are equally
likely to be at 124% FPL as 139% FPL); ”

& 46% of uninsured individuals who are employed full-time and earn between 100-138%
- .FPL work for companies with 50 or more employees; -and - : o

* 91% of the firms at which these employees work would offer some form of health

L . 14
_coverage.
Resulis

s ) j i . . - L
§ 1905(y) of the Social Security Act (42 U.5.C. 1396d) a5 added by § 2001(a)(A)(B) ofthe ACA and amended by §
’10201(1)(8) of the HCERA. ) :

See, e.g, Bovbjerg, Randall, Barbara A. Omond, arid Vicki Chen, “State Budgets under Federal Health Reform:
The Extent and Causes of Variations in Estimated Impacts,” Kaiser Family Foundation fesue Brief, February 2011,
%vailable at h‘i‘ip://y‘www.kﬁ«oﬁ'(z/hea‘mzfefarmlés1‘49Ac¥m. accessed March 1,2013. )

See e.0., Radnofsky, Louise, “In Medicaid, a New Health-Care Fight,” Wall Street Journal, February 11,:2013, p.
%1; M?llm’an. Jason, “Lack of Medicaid expansion could penalize employers,” Politico, August 29, 2012,

Using this assumption, the proportion of the population below between 100% FPL and 138% FPL woild be
tepresented as: # uninsured, full-time employed between 100-150%,!???;7"5 {138-100) /(150-100). )

Avalere Health analysis of the Current Popuiation Survey, Annual Spcié!‘anﬁ,‘Ecohomiq_Sﬂpp!emeni, United States
Gensus Bureau, 2012 N :

Ambong employees that work at firms with 50+ employees that also have & majority of low-wage workers, 01.4%,
work at firms that offer health coverage. ‘Agency for Healthcare Research ‘and Quality, Center for Financing, Access
and Cost Trends, 2011 Medical Expenditure Panel Suweyelnsqrance Componem, Table LB.2(2011): Percent of -
private-sector employees in‘establishments that offer health insurance by firm size and selected characteristics:

United States, 2011available at
bitpdmeps.ahirg gov/mepswebldatla stats/quick tebles seatchispeomponéent=28subeimponent= &year=201181
bie’Ser%éé:‘i&iabiéSubfjeries:’B&se@mhTex’t‘:&seg rehivdiettiod=1 accessed March 6, 2013, Employers that offer
health coverage would not be subject to broader peralties under § 4980H(a) of the Intemal Revenue Code, but they
would be subject to penalties for a smaller subset of employees under § 4980H(b). )
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Applying these assumptions 1o these data, we estimate that approximately 1.01 million full-time
uninsured employees under age 65 could enroli in the premium assistance tax credits. If 100%
of such employees were to enroll and no state were to expand Medicaid, the collective employer
liabitity each year for'the shared responsibility payments would be between $2.03 and $3.04
biflion doliars. ' - ' '

Clearly, though, some states are expanding Medicaid. Indeed, the Advisory Board estimates
that 24 states and the District of Columbia have moved forward with such expansions, and an
additional four states are leaning towards expanding Medicaid. In contrast, 14 states are not
expanding Medicaid, while threestgstes are leaning against and another five states are ,
undecided about such expansions.  If the 22 opposed and undecided states were to reject the
Medicaid expansion and the eligible employees between 100-138% FPL were to enroll in'the
tax credits, then employers in those jurisdictions may incur liabilities for the shared responsibility
penalties of up to $876 million to $1.31 billion each year. For reference, we shaded these
“expansion averse” or undecided jurisdictions in Table 1 below. Please note, however, that
some Govemors may have indicated a willingness to expand Medicaid bit have tiot yet
recelved the required legislative authorization {e.g. Florida). '

Table 1: Potential Employer Tax Penalties by State

> 13, 8% giole P d Q 0

) O AP -

A 2,
$2.026,038299 | -t
=

2,420,017 1 1,013,019 |

88 , st - 27181 1 o

54272 22,718 | Yes 45,436,820 | 1o ,155,230

AR 30,541 12,784 | Yes 755685901 to 38,352,885

CA 350,377 1 146,668 | Yes | 293,335,300 | 1o 440,003,085

co 32,045 13,414 | Yes ' 268277731 to| 40,241,659

_CT 10,814 4,527 | Yes v 9,053514 . 1o 13,580,271

DE 3905 1835 Ves 3,269,166 to 4,803,748
BpC | 1,689 ‘

1413796 | to] . 2,120,695
145735557 | 1o 8,603,335

70,568,201 to
T

15, : . - .

Thie Advisory Board Company, “Wheré each state stands on ACA's Medicaid expansion: A roundup of what éach
state’s leadership has said about their Medicaid plans;” available at hitp. /vy advisory.com/Daily: ‘
Briefing/201 24 1O dicaidMantlightboi/ 1y, acoessed March 6, 2013,

APPENDIX 28




874 12,505 | Yes 25 to] - 37,515,870

6,865 2,882 | Yes 5,763,988 | 1o 8,645,087

wi 64,591 27,038 | Yes 54,075,485 | to 81,113,927
‘ ,895 | Yes. 17,790,165 | 248

AB8B

MO 33,376,920 50,065,380
10,005,377 15,008,066

TNV ; 17,972,139 1 to 26,058,208
NH 4328 | 36235691 to] 5435354
NJ _ 53,597 | o3 44871810 [ 10| 67,307,715
N 16,751 | Yes , 21,036,107
to. | . 130,346,431

105,28 983479

.. 2,846,681 1o 4,270,021

58,973,507 | to 88,460,260

A7 262000,

33,179,040

2,355 986 | Yes 1,971.807 | “2.957.710
VA 49,917 | 20,895 | Learing loward 41,790,345 | 10| B2.6E55TT
WA 50,504 | 21,178 Yes — 12357,263 | 1o

g

63,535,895

Discussion

Our goal was to estimate the order of magnitude of the potential employer liabilities by state.
While we acknowledge that data limitations require usto make simplifying analytical
assumptions that affect the specific point estimates reported above, we belisve these results to
be directionally correct. v

We have been relatively conservative in 6yr assumptions, though we understand that policy-
makers may want to refine the estimates with state-specific data that they may have at their
disposal but which are riot freely available to the public. For precisely this reason, we have
attempted to be fully transparent about our methods,
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‘The actual liabilities that employers ’"CUf will depend on ,thé'"‘t}ﬁtakéf’;g_qr"pati;idipatidn' rates

among eligible employees in the new premium assistance tax credit programs offered throtigh
the new insurance exchanges:. Because we seek to quantify the potential liability, though, we -
do not adjust our estimates for estimates of participation rates {which vary widely among
-experts}). ' ’ ‘ B

This analysis explicitly excludes employees who are currently insured. Data from the Current
Population Survey in 2011-12 suggest that some 2.4 million adults are age 19-84, working full-
time, are between 100-150% FPL; and have employer-sponsored heaith insurance. It is unclear
how many of these individuals may drop coverage and migrate to the exchanges and the
premium assistance tax credit programs. If this phenormenon were fo become widespread, the
potential shared responsibility payment liabilities for employers would only increase,

For the reasons discussed above, states that expand Medicaid may effectively lower the
penalties for employers that do nof provide health caverage. A state’s decision to expand
Medicaid, though, is unlikely to have a n‘njesaterial effect an employer’s incentive to provide =
employee coverage for several reasons. We acknowledge, though, that Medicaid expansions
could theoretically alter the employer's calculus in the provision of health coverage — and policy-
makers should at least be aware of this issue. '

Conclusion

These estimates suggest that employer liabilities for the shated responsibility payments may be -
substantial. Such costs could exceed $1 billion across those states that are now facing the
decision about whether to expand Medicaid or that have thus far declined to do so. Any
projections of the “net” costs of Medicaid expansions should reflect the very real costs of such

liabilities to employers in any pértg‘cu!{ar state.

* We believe this to be true for several reasons. First, ‘employer plans covera much broader group of employees
than just those 100-138% FPL. Second, the employer's tax benefits for praviding compensation in the form of health
berefits remain intact. . Third, an employer may not be able to accurately forecast the effect of the Medicaid
expansion on the firm because the employer lacks complete information about each employee’s household size and

income {and cannot therefore estima{e‘jhe npmber of employees-who fafl between 100% and 138% FPL),
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Good Morning Chairman Gonzales, Ranking Member Foley and members of the
Health & Human Services Subcommittee of the House Finance Committee, 1
appreciate the opportunity to testify today. My name is Michael Heldman,
Hancock County Sheriff, and I am here testifying on behalf of the Hancock County
Board of Alcohol, Drug Addiction and Mental Health Services, the Ohio
Association of County Behavioral Health Authorities, and the Coalition for
Healthy Communities. I am here to testify on behalf of H.B 59 the 14-15 Biennial

budget.

As the county sheriff, I see the need for mental health and substance abuse services
on a daily basis. Not only have the number of individuals in need increased; but so
has the level of severity. The number of cases involving mental illness and/or
substance abuse continues to rise. Approximately 27% of all admissions to the jail
include a person with a mental illness; and over 40% are there as a result of
substance abuse and/or a crime related to substance abuse. For the first time in
twenty three years, there was a suicide in our local jail.

I have a long history of working with the Board. CIT has been in place since 2001,
This includes training of not only our road officers, but our corrections officers in
the jail, and our dispatchers. On site mental health services have been provided
since the mid 90°s, Beginning in 2011, occupational therapy services have also
been delivered on site. These programs are in addition to volunteer services
provided from the AA and faith based communities.

Locally, we have worked together to try to improve access to services, especially
in light of the severe cuts that were made to the Board in 2009; amounting to over
1.2 million dollars. This has been done through teamwork and the ability to
leverage outside dollars from the county commissioners and through the state
Attorney General’s Office. ‘

The individuals we see through our justice system are in need of multiple services,
Many of these individuals are single males, not eligible for Medicaid. Board
dollars are currenily being used to pay for their primary treatment; leaving liftle to
provide other services such as housing; employment and peer support. Medicaid
expansion would go a long way to assist with this problem. At discharge, Medicaid
would pick up the primary treatment costs. 1 urge you to support the proposed
budget which includes Medicaid expansion as well as freeing up local Board funds
to be used on necessary non-Medicaid services,
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Congress credted Medicare.and although states must.-meet ceriain ' o
Medicaid in 1945 through the ini

Social Security Act. At the time Centers for Medicare Medi

of passage, the programs were Services {CMS), localed wit
heralded as opening “another the Department of Hedlth and ,
frontier, that of health security,”! Human Services (HHS), ovefsees the
following the original Socigl! Medicald progrom. :
Securn‘y Act of 1935 which focused

on income securily for older Medicdid is oluntary for sfaies
Americans. but every state parficipates and

adrministers its own program,
Medicare focused oh health Ohio’s Medicaid program started in
security for older Americans, while 1968 ond is administered currently
Medicaid, known as Tifle XiX ofthe by the Ohio D pcrtmem of Job
Social Security Act, was creaied and Family Seéfvices {ODJFS).
to provide heaith care o certain
cotegoties of pedple who have
low incomies and cannot aofford
health services or healihinsuiance
on thelr own. Over the yedars,
Medicaid coverage hds focused
‘on children, parents, and pregnant
women, as well as the blind, -aged,.

Medicaid is on entitlerngnt
program, meaning that stofes
connot fimit the number of eligible
persons enrolled in-Medicoid
of deny access o medically
necessary services fo conifrol costs,

and drsabted in sfcfe fiscal year (SFY) 2012,
i the fotal expendnure for Ohio's
Medacoid is funded and Medzcoud program was $17 bitfion,2

‘ mcludmg both state and federal
funds. This accounts for about 3.5%
of Ohio's economy.? Stote funds -

1 1 Were’ $6 L bilionofthe $17 bifion
for Medtco;d ehgfbmiy, benefits, total Medicaid expenditure,

and provider pcymeni rates,

cdmemsfered joinfly by. the siate
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Financing s .2 Delivery system e e e 1
Enroliment 3 Confrolling cosfsin Medncofd : . IR 1|
Eligribility . o 4 Current and proposed stote mmmwe< - .- PRV £1
Benefit groups . 8 Acknowledgements ) . 17
Long-term care . 8 General data notes. . . AR b 4
Adrministration. . .9 Glossary e . . .18
Mandated and optional services 10 Notes . . . .. 20
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Who pays for Medicaid?
Total annual Medrccid spendmg, SFY 2012

$17.01 billion

focsoss all Ohio ngencies}

Source CMS—64 Spendmg across ol agencies, SFY 201
ca!cu{ahons b,r HPlO

Federal Medical Assfs?ance?erceni’age {FRAAPR)

state Medicdid programs receive maiching funds fromihe federc! govermnment lo heip pay f_or Medxcmd
services and administration. The Semetory of the Depariment. of Health cnd Humar
these mc;chmg funds each year: using’ The Federal Medlcof As ‘

of more fhan 83% FMAP runs accordmg to the fedemi f scai y,
1,20%1 fhrough September 30,20
expenditure, 1he federal govemmenf conmbuted $l 79

A hxgher FMAP; knawn s “enhdn’red FMAP” (eFMAP) is used inthe Chyfdren 5 Hech‘h insurance Progrorm
{CHIP). Ohio's 2012 eFMAP for CHIP wass 74.91%.¢ meaning that for evety dollar of state expenditure, the
federal government contributed $2.99. These FMAPs apply 1o health care costs. Medicaid adminlstrative
expenses are shored equally between the federal and state governments (50750 rate}. Medicaid aidministrative
costs were 3.2% of the dotal Medicaid budget ($544 milion) in SFY.2012.7
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total 2012 Ohio
population
{11.54 milion}

19%
{2.21 million)
Average monihly
enroliment of Ohioans

Covered
tamilies and
chifdren
{CFC)
1.6¢6 million

Aged, blind
or disabled

Sources: ‘ODJFS Data Run,
1/16/2013. Ohic pepulcition from
US Census Bureau. Additional
caleulations by HPIO.

In SFY 2012, a fotal of 2.64 million Ohioans were
enrolied in Medicaid af sorne point during the yeart

However, because people enter and exit the program

~throughout the year, Medicaid's $FY 2012 average
‘monthly-enroliment was 2.21 million Ohioans,®

Because Medicold eligibility is based on income,;
changesin the economy have o direct impact oh
enroliment, especially for chiidren, pregnant women

‘and parents.-In. addition 1o the economy, other factors

that impoct enroiiment include:

» Change m{fth_‘e' overall population {demographic
changes are driving a steady increase in enrollment
for seniors and peopie with disabilifies)

» ~Policy changes {Chio's adoption of the family
planning option has added new peopls 1o the

~ Limited Benefit Medicaid category}

* Rising cost of health insurance in the individual and

' -employer-sponsored market

¢ Confinuing decline in empioyersponsored haalth

insurance . : :

* Compared 1o the annual unduplicated count, average monihly
enroliment is o more occwate réflection of Medicaid enroliment
at ény given time, In this publication, HPIO Uses averdge monthly
enroliment unless olherwise noted.
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Fucinnngy

In order fo qualify for Medicaid
coverqage, a person must be

a 'U.S. cifizen' and an Ohio
‘fesident, have or obtaina Sociat
Security number, and meet
cerlainincome and categoricol
requirermnents.

Ohio Medicaid covers tow-
income children, parents of
dependent children, pregnant
women, seniors, and people with
disabilities. The income level

for each category varies, as
outiined in the table below.

What is FPL? How is it defermined?
Federal poverly level {FPL) guidelines were origindlly calculated in
1963 by the Social Secirify Administration. The formula was set os
three times the cost of food using the USDA economiy.food plan. FPL
is now upddted vsing the.change in the Consumer Price Index for
the previouscalendaryear, . : .
2013 Federal Poverly Level (FPL) Guidelines

{by householct size)

' a00%

[64% 907 100% [250% | 400%
19354 91034 8118 : ;s?‘zéﬂf%fés $45560
2 §$9.92£‘ 13589 $155m $8775 | $62,040
3 3312,499 §17.577 $19.530 e ‘f&?a,izo
4 ,§$15,o72' §$21,1§5 32350 %$32'.,4§>9, 347,100 seae7s $94,200

4 Souree; Fedeiol Registes, January 24, 2013 ' L -
Note: Annuat guidelines for ol sictes except Alaskey, Hcrwaii and DC. For each addifional persen, ada

$4,020 B

Current Medicaid eligibility

250% FPL

2007 FUL v

¥36% FPL

100% FpL

There are three broad benefit groups in Medicai

d, based on eligibility standards: Co  :_’> re | Fo

Childien [CFC), Aged, Blind and Disabled (ABD]-and “other Medicaid.”

Sovered Fomilies and Children (CEC)

Children up 10 age 19, parents of dependent children; dnd pregnant women can qudiify for Medicaid

based on family income.. Families who parficipate in $he Chio Works First {OWF) cash.assistance program are
automatically covered by Medicaid. In addition, CFCiincludes certain youth-who may confinue receiving
Medicaid coverage until age 21, and Transitional Medicaid.”!  Children, parents, and pregnont wormnen are
generally healthier and less expensive to coverthan seniors and people with disabilities. Accordingly, the CFC

category represents 75% of Medicaid entoliment-and 36% of fotal Medicaid health care spending.}?
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In SFY 2012, 1.66 milion
people were covered under
CFC'edch raonith:

‘ 1.5 milion
Z;i?‘}%ii‘ B childien 6-16
16t e

/

‘Source: ODJFS Dota Run, 1/16/2013,
Additionat calcvlations by HPIO,

S

b g

Children enrolled In Medicald, SFY 2011 -
Percent of Children Ages 0-4 Enrolled in . Percent of Children Ages 0-19 Enrolled in’

Medicaid, by County of Residence Medicaid, by County of Residerice.

Source: ODJFS Dato Run, 1/15/2013. Additional calcuiafions by HPIO.
Note: Because these maps

use Cerisus data for resident population sstimates, the age range s 0-19: Medicdid en‘grbm}y for many children is
for oges 0-18.
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The Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) program

The EPSDT program is the federally-mandated package of Medicaid benefils for children. Under EPSDT, stades
must pi’OVlde comprehenswe health ond developmental assessments, os well s vision, dental ond hearing
services to children and youth Up to age 21 The godt of these preventive services is the ealy. ademiﬁc:ahon of
condilions that may cormipromise a child's growth and deve!opment ita pofenﬁai heaith prob!em is- found
Medicaid covers the cost of further diagnosis and any necessary freaiment. Ohio calls ifs EPSDT progrom
HEALTHCHEK. A HEALTHCHEK coordinotor is avaalab!e in each coumy s ofﬁce of ;ob cmd famzfy services to he!p

consumers get these services.®

Children's Health Insurance Progrom (CH!P)
-CHIP was-originally esiablished by Congress 1997
to provide coverage for chtldren diving in families -
with incomes too high to. quczmy for Medicaid, but .
who cannot afford private coverage. Ohio Is one
of seven states 1o implement CHIP os a'Medicaid
expansion; rather thon as.a separoie CHIP'.program..
or o combination of the fwo approcches. It did: e} by :
expandmg coverage fo children living in families with -
incomes Up o 150% FPLin 1998 and jhen{o children
fiving in families with'incomes up to 200% FPL in 2000;
IN:SFY2012, 14% of all Ohlo children ages 0-18 covered
by Medicaid were covered by CHIP- an average of
nearly 162,000 children permonthi? CHIP. provides an
enhonf‘ed federal maichmg oss;stonce percenfoge
{eFMAP) rate for states to cover-more children; Ohio's
SFY 2012 eFMAP for CHIP was 74. 9 % {as opposed o
the regutcr FMAP of &4, 15‘7) 2

| i i@%@{i {&5{3} - e
ag 65,omd o!de and:people ¢ ffony age (mctudang chtidren) with: o mo;or dzsa g'condmon moy

QUOMYifO . daca:d coverage if they meet certain fir J nts. ABD enrofiees have. more complex

e n e ex FC populohon ,Accordmgly. the ABD coiegory

represénts 9%'of Med” aid enronmeni ond 61% of fomi Medxcald health cor

When defermmmg el:gsbmty for ABD Medccmd Ohxo counis’certom osse’rs mcludmg an indiwduo! sincome;
tocks d of 1SR "gutqho rein place ‘fo prevent md»wduqls from nmproperly

People who quahfy for ABD Medfcaad are covered for the same comprehensive benefi package thol is
availoble to children and parents.. In addition; those in ABD Medicaid can quglify-for Medicaid long-term cdre
services, which include o brogd range of medical, personol care, and support setvices thot are provided in

home, community, and fccﬂtty—bcsed seﬂmgs

ch:ldren O 18

aduils 19-64.
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Dither Medicoid

Six percent of the Medicaid
caseload and 3% of total
Medicaid hedtth care spending
is in categories other than CFC
or ABD, in what this publication
refers fo as "Other Medicaid.”
Examples.of categories within
fhis subset include Alien :
Emergency Medical Assistance,
Breastand Cervical Cancer
Project, certain people who .
ore le(:\”/infgjpubiic,inSﬁfuﬁth :
fincluding mental heolth, youth
services, and comections),
presumptively eligivle children
and pregnant women and
deemed newborns. 2

The largest *Other” category is

known gs “Limited Bensfits” and

includes: o o

¢ (Medicare) Premium
Assistance: Medicaid
pays Medicare premiums;
and, in some categories,
cost-sharing t6r cerfain
consumers covered by
Medicaid. An average of
106,000 Ohioans monthly. -
received Medicare premivm
assistance through this
program in SFY 2012.%

= Family Planning: Medicaid
providés a imited set of
benefits for men and women
with incomes up 10 200%
FPL, to help prevent or
delay pregnancy, Since full
implemenidfion in February
2012, this programhas
seen significant enrcliment,
increasing by over 15,000
individuals each month
from February through June
20122

Benefit cafegories vary
widely

Chio Medicdid serves a wide
variety of people with low

and modest incomes, Clients
range from newborns to elderly
nursing home residernifs, from
healthy children fo workers

with disabilifies, from working
parents to children with chronic
diseases. Because of this, cosls
for different populations vary
widely.

rences beltween types of enf’oliees, SFY 2012
feps  expsndiluies

Source: ODJFS Dafa
Run, 1/16/2013,
Additional calculations
by HPIO. Note: Payment
data for SFY 2012 §s not
cormplete. Services for
sister agencies {those
oulside ODJIFS) are
included, but dug 1o

Ha issues, only the:
federal portion 6f the
payment isreflected in
the dota,

Average monthly Medicald costs per enrollees, SFY 2012
’ 32407 souree: ODIFS
Dato Run,
Y14/2013,
Additionot
calculations by
HPIO. Motes:
Becavse many
© Medicaid:
consumers are
not enrolied for
afull 12 months,
these numbers
should not be
used to estimate
annual costs
per person.
These costs arg
shared by the
federal and sicle
government.
Senvices friom
Sister State
Agencies are
included, but
¢ due to daotg
issues, only the
C18 018 19.i8  19.44 48+ faderad portion
cFc ABD* cre ABD* CFC ABp*.  ofthe poyment
) ) : s refiected in fhis
*ABD In this. analysis includes MBIWD and excludes dual eligibtes data,
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Within Ohio Medicaid, long-term care
services can be eilher facility-based, or -

:horne and community-based.

People Served in Long-Term Care Instifutions
Compared to Home and Community-Based Walvers

gkné, & éoﬁymuuity—bgs‘ed
Facility-based long-term care services R
are provided in nursing facilities,
intermediaie care facilities for individudls
withvintelleciual disabifities (ICFID,
formerly known os ICF-MR, intermedidte
care faciiities for the menially retarded
{ICF-MR}). ond state-run developmenial
centers for the developrmentally disabled.

Home and community-based services
{HCBS) ollow people with disabiliies and
chronic conditions to receive carein
theirhomes and-communities instead of
Inlong-term care facilities, hospitals or
infermediate care facilities. ‘Home and
community-based services are waiver
programs because under current federal
law, eligible people with disabilities and
chronic conditions are entitled o facility-
based care, but homeand commurnity-
based care are consideréd optional,
Therefore states must apply for a wdlver
from the federal govermnmentin:order ..
for Medicaid fo providé home and -
community-based services.

2006 2007 2008 2009 2010 2011 2012

Compcred to of_her stotes,_ Ohio Mec_ﬁcgid Source: ODFS Datol Run, 1/15/2013. ’

typicolly has defivered o higher proportion  yote: Average monthly numbers of residents and wéiver recipients
of long-term care through facility-based T
services, leading o greater expense and . o

less consumer satistaction. For many yedrs Ohio has worked o rebalance the mix of long:term core and
encourage Medicaid consumers to choose more cost-effective home and community-based services,

Medicore Bedicold Brecliees ANES) [duot eligiizles) ‘
Formerly known as™dual eligibles.” Medicare-Medicaid enroliees {MMESs) are enrolled in both Medicaid

and Medicare. Medicare was credtedin 1965 to cover the medical needs of serior citizens and later was
expanded fo cover some people with disabilifies. However, Medicare's coverage is fimited and does not cover
long=ferm care services: Medicaid paysfor most of the cost af nursing homes, homie and community-based
long-term care, and other medicdl services for low-income people enrolied in Medicare. In addition; Medicaid
paysfor Medicare premiums, coinsurance, and deductibles for some low-income consumers, and o share of

the cost of Medicdfe Part D pharmagcy coverage.

1% .

oél{gggig?;d - ... yet MMEs account for
cueny
s ¢ i 30 %

PMEs .. . )
fy of fotal Medicald spending

Source: ODIFS DataRun, 1/15/2013. Additional calculotions by HPIO, Nole: These
data include Medicaid costs only, Gnd exclude costs paid for by Medicare and/ .
or other third parly liablity carriers. Therefore, these' do not represent the tofal

B cost for Medicore-Medicald Envoliess.
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Medicaid is funded and ad
and federal governments.. Un

states establish their own standards for Medicaic
benefits, and p ider payment rates, although states mist
meet cerfain minimum standards. The federal Centersfor.
Medicare & Medicaid Services (CMS), located within the -
Department of Health and Human Services {(HHS), oversees
the Medicaid program; : o

The federal government requires each state fo designate o
“single state agency” fo administer its Médicaid program.
Ohia’s single state agency is the Ohio Department of Job
and Family Services {ODJFS). Within ODJFS, the Office

of Medical Assistance {OMA]} {formerly krnown os the

Office of Ohid Heglth Plans) is responsible for day-to-day.
management of Medicaid. . Ohio plans fo elevate Medicaid

tod cabinetlevel agency effective July 1, 2013.

in January 2011, Govemnor Kasich created the Gavernor's
Office of Health Transformation [OHT). Al state agencies
that have a role in administering the Ohio Medicaid progrom
directly report fo OHT. Moré information about OHT can be
found of www healthtranstormdfion.ohio.gov,

ODJFs delegates authority to five state agencies {known

as “sister state-agencies”) fo administer sorne Medicaid
programs. As aresult, Medicaid s included inthe budgets
of Ohio Departments of Aging { ODAJ, Alcohol and Drug
Addiction Services (ODADAS), Developrnental Disabilities
{ODODD)}, Hedlth {OBH), ond Mentdl Hedalth {ODMH). Ohio's
2012-2013 biennjal budget transiioned some Medicaid
budget line items between ODJFS and sister agencies; most
notably, the Department of Aging Medicaid budget moved
o ODJFSin SFY 2012, As a result, the mdjority of Medicdid
financing continues to.be handled thiough ODJFS, bul the

proportion is changing.

Beginningin SFY 2012, the findricial responsibility for the
non-federal share of Medicaid funds for alcoho! and
drug treatment and mental health carve-out benefits?

- ransitioned from community behaviorat health boards to
the state. Fullintegration occured in SFY' 2013, This fransifion
is known as "elevation” of Medicaid behavioral healih
financing fo the state.level,

‘ ggencies g

-Source: ODJFS Date Run, 1/15/2013.
Additiorol calculations by HPIO,

Note. The Aging budget moved 1o IS
In'$FY12, Remainder of expenses paid
by Ohic Departmenis of Developmental
Disobiliiies, Mental Healih, Alcohol and
Drog Addiciion Services, Aging ond
Hedlth, Amounts exclide fransfers {i.e.,
sister agency spending), adminisiration,
and Deporiment-of Aging for SFY10/11.
The amounts for SEY 2012 also include
HCAP and Suppleniental payments not
inlcuded in previous years,
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e BBAUDATED. AND OFTIONAL SERVICES..

Ohio’s Medicaid program includes services mandated by the federal govermment plus optional services

the state chooses fo provide. Ohio has some discretion 1o vary the covered services but by federal law, in
all cases, aservice must be “sufficient in amount, duration, and scope 1o reasonably achieve its purpose,”®

Some services ore fimited by dollar amount, the number of visits per year, or the setfing in which they can be
providec S.servic qujre,,ihe‘cor’}symertash_orei‘n‘at‘hcle‘cosi.”’j e R e

SOPAYIIENTS

Certain medical services require a copayment, including Visits for non-emergency setvices obiained in
ahospital, dentol services, routine eve examinations, eyeglosses, mostbrand-nhame medications, and
medications that require prior authorization ® ) :

Not ol Medicaid consumers are subject to copayments, Consumers:are exempt if they meét at least one of
these conditions® - '

¢ Younger than age 21

= Pregnadnt, of pregnancy ended within the previous 90 days

s Living'in o nursing home o intermediate care facility for the mentally retarded

» Recelving emergency services

¢ Receiving family planning-related services B

¢ In-amanaged care plon that does not charge copayments

i
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Ohlo Medicaid provides primary and acule care setvices through managed care plons.and o fee-for-service
system. ‘Both delivery systerms provide preventive services as well as medically necessary primary care;
specially and emergency care services, Historically, Ohio has provided long-ferm care services exclusively
through the fee-forservice system; however, that is changing with the establishment of the Integrated Care
Delivery System for Medicare-Medicaid enroliees, which will be-administered through managed care plans,

Mhonvged core § — ‘, ;
Ohio's Medicaid managed care programwaos created in 1978 and continues foday as o shrategy toensure
access'to setvices, provide guality care'and monage Medicaid costs. A managed care plan (MCP} is-a
private healthinsurance company fhat provides, or arranges for someone 1o provide, the standard Medicaid
benefit package fo Medicaid enrollees. ODJFS contracts with a selected set of managed care plans o
-coordinate care {or Ohio Medicaid enroliges in exchange for a capitation payment - a set amount of mohey
permember per month, The MCP; not the state, is then at full sk {or covering any costs that exceed the
capitation payment it receives from Medicaid. MCPs controf quality and cost by coordinating care through
a network of providers selected by the plon. MCPs provide services in addition to the fraditional Medicaid
benefit package os a strategy to emphasize prevention and ensure that medicol services are provided in the

most appropriate settings.

Atmost all children, pregnant women, ond parents enfolled in the Covered Faniilies and Children {CFC)
category are required fo enroll in'a managed care plan. 1 SEY 2012, 1.5 million CFC clients were enrolied in an
MCP, representing 91 % of the total CFC population.® By contrast, not all those enrolled in ABD Medicaid are
required 16 enrolt in-a MCP; in SFY 2012,-127,100 ABD clients, were enrolled in an MCP, representing 31% of ihe
total ABD population;* R ‘

For a list of consumers who are excluded from, or not required to enroll in, Medicaid monaged care, see

hHp://1.usa.gov/IuCs?s
Ohiois m‘ov"in"g_ foﬁb_ldce ‘mo,rﬁe’ ABD con;umérs into Medicoid managed care. As noted eartier, the Integrated
Care Delivery System (ICDS] project will use Medicaid managed care plans to manage and coordinate care
for 114,000 MMES {duol eligible), starfing in September 2013, Effective July 2013, Ohio will frasitiori the 38,000
children curently enrolled in ABD Medicaid info Mediccid managed care plars, )

Medicaid enroliment by delivery systermn, SFY 2012
' Fee-for-Service ~— CFC

150,000

_ Feesfor-Service — ABD
283,000

. thanaged Care — ABD
127,000

Soutce: ODJFS Data Run, 1/15/2013. Additional

e
Managed Care — CFC
colcuiations by HPIO,

1.2 million
1%
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fes-for-Sevive [F

Ohio Medicaid has gone through a process of re»procunng
Medicaid managed care contracts, intended to improve
quality and health-outcomes for consumers. The new
confracting pericd, effective July 1, 2013, reduces the number
of managed care service regions from eight {o.three and
combines coverage for ABD ond CFC in each region. Five
Medicaid managed care plans will provide health services

to Ohio Medicdid consumers. New health plan contract
language, based on model hedlth plan contract longuage
created by Catalyst for Payment Reform,® is intended to move
the Medicaid managed care plans from paying for volume to
paying for value. {For more information about Ohio Medicaid
managed care, see htip://jfs.ohio.gov/ohp/bmhc/index.stm)

Consumers who dre excluded from, or not reqwred to enroll in
Medicoid mandged care receive Medicaid services through
the fee-for-service system [FFS). Under FFS, Medicaid providers
are paid fof particular services based on apre-set schedule of
payment.. The FFS system operaies statewide so o Medicaid
enrollee can go o any of the morethan 84,000 Ohio Medic¢adid
providers, including hospilals, doctor offices, pharmacies,
dentists,.and durable medical equipment companies. These
providers are authorized to provide hedith care seivices fo
Medicaid enroliees and 16 bill Medicaid for these services.
However, a provider's participation in the Medicaid program
is-voluntary, and many providers fimit the: number of Medicaid
clients they serve; 5o enrollees tre advised to osk the provider i
they accept Medicaid before scheduling an cppointrment.

Generally, FFS enrollees dre more expensive per person than
individuols enrolled in managed care, because many require
high-cost, long-term care services, which ore excluded from
managed cdre. As aresull, the FES population represents 21%
of total Medicaid enroliment and 52% of fotal Medicaid hedlth

care spending

Medicaid spending by delivery system, SFY 2012

Muanaged Care — CFC

$4.90 bﬂhon o

Monaged Core — ABD ~
$2.27 biliion

: 3625 milflion -
Soufce: ODJFS Data Run, 1/15/2013, - Additional caiculotions by HPIO.

fee-for-Service — ABD
$7.04 billion

P
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Miedicold mrovider roles ; ‘ ,
Historicolly, Medicaid pays providers at rates lower than both private insurance and Medicare. Low payment
rates are a-primary bormier to provider parficipation in Medicaid.# In 2011, 72% of office-bused physicians in
Ohio accepted new Medicoid patienis.2? As 6f 2012, Ohio Medicaid’s paymeni rate for fee-for-service was
61% of Medicare rates for alt services.® The rates that Medicaid managed cdre plans pay most providers are
negotiaied between the plan and the provider and can vary from fee-for-service rates. Medicaid managed

care pldans are required 10 mantain o “sufficient number, mix and geographic dislribution of providers and
services, " ‘

The Affordable Care Act {ACA) provides o fully federally-funded Medicald payment rate increase for primary
caore services 1o 100% of Medicare payment levelsin 2013 and 20144 This increases payments for primary
careservices in Ohio by more than 70% in 2013.%The rate increase is meant fo encourage greater physician
parficipation in-Madicaid and give additional support to fhose curently: providing primary care services fo
‘Medicoid palients, R S e L '

The rate increase applies only fo certain providers who deliver primary core services” and is ont

: b : , ; ! Lre sevices” y for 2013 and
2014. States have the option o continue the rate increase beyond 2014 with stale funds® -

12
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USROG COSTS i MEmC A

S PR TN B

Reducing provider reimbursement rates ond benefit packages are offen cited s the only options for reducihg
Medicaid costs. While stafes do have the flexibility 1o use those methods, itis becoming increasingly difficult to
do so-without compromising the qualily and sgstainobﬂiiy of the Medicoid program as cuts accumulate.

ementing initiatives 1o reduce Medicaid costs and maintain occess 1o quality care for
outlines key strotegies identified by the National Govemor's Association™-and

Many states are impl
consumers. The fable below
Ohio's effords.

14
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IAYE SBTES........ ,,
Fieedih Homes: Inteoroling hehovioral o i pbwslcod hedlh

In October 2012, Ohio Medicaid implemented o new person-centered systemof care, called a “health home,”
to improve care coordination for Medicaid clients with serious dnd persistent mental iiness {(SPMI}. Because

down the tradifional silos between behavioral heaith and physical healih care. Case managers, located
ot community behavioral health: providers, wil coordinate mental health services and assist individuals with

obtoining the physical health care they need as well. in addition, they ‘wilf tink clients 1o supports such as
fransportation and child care.

Ohio received federo! approvalfor this program {an option included in the Affordable Core Act).in 2012, and
the enhanced federal matching assistance percentage (FMAP).of 90%. The first phase includes five Ohio
counties {Adams, Bufler, Lawrence, Lucds and Scioto); by the end of SFY 2013, the program willt be statewide.
{For more information on Medicaid Healih Homes, see htip://1 Usa.gov/Yshylp) ) ‘

Consulidote mental heolth and addiciion SEpvices
Two Sister State agencies, the Ohio Pepartment of Alcohol and Drug Addiction Setvices and the Ohio

Department of Mental Health, will consolidate into the Ohio Department of Mentdl Health and Addiction
Services, effective July 1,2013. The new department wilt promote.a combined system of care cerdered on the

individual,

&, new eligibility ond ermolimend system ' _

A number of provisions in the Affordable Cors Act require states to design and operaie coodrdinated,
technology-supporied enroliment processes 1o assist those who lack access to affordable employerbased
coverage in obtaining hedlth coverage through Medicaid, CHIP, or the Exchanges.s

New enrolfiment systerns must be in ploce by Oclober 1, 2013, for coverage that begins January 1, 2014, States
must meet these provisions whether or not they expond Medicdid.

The law requires states to develop enroliment systems that gre®: ;
* Consumer-frdendly: The systems must ensure that applicants are screened for ol available health

subsidy programs and enrolled in the appropriate program, with minimal cellection of information and
documentation from applicants. _

* Coordinated: Programs musi be coordingled and there must be seamiess ransition between all heaith
coverage programs.’ : : ‘ - P

° Simplified: States must operate o streamlined enroliment process and foster adrmini trative simplification,
using uniform income rules and forms as walj as paperless veitfication procedures, ™ '

+ Technology-enabled: Statesrnust use Web portals and securely exchange and ulilize data fo support the

eligibility determination.

Designing and implementing a new system by October 1, 2013 wil be challenging, but is crifically necessory.
Ohio's Enhanced Client Registry Information Sysiem (CRIS-E), which supports eligibility determination for
Medicaid and other public assistance prograrms, is more than 30 yearsold. CRS-Elsa patchwork system that
prevents automation and can barely meet the needs of Ohio's current Medicaid and human service programs,
resulting in duplication, inefficiency and excessive cost for state and local governments fo administer Medicaid
and ofher health and human service eligibifity processes.® A new system will aulomate many administrative
tasks that currently are handled manugily. e
Recognizing the information fechriology (1T} challenges faced by many siates, the federat gavemmerit has
provided a time-imited 90 percent federal maiching rate for systems development. In Madrch 2012, Ohio
received federal opproval for the 90% matching funds to build the new system, which will initially be used for
Medicaid eligibiiity then expanded to support eligibility for other public assistance programs, -
For more information on Ohio's efforts to modeinize eligibility determination systems, see httpi//1.usa.gov/
Zudxky

5
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Sutewide mplameniolion of mresumpiive eligibiiity

Presumiptive eligibility refers fo the process in which certain qualified providers aré empowered fo perdorm o
simpiified eligibility review and grant immediale medical assistance o people applying for Medicaid {cumently
limited fo children and pregnant women). Those defermined presumptively eligible must complete the full
application process within 60 days 1o continue Medicaid coverage. Ohio first implemented presumplive
eligibility for chiidren in April 2010, relying on counly job and family service {JFS)agencies as the qualified
provider. In2012, Ohio expanded presumptive eligibility to pregnant women and added federally qualified
health centers and chiidren's hospitals as quatified providers. Statewide implemeniation is planned for 2013, i
which time other entities may be added ds qualified providers.&

EROPOSED JITATIVES..

1%

Medicaid expansion

Ohio policymakers fuce g significant policy decision in 2013; whether 16 expand Ohio's Medicaid program to
peoplewith incomes up 1o 138% of the Federal Poverly Level (FPL)L% ($26,951 annudlly for a family of three, in

2013} ‘

The Patient Protection and Affordable Care Act [ACA), enacted in March 2010, required states to expand
Medicaid coverage fo individuals with incomes up to 138% FPL. The federal government wil pay 100% of the
costfor people who are newly eligible for Medicaid from 2014 10 2016, gradually decrensing 16 90% in 2020 and
beyond. However, in June 2012, the U.S. Supreme Court made exponsion of Medicaid optional, rather than

required. '
Governor Kasich included the Medicaid expansion in 2014-2015 Executive budget, infroduced on February 4,
2013. {For an overview of the Governor's proposal, see hitp://1.usa,gov/ZBiYw) The Execufive budgetincludes

an automatic “opt out” trigger that would shut down the program fornewly eligible groups if, for any recson,
federal funding for expanded coverage isreduced. i is now up fo the legistature to debate and decide if

Ohio will adopt the éxpdnsion. '
The graphs below iliustrote Ohiio Mediccid:eiigibi!ify with and without the expansion,

Subsidized hedith coverage eligibiiify for | Subsldized hedlth coverage eligibility for

OChioans in 2014 . Ohioans in 2014 S
with ACA Medicaid expansion without ACA Medicdid exparision
ADUT FRL g s ; AT ‘
s

2565 FPL <

UEQR FFL <
200%FRL. - 200% pPL ik
VIR L 138% FPL

1007 FPL-

A
children prcgnanf parents childiens ‘disabled dsobled . ni o §
1 § or <hf & el
womes, adulls - workers : women odolls womkers

The Health Policy Institute of Ohio(HPIO}, The Ohio State University {OSU), Regional Economic Models, inc.
(REMI}, and the Urban Institute, have parinered on o research study, “Expanding Medicaid in Ohio; Analysis of
Likely Effects,” to analyze the fiscal impact of a Medicaid expansion on Ohio. {For the expansion study brief,
see hitp://bit ly/ILGk5p and for HPIO policy brief *Policy Considerations for Medicaid Expansion in'Ohio,” see

R/ /bitly/ 13k404X)
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Simplily Medicoid eligibiilty policy

Ohio Medicaid curently has over 150 eligibifity. categories. The Executive Budget proposes "mapping" those

categories info three groups:

1. Children ond pregnant women

2. Individuals who are age 65 or older, who have Medicare coverage, or who need long-term care services
and supporls . ' .

3. Community adulfs — non-pregnant adulis who do not need long-term care services and supports, including
individuals efigible as parents or caretaker relatives, This category includes those who would be newly
eligible for Medicaid, i the proposed Medicaid expansion is adopled:

Eligibility criteria and standards for the first two simplified groups would hof change. The third group, community
adults, will see significant changesiin eligibifity standards if the proposed Medicaid expansion s adopted, anda
proposed Medicaid benchmark berieff package. {For more details, see hitp://1 V.usa.gov/ZBiiYw)k

Hew cost shonlng requirements

The Executive budget proposesnew.cost sharing requirements for every adult errolled in Medicaid over 100%
FPL, including: , ‘

¢ 38 copayment for Use of aGn.emergency room for non-emergency conditions

* 38 copayrient for non-preferred drugs

* 93 copaymient for preferred drugs .

{Note: certain long-ferm mainienance drugs, such as insulin, will Have fio co-pay.}
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HPIO thanks Dan Hecht and his colieagues in the Data Research Unit within the Office of Medical Assistanice for
producing much of the dota for this report. Thelr timely assisiance and insight are much appreciated:
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MERALDATA HOTES _ . i
ODJFS dqto‘i’n this report comes from the Decision Support System, during the last week of December 2012, the
datals bosed Upon Paid Dates of Service. ‘ ‘ :

Payment data for SFY 2012is not complete. Services from Sister Agencies {ihose providing Medicaid

reimbursable services which are monitored by anagency otherthan ODUFS) areincluded, but due to data
issues, only the federal portion of the payment is reflected in this portion of the dota.

Unless otherwise nofed, enroliment data reflecis average monthly enrofiment.

I
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somgtimes referred i as CHC;s‘-_(Comrhuniiy’Hecxit‘h'Céh,

Alfardable Care Act (ACA} - The federal healih core reform iaw eriacied in Mareh 2010, The law was enacied in two péitis: the
Patient Protection and Affordable Care Act was signed info law on March 23,2010 ond wos dmended by the Health Care ahd

Education
Reconcifiation Act on March 30, 2010. The nome “Affordable Care Act” s used to refer 1o the finol, amended version of the law,

Aged, Blind, Disabled (ABD} - A Medicaid eligibiiity category that includes individuals who are low income and who are gged 65
years or older, blind or disabled [disability as clossified by e Social Securily Administration for an adult or child}.

Allen Emergency Medical Assistance (AERMA) - A'category of Medicaid that provides coverags for the freatment of an
emergency medical condition for certain individuals who do not meet Medicaid cifizenship requirements. “Only care related 1o the

emergency medical condition s covered; ongoing freaiment is not covered.

Capltation'~ A method of poyment forhealih services in which dn individual of insﬁ}pﬁoncsi provider s poid a fixed amount for each
person served without regard fo the actual number or noture of services provided o edch person in.a séf perod of fime.

Centers for Medicare & Medicaid Services (CMiS) - The federat agency within the
Department of Health and Human Services that directs the Medicare ond Medicaid programs (Titles XViil and XiX of the Social

Security Act]. www.cms.gov’

Children’s Healih fnsurance Program (CHIF) - Enacted in 1997, CHIP s o federal-sfate :
program that provides health coverage for children who five in families with incomes ico high to qualify for Medicaid, but who
cannot afford private coverage. States have the option ot administering CHIP through thelr Medicald progrotms or through o
separate programi, oro'combindtion of bioth, Formedy known as SCHIP, or the Stale Children's Health Insurance Program, the

name was changed when the program was reauthorized in 2009.

Depariment of Health and Humon Services (HHS) - HHS & he U.S. govemnment's principal agency for protecting the heafth of ot
Americens and providing essentiol human services; especially for those who are least able to help themselves. Many HHS-funded
setvices, including Medicdre, are provided af the local fevel by stote-or county agencies or through private sector grontees. The
departrment’s programs are administered by 11 operdfing divisions, including eight agencies in the U.S. Public Héolh Service and

three human services agencies,

Dual Eligible — A person whao'is eligible for two health insurance plans, often refeting fo o Medicare beneficiary who ailso duuliﬁes
for Medicaid benefis.
Disproportionate Share Hospital Prograrn (DSH) - A federal progiarm thotworks fo increase Realth éare aceess for the poor,

Hospttals that treal o “disproportionate” number of Medicaid.and other indigent potients qualify for bigher Medicaid payrments
based on'the hospital's estimated uncompensaled cost.of services to the uninsured ond underinsured. Ohio's DSH program s

called the Hospital Care Assurance Prograrm {HCAP),

Dual Eligible —A pefson who is eligible fortwo hedith insUrance plans, often tefering to g person who is enrdlled in both Medicare
und Medicaid. {See-also Medicare-Medicaid Enrolieas.)

federal Medical Assistance - Percentage (FMAP) - The stalutory termi for the federot Medicaid maiching rate—i.e., the share of the

costs.of Medicaid services or adminisiration thal the federal govermnment beors.

Federal Poverly Level (FPL} - Annually updcted guidelines established by the U.S. Department of Health and Human Seivices 1o
determine elfigibility for various federal and siate prograrms, 11'2013; the FPL for o family of four'is $23.550;

Federally-Gualified Health Center (FQHC) - FQHCs ofe community-based and potient-directed orgarizations that seive O
popuiations with firmited gccess 1o health care; The.cenlers are localed in o medically under-served area-crpopulation.. Centers
must meet Certain requirements ond then ore eligible {o recei\{e cost quseg Medicare dr}d Me@icéid reimt?yrsemefxf. FQHCS are

ee-for : traditional method of poying for medical services underwhich doctors and hospitals are paid for gach service
ihey provide: Bills ore either paid by the patient.who then submits them 1o the insdronce comipony, ot are submitted by the <

provider o the patient's insurafice erfor reimbursement.

ensrai Revenue Fund (GRF) - Resources are allocaled by the state for programs from ihis fund, GRFis composed of all reverues
fromstate takes, os well os reimbusements fiom the federal government for some GRF expenditures.-Ohlo counts 1hé federal -

moich on Medicaid spending s part of the siate GRF.

Health Insurance Marketplace ~ {initially known os Hedlth insurarice Exchanges, ‘or Exchanges) The Health insurance Marketplace
Is a competitive Insirance markeiplace where individuals and small businesses can buy affordable and gualiied health benefit
plans, starting January 1, 2014, Exchanges offera choice of health plans that meet certain benefits and. cost standards. The
Exchange can'set stondards beyond these required by the federal govemment, acecept bids, and negoliate confracts with
insurefs. Under the ACA, states have the option to establish their own marketploces: dliow the federal government 1o run the
markeiplace, or portner with the federal government to.run the markeiplace. : i

APPENDIX 49



Home and Community-Bused Services (HCBS} ~Long-term core services provided in a patient's place of tesldence orin.a non-

facility-bosed setiing focated in the immediote community,

long-Term Core (IIC) ~ A set of health care, personal caré and social services provided o persons who have fost, or never
acquired, some degres 'of functional capacity fe.q., the chronlcally M, aged, or disabled} in an institution or of home, on & long-

term basis,

ystems thot integrate the finoncing and delivery of oppropriale health care services 1o coveréd

Managed Care ~ Health care s :
ems orrange With selecled providers fo fomish o comprehens:fve set of health care services,

Individugls. Monoged care sysh

Medicald - A joint federalstate program thot provides healih care for 10w‘—income people who meet both incorhe and
categoricdl requirements. Under brodd federal guidelines; states establish {feir own standards for Medicaid eligibifity, benefils, and

provide payment rates.

of core. Aningividiiol whois eligible for health home services

Medicald Health Homes ~ A coardinated, peroh-cenfered system
or alcohol addiction freatment, andsocial services that are

can obtain compreherisive medical, mental heolih and drug andy
coordinated by & feam of health care professionals,

Medical Home ~ An approach to providing compre‘hensiye' primary core that facitales parerships between individual patients;
and their persondl providers, and whe appropriate, the patient's family, Care s faclitoled by registies, information technology,
health information exchangs and other means to- assure fhat patients get the indicated cars when ond where they need itin o

cutturally ond linguistically appropriaie manner,

Medicare - A féderc:ny funded health insurance plan that provides hospital, surgicol ond medical benefits 1o eldeily persons over

65 and certain disabled persons. Medicare Part A-provides basic hospitalinswdance, and Medicars Port B provides benefits for
physicions’ professional services. Medicare Part C (Medicare Advontdge Plan} allows those covered i combing their coverdge

under Ports A-aind B-butis provided by private Insurance companies, Medicare Fart D helps pay for medications doctors prescrive
for treatment.

Medicare-Medicald Enrollees {MMES) - People who ore enrolled In both Medicare and Medicaid, {Also known as Duat Eligibles.}
Presymptive Eligiblity = The process in which certain quaﬁﬁe‘d entifies ore empowered to perdom g simplified eligibifity review and
‘grant imme'diate medicat assistance fo people applying for Medicaid {currently imited {o chiidren and pregnant womeny. Those
determined presumptively eligible must compiete the fol application process within 40 days fo c'onﬁnus Medicaid coverage.

€ agencies that provide Medicaid reimbursable services which are monitored by on agency other than
y Services. Sister state agencles include the Otilo Deporiments 6f Aging (ODA), Alcohiol and
veloprental Disabliities {ODODD), Health {ODH}, ond Mental Healin (ODMH]).

the Ohlo Départment of Job and Feiii
Drug Addiction Ser’yices {ODADAS), De

Sister State Agencles - Sia!

Spend-down ~ Aged, biind dnd disabled haividudls whose Income Is 100 high but who would otherwise be sligible for Medicaid
rady. become eligible on g monih-to-month basisthrough o Medicaid spend-down. The spend-down allows individuols to deduct
medical expenses from thelr income unil they meet financial eligibliity guidelines. Once fhe spend-down'is reached, consumers

are eligible for Medicaid forthe rest of the month,

Transter-of-resolitces — As defined by Medicaid, ko voluntary gift or chonge of ownership of a resource without receiving falr
market value in retum. If the franster hos been mads during the “look-back” period priorto applying for Medicoid, 1 is assumed
that the franster was mdde in order o become Medicaid eligible. in those cases, o penalty period Is assessed, during which
Medicald is denied. Transters of résources betweeri spouses donot generate o penally, Transfers of resources fo chiidren may

generote a penalty, .

Spend down - The process of es?ublithing ligibliify for Medicaid by allowing an ind@vidua! who would othénwise riot be eligible for

the program 1o spend excess net income-on cerlain medicat expenses,

Transter-of-tesources — As defined by Medicaid, o voluntary gift-or change of ownership of d resource Withou! receiving falr morket
value in'retum. If the transfer has been made during the “look-biock” period priorto applying for Medicoid, it is assumed that the
transfer was made in order 16 becorne Medicaid elighble. in thosé cuses, o pendity period isassessed, during which Medicaid s
denied. Transfers of resources between spouses do hol generate ¢ penalty. Transters of resourcesto children may generate a

penally.
Transitionel Medicald — A category of Medicaid in which people who ‘!o_i‘;é Medicaid eligibiiity due 1o ecme'd_’in"cbme may be
eligible 1o maintain Medicaid coverage for.a fransition period of up 1o fwelve rmonths,

Walver - Authorization by the Secretaty of the US. Department of Heal
giving states imare fiexibility in Medicaid program operation. Anexample s the home and community-

statutory requirernents, ‘ : {
bosed care {HCBC} waiver programs operated under Section 191 5{c} of the Sociat Security Act thot aliow long-term care services

. lo'be delivered in community seﬁings,
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Review." Downlooiders 2/4/2013 at hitpi/ fwww,
healihtranstormation.ahit.gov/linkChck dspxd fefick
el=UpReysPBYAESIdR iabid=134 -
Office of Hedth Transformation, June 5, 2012 press
mlaose, "Ohio Latnches Infialive 1o ‘Expond and
improve Medicaid Presumptive Eigitilily for Pregnant
Women ang Children . Downlodaded 2/3/2013 ot
h¥pifwwr heoithtransformation.ohio; gov/LkalSck
csvaﬁ&eﬁckeHRMjKkaYss%&d&tqbnd-«l 30
Federal Foverly Level (FFL) guidelines are ownucfly
updoled guidelines established by the 145,
Department of Health ¢ind Humon Servicesfo
determine sighiily for vasious fsders! and sidte
programs.
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Health Transformation
Budget Priorities

House Finance Committee Testimony
February 14, 2013
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hio’s Health Transformation Team

¢ Greg Moody, Office of Health Transformation
« John McCarthy, Medicaid

 Tracy Plouck, Mental Health

e Orman Hall, Addiction Services |

¢ John Martin, Developmental Disabilities

° Bonnie Kantor-Burman, Aging

* Ted Wymyslo, MD, Health

www HealthTransformation.Ohio.gov

o | CGovernor's Office of
s | Health Transformeation
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Jobs Budget 2.0 Medicaid

¢ Obamacare is not the path Governor Kasich would have
chosen for Ohio, but it is - for now - the law of the land

= In March 2010, Congress mandated that every state expand Medicaid
to adults with annual income below 515,415 (138% of poverty)

~ InJune 2012, the United States Supreme Court ruled the federal
government cannot penalize a state that chooses not to expand
° After weighing the options, Governor Kasich decided that
extending coverage to more low-income Ohioans makes sense

~ Ohio has the legal authority and will automatically roll back the
extension if the federal government changes the rules

Plan
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Extending ge Makes Sense for Ohio

« Right care, right place, right time — not the emergency room
- 275,000 more low-income Ohioans covered
Keep Ohioans’ federal tax dollars in Ohio

~ $2.4 billion over 2 years; $13 billion over 7 years
e Strengthen local mental health and addiction services

- Frée up $100+ million in local levy dollars | |
* Protect local hospitals from federal cuts

-~ Medicaid uncompensated care payments will be cut in half by 2019
* Provide immediate taxpayer relief in Ohio’s budget

—~ Free up $690 million — $404 million in state spending — over 2 years

Governor's Office of
Hezlth Transformation
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Today’s Topics
° Challenges we face in Ohio
¢ Health Transformation Priorities
- Ré,b:alancé. L,Q‘nﬁgf-—Ter'm Care |
- VS'tréamﬁﬁe:jHéalth and Human Services
= Modernize Medicaid
~ Extend Medicaid Coverage

° Questions

Covernor'’s Office of
| Heslth Transformation
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Governor Kasich’s First Jobs Budget:

Inherited a program that grew 33% over 3 prior years
° Created the Office of Health Transformation

®

[

€

Linked nearly 10% of nursing home reimbursement to quality
Increased access to home and community based services
Freed local behavioral health from Medicaid match

Created health homes for people with serious mental illness
Consolidated health plan regions to be more efficient

Linked 1% of health plan payments to performance

3' state approved to integrate Medicare-Medicaid services
Implemented a new Medicaid claims payment system

Soved Ohio taxpayers $2 billion over two years
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¢ Challenges we face in Ohio
¢ Health Transformation Priorities

—Rebalance Long-Term Care
~ Streamline Health and Human Services
~ Modernize Medicaid
~ Extend Medicaid Coverage
~ QOverall Budget impact
¢ Questions

Governor's Office of
Hesgith Trangformetion
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'Rebalance Long-Term Care: |
» 4 AL h ’v . 1 e ; g " S M
Frioritize Home and Community Services

Jobs Budget 2.0 |

° Medicaid payment changes
— Increase rates for aide & nursing services, adult day care, assisted living
— Increase the nursing home resident personal needs allowance
— Limit the daily rate for a caregiver living with a consumer
— Implement a shared savings initiative for home health
- Médic'aidnet CCSt, is $31 million (511 million ~st’ayte) over two years

¢ Join the Balancing Incentive Program
-~ Commit to 50/50 institutional vs. community long-term care spending
- No wrong door, standard assessments, conflict-free case management
-~ Enhanced federal funds free up $120 million state share over two years

¢ Ensure core competencies in the direct care workforce
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Rebalance Long-Term Care: | |
Reform Nursing Facility Payments

Jobs Budget |
* Convert from cost-based to price-based reimbursement
* Link nearly 10% of reimbursement to quality outcomes
* Integrate care delivery for Medicare-Medicaid enrollees
Jobs Budget 2.0 >
* Flat funding with some exceptions
— Update peer groups (reclassify Stark and Mahoning Counties)
= Link 5% rate add-on for “critical access” facilities to quality
- Remove custom wheelchairs from the nursing faciﬁty'ra‘_te o
~ Medicaid net cost is $36 million {$13 million state) over two years
° Strengthen quality measures for incentive payments
* Terminate special focus facilities and other regulatory changes
* Provide post-acute rehabilitation in nursing facilities
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Rebalance Long-Term Care: |
Framework for Payment Innovation

Hospitaiﬁ

Nursing Facility

Provide post-acute rehabilitation in nursing  Assist nursing home residents who want to

facilities, not hospitals ‘
* 51,388 per patient day in a Long-Term ° Medicaid spends $102,500 per year in a

©

Acute-Care Hospital (LTACH)

$740 per patient day at the highest
Medicare rate for “ultra-high
rehabilitation services”

Opportunity to save $648 per patie

Covernor's Offlee of

23
EE@ Health Transformetion

move back into the community

nursing home for residents under age 60
who are reasonably physically healthy
but have mental illness
¢ Moving these individuals to a community
nt day setting saves $35,250 per year*

*Savings estimate is based on an analysis of 400+ successful HOME
¢ Choice placements in 2011,

APPENDIX 64



S

ehavioral Health
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Jobs Budget
¢ Free local systems from Medicaid match responsibilities
¢ Create health homes for people with serious mental illness
* Target investments ft}o restore community capacity ‘
Jobs Budget 2.0 -
° leverage Medicaid to rebuild community recovery services
« Recovery Requires Community o

- Allow money to fo,ﬂ‘ow_ 1,200 nursing home residents who want to

move back to the community
= Increase access to safe and affordable housing
- = Prevent inappropriate admissions into nursing homes

¢ Consolidate Mental Health and Addiction Services (July 2013)
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Rebalance L@ﬁg?TEi‘m'é;Cégre:' |

Enhance Developmental Disabilities Services

Jobs Budget

*  Exparided home and community based services options

° Continued downsizing state-run developmental centers

Jobs Budget 2.0 | |

* Convert institutional placements into community settings
— Flat rate for residents who are less profoundly disabled

~ = Financial incentive to convert institutional beds to community services
— Increase rates for providers serving former residents of institutions

¢ Support Employment First _

¢ Increase access to autism services

Governor's Office of
Health Transformetion
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T 36,830
35,000 i | e Ly
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30000 % fﬁtermediate Care Facilities (ICF-DD) -
25,000 r———pDeveloptmertal Cent e
20,000
15,000 -
10,000
5,000 %

o K

14 2015

1995 1996 1997 1598 1999 2000 2001 2002 2003 20,04‘ 2005 2006 2007 20082009 2010 2011 2012 2013

Governor's Office 6f | SOURCE: Ohio Department of Developmental Disabilities; 1995-2013 actual
Health Transformation | 2013-2015 estimated, : :
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‘oday’s Topics

« Challenges we face in Ohio

¢ Health Transfom’zatian Prioriﬁes

- Rebalance Long-Term Care

—Streamline Health and Human Services

- Modernize Medicaid
= Extend Medicaid Coverage
- Overaill Budget Impact

¢« Questions

v, | Governor's Office of
1 Health Transformation
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Streamline Health and Human Services:
Organize Government to be More Efficient

Jobs Budget

¢ Created the Office of Health Transformation

¢ New Medicaid claims payment system (MITS)

¢ Reorganized Medicaid programs and budgets

Jobs Budget 2.0 ‘

* Consolidate Mental Health and Addiction Services (July 2013)
¢ Create a unified Medicaid budgeting/accounting system

* Create a Cabinet-Level Department of Medicaid (July 2013)

* Replace Ohio’s 34-year-old eligibility system (CRIS-E)
 Coordinate health sector workforce programs

Gavernor's Office of
{ Hestth Wransformetion
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Streamline Health and Human Services:

Implement Public Health Futures

Background . .
° Currently 125 county and city health departments
° 1960, 1993, 2011 reports recommended greater efficiency

Jobs Budget 2.0 |
Consolidate 180 separate grants into 47 regional awards
Require continuing education for board of health members
Require sanitarians to be certified by the USFDA

Share services to improve efficiency |

Require local health departments to be accredited by 2018

&

L

L

&

&

Ay f Sovermor's Office of
] j Health Transformstion
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Today’s Topics

« Challenges we face in Ohio
< Health Transformation Priorities
~ Rebalance Long-Term Care
~ Streamline Health and Human Services
Modernize Medicaid
— Extend Medicaid Coveragé |
- Overall Budget Impact
* Questions

Governor's Gftice of
Health Transtorrmation
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Modernize Medicaid:
Fight Fraud and

Jobs Budget 2.0

= Conduct more on-site reviews

* Increase audit recoveries

* Better manage hospital utilization

¢ Involve providers in third-party recoveries

® Revalidate providers every five years

° Track trusts as part of recovery

* Terminate special focus nursing facilities o

“ Access to Ohio Automated Rx Reporting System (OARRS)
* Saves $74.3 million ($27.4 n*si!ﬁah state) over 2 years
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Modernize Medicaid: |
Reform Health Plan Payments

Jobs Budget

¢ Consolidate health plan regions to be more efficient

¢ Link 1% of health plan payments to performance

° 3" state approved to integrate care for Medicare-Medicaid

Jobs Budget 2.0 |

¢ Reduce administrative overhead 1%, based on economies of
scale from expansion/woodwork enrollment |

¢ Give plans more tools to manage drug formularies and reduce
the Rx component of the rate 5%

« Cap cf)veraﬂ health medical utilization growth at 3% annually

« Withhold up to 2% of payment to earn back 'thmugh performance

¢ Saves 5646 million (5239 million state) over 2 years
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Modernize Medicaid:
Reform Hospital Payments

Hospital franchise fee and related payment programs

.

e
.

)
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Health Transformation |
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Modernize Medicaid:
Reform Hospital Payments

¢ Budget savings and cost avoidance

*These cuts are made possible by increased enroliment through woodwork/expansion
May not sum to total due to rounding '
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Modernize Medicaid:

eform Hospital Payments

° Executive budget overall impact on hos

pitals

,/..’;;47{ I s ‘ i e v i . (‘f
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- Percent Change o 27.8%

L ; v Office aof | _
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il § Health Traneformation |
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Modernize Medicaid: :
Reform Other Provider Payments

Jobs Budget 2.0
* Medicaid payment changes
= Reduce physician overhead in hospital settings

= Close payment loopholes for physician services (Holzer Clinic)
— Reduced rate for multiple radiology pr'ocedures'
-~ Manage utilization of specialty pharmaceuticals ,
— Provide drug coverage information through e-prescribing
- Reimbur‘se‘on!y up to 'the"Medicaid maximum rate for all Medicare Part
B cost sharing categories except physician services
= Saves $165 million ($61 million state) over two years
« Primary care rate increase
— Federal requirement that Medicaid pay Medicare rates for two years
~ 82% increase worth $623 million over two years 100% federally funded
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Modernize Medicaid:
Require Greater P

Jobs Budget 2.0

° New cost sharing requirements above 100% of poverty

*  $8 copayment for using an emergency room for non-
emergency conditions

* $8 copay for non-preferred drugs, $3 for preferred drugs, and
no copay for long-term maintenance drugs (such as insulin)

* Allow a provider to deny a services if the person does not pay
the copay, per new proposed federal regulations

2 o | Governor's Office of
% | Heslth Transformeation
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« Challenges we face in Ohio
¢ Health Transformation Priorities
— Rebalance Long-Term Care
— Streamline Health and Human Services
~ Modernize Medicaid
— Extend Medicaid Coverage
~ QOverall Budget Impact |
« Questions

ﬁ‘“’*‘%%\ s o | Governor's Office of
Yot & QE@ Heelth Transformation
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Exchange go into effect January 2014 ST
* Asaresult, 231,000 eligible but not yet
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Ohio Medicaid and Insurance Exchange Eligibility in 2014
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Private Insurance
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Age 65
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Lowest-Income Ohioans Face a foovera;;gje Gap in 2014

Private Insurance
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100%
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Disabled Under
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R L B g 2 i . d oy X 3 t 3
Governor's Office of | Exchange efgibility as of lanuary 2014; 2012 poverty level s $11,170 for & indvidal and
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Extend Medicaidﬁ@verage:

Who Is Caug ‘

¢ Individuals with income less than 138% of poverty
~ $15,415 for an individual or $23,050 for a family of four

e About half worlk, but their employer doesn’t offer or they
can’t afford health insurance

« Many work as health care providers for others but don’t
themselves have coverage

¢ Some are unable to work because of mental H!ness or.
add:ction but have no regular source of care to recover

¢ 594,000 Ohioans with annual income below 138% of poverty
~lack health insurance (6.9% of Ohio’s total popuiatscn)

; Governor's Office of
4 | Heslth Transformation
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Number of Ohio county residents who were uninsured

with income below 138 percent of poverty in 2010

%

593,912 stotewide
(6.9 percent)

Governor's Office of

SQURCE: U.S; Census, Small Area Health
Health Transformation

Insurance Estimates (2010)
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T‘Pemem @% g ﬁi?@. wésntyr&ﬁid@ents who were uninsured
with income below 138 percent of poverty in 2010

6.9 percent statewide
(593,912 residents)

Governar's Office of | SOURCE: U.S. Census, Small Area Health
Health Transformation Insurance Estimates (2010)
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Extend Medicaid Coverage:

Cover More Low-income Ohioans

1. Individuals who would have been eligible for Medicaid under the current rules even though their income
is above 138% of poverty will instead seek coverage on the Health Insurance Exchange, including some
parents { 10,356} and beneficiaries enrolled through family planning (26,378, transitional Medicaid

(54,123), or the Ohio Department of Health Breast and Cervical Cancer Program {6).

Governor's Offfce of L - ‘ ~
Health Transformation | SOURCE: Ohio Medicaid (February 2013}
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Extend Medicaid Coverage: o

Put Ohio’s Federal Taxes to Wor

Governer's Office of SOURCE: Ohio Medicaid (February 2013); may not stim to
Health Transformeation | total dueto rounding ‘

Chio

APPENDIX 87



Extend Medicaid Coverage:

Give Ohio Taxpayers :@ééééf in This Budget

TOTAL STATE BENEFIT $114 5290 s404
* These cuts are made possible by increased enrollment through woodwork/expansion and represent GRF state
share only {all funds include $220 million in SFY 2014 and $470 milllion in SFY 2015, or 5690 million over two years.

gzs:&aﬂggigé’?éi%; ' SOURCE: Ohio Medicald (February 2013)
gl 22 gy [143 7 FUE
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Extend Medicaid Coverage:

£ .

Give Ohio Taxpayers Relief in :h&’iisﬁBu gets

Gaovernor's Office of
Health Transformation |

SOURCE: Ohio Medicaid (February 2013)
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Extend Medicaid Coverage: v S
Free Up Local Funds to Meet Local Needs

Governor's Office of : - .
i o 0 :
Health Transformation SOURCE: Ohio Medicaid (February 2013)
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Extend Medmsd C@verage.
1 Outcomes

* Extend life and reduce health dlsparzttes expansion states
£ reduced mortahty and :mpmved outcomes partscularly among

« Improve health outcomes for chsldren chi!dren are 3 tsmes
more hke!y to be uninsured if thelr parents are uninsured

° Help children make a healthy transition to adulthood ~ young
adults are dropped from Medicaid on their 19t birthday

° Restore community mental health capacity ~ free up at least
$70 million annually in local behavioral health funding

« Improve care through better coordination — extend Ohio’s
nationally-recognized Medicaid reforms to more Ohioans
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Extend Medicaid Coverage:v
litigate the Harmful Effects of Obamacare

* Keep the doors open to Ohio’s hospitals - federal payments for
uncompensated care shrink as a result of Obamacare

* Hold the line on health insurance premium increases — prevent
an uncompensated care cost-shift to private-sector premiums

¢ Protect Ohio taxpavers from federal decisions — codify an
automatic opt-out if the federal government changes the rules

* Protect Ohio emplovers from Obamacare penalties - avoid
employees triggering employer penalties on the Exchange

Governor's Office of
Heslth Transformation
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Extend Medicaid Coverage:

Protect Ohio Jobs

° Put Ohio’s federal taxes to work in Ohio ~ $13 billion over
seven years, including $6 billion into hospitals and $2 billion
into doctors’ offices

e Bring new jobs into Ohio — health plans are required to locate
staff in Ohio and already have created 1,000 new jobs

* Keep working Ohioans in jobs ~ most uninsured Ohioans work
and connecting them to coverage means keeping them in jobs,
including many who provide health care services to others

« Jobs trump politics — Obamacare is not the path Ohio would
have chosen, but it is the path the country is on; don’t make 2
bad situation worse by sending Ohio’s money to other states

T o on | Covermor's Office of
E@ Health Trancformation
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Who Supports Extending Me

Ohio Chamber of Commerce
Ohio Right to Life
Catholic Conference of Ohio
County Commiss;oner s Association of OhIO
 Ohio Hospital Association
Ohio Cha!dren 's Hospital Assocuatzon
5 Ohao Assocxatton of Health Plans
National Alhance on Mental Heaith (NAMI Oh:o)
Chzo State Medical Assocxataon '
Columbus Dzspatch Cleveland Plain Dea!er To?edo Biade Akron
Beacon Journal, Cincinnati Enquirer, Youngstown Vindicator

Complete List: www.he aithtransﬂ)s mation.ohio. gov/Budget/ Extenfif\/JemM:dSe;wcec aspx
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States Proposing to Extend Coverage

(spending per capita by state, in order of resident health outcomes)

$10,000 -

$9,000 : §
$8,000 +—1 — T g ’
$7,000 4 i3 B '
$6,000 - ' g |,
55,000 - %II v
$4,000 - - %i %{l
$3,000 41 fé g ‘

| . I
$2,000 | ?fl 1 %{ _
$1,000 - . I

2
SO Mn H;C'f UT J [y ;\:f 16 ' NE wy) N ‘ Mf FLAK vr; 1 ,‘ W G T;vas

|| Extending or leaning toward  [7] Not extending [} Undecided

P s i YRR Sources: CMS Health Expenditures by State (2011); The Commonwealth Fund, Aiming
i}z@gﬁei’é‘ﬁ@ rs Q‘EE e @! Higher: Results from o State'Scorecard on Health System Performonge (October 2009); The
Hezlth Transformation i Advisory Board Company, Where Eoch State Stands on Medicaiid exponsion (2/6/2013).
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Extend Medicaid Coverage:
Consequences of Not Extending Coverage

Over the next two years, Ohio taxpayers would need to pay an
additional $404 million in state general revenue ($690 million
all funds) to:

NOT extend coverage to 275,000 more low-income Ohioans
* NOT keep $2.4 billion in Ohioans’ federal tax dollars in Ohio

g3

(513 billion over seven years)
° NOT strengthen local mental health and addiction services
° NOT free up $130 million in local funds to meet local needs
* NOT protect local hospitals from federal cuts

Govermor's Office of
tealth Transformation

Chi
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Today's Topics

¢ Challenges we face in Ohio
¢ Health Transformation Priorities
— Rebalance Long-Term Care
— Streamline Health and Human Services
— Modernize Medicaid
~ Extend Medicaid Coverage
— QOverall Bud
¢ Questions

s 3 Governor's Office of
I Health Transformation
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id Spending (All Funds)

ica

NOTE: May not sum to total due to raunding.

e

‘2,

. {1} Integrated Care Delivery for Medicare-Medicaid, health homes for ‘mental
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1. Individuals who would have been eligible for Medicaid un

will instead seek coverage on the Health Insurance Exchange, including some parents {10,356) and beneficiaries enrolled through
family planning (26,378), transitional Médicsid (54,123), or the Ohio Department of Health Breast and Cervical Cancer Program,

2. Asaresult of federal insurance mandates and the niew Federal Health Insurance Exchange going into effect In lanuary 2014, and
estimated 231,000 eligible but not yet enrolled Ohioans are expected to “ernerge fromthe woodwork” and enroll in Medicaid,
including 92,000 children, 88,000 parents; and 51,000 seniors,

derthe clirrent rufes éven though their income is above 138% of poverty

| Gavernor's Office of b e . T
Health Transformation SOURCE: Ohio Medicaid (ngruary 2013}
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Today's Topics
¢ Challenges we face in Ohio
¢ Health Transformation Priorities
- Rebalance Long-Term Care
— Streamline Health and Human Services
— Modernize Medicaid
- Extend Medicaid Coverage
- Qverall Budget Impact
Questions

Governor's Office of
Heslth Transformation
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Coverage Saves jobs

Ohio’s Medicaid reformsin the past two years have been recognized nationally for helping to
reduce costs, improve health outcomes, and improve care coordination. Prior to these reforms,
Ohio would have been unprepared to efficiently extend Medicaid coverage. Today, however, more
Ohioans can be brought into a program that provides higher quality care and better value for the
taxpayers who pay for it. The many benefits of‘extending Medicaid coverage are described below,

Protect Ohio Jobs

© Keep working Ohioans in jobs. Most uninsured Ohioans {75 percent) work,* but they “live
sicker and die younger” than workers with insurance, and they often délay seeking
treatrient until their health has significantly deteriorated, teading to much higher health
‘care costs.? In contrast, workers with health coverage are far more likely to receive care on
aroutine and ‘ti:mely basis and receive care from appropriate providers rather than
resorting to higher-cost emergency room visits. Ohio Medicaid estimates 275,000
uninsured Ohioans would gain coverage from a Medicaid expansion.’ For the majority who
work, coh'nec'ting them to coverage means keeping them in jobs.

*  Put Ohio’s federal taxes to work in Ohio, Extending Medicaid coverage will convert
otherwise uncompensated care into an estimated $13 billion in new federal spending over
the next seven years —that’s $5.9 billion into Ohio’s hospitals, $2.0 billion into doctors’

offices, and $1.4 billion to dentists and other health care providers to support the jobs

needed to provide care.” Saying “no” to this plan would not save these federal dollars from
being spent or direct them to deficit reduction ~ it would simply pass them to states that

expand, supporting jobs in those states with Ohio’s federal tax doliars,

¢ Bring new jobs into Ohio. Most newly eligible Medicaid enrollees will be enrolled in private
sector health plans. Medicaid heaith plans already have created 2,000 new jobs in Ohio as
a result of Kasich Administration policies that require plans to headquarter staff in Ohio.>
Also, employers look closely at the cost of health care in deciding where to locate their
‘bUSinessés, States that adopt the Medicaid expansion will have a competitive advantage,
because employers will not need to underwrite the cost of uncompensated care and alf
potential workers wil] have access to a source of coverage.

e Create o lodder up and out of public assistance. In addition to aggressive Medicaid
reforms already enacted, the Kasich Administration has proposed additional changes to
increase personal ;responsibility and incentives to.work. For example, setting co-pays at the
maximum allowed by law with the fewest number of exceptions, connecting enroflees to
existing employment programs, locking drug abusers into a single doctor or pharmacy, and
converting Ohio veterans on Medicaid to the federal benefits they earned. Medicaid is a
temporary need for most Ohioans —and should be temporary for everyone able to work.
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Improve Health Outcomes

o Extend life and reduce health disparities. The New England Journal of Medicine reported
that the three states that expanded Medicaid coverage since 2000 reduced mortality 6.1
percent compared o non-exparision states, with the greatest reductions among older
adults, non-whites, and residents of poorer counties. Extending Medicaid coverage
decreased uninsured rates by 15 percent, decreased rates of delayed care because of costs
by 21 percent, and mcreased rates of self-reported health status of “excellent” or “very
good” by 3.4 percent. & A study published in May 2013 showed that Medicaid reduces rates
of depression by 30 percent and virtually eliminates catastrophic medical expenses.”

e Provide coverage to Ohio veterans. Only 37 percent of the country’s veterans receive
health coverage through the Veterans Administration, and almost 90,000 veterans-and
members of veterans’ families are uninsured in Ohio. Veterans without health coverage
often have medical conditions that g0 untreated with one iy three reportmg at least-one
chronic health condition and roughly one- thrrd of unmsured veterans reporting that they
have delayed heeded health care because of tost. Under the Governor’s plan, 26,000
uninsured veterans in Ohio and an additional 12,000 spouses and family members would
qualify for health coverage,” improving the health and quality of life for thousands of -
Chioans who were willing to put-their lives at risk for their country.

@ Improve health outcomes for Ohio children. Covering parents not only improves their own
lives but also the lives of their children. The institute of Medicine reports that the financial
stability of a whole family can be put at-risk af only one person is uninsured and needs
treatment for unexpected health care costs. Chrldren are three times more likely to be
eligible for coverage but uninsured if their parents are uninsured. An estimated 176,000
uninsured parents will be covered under a Medicaid expanswn 0 Covering these parents
riakes it more hke}y that their children will receive needed care.

©  Help children make o healthy transition to adulthood. Currentiy, youngadults become
mekrgnble for Medicaid on their 19™ birthday (21 for foster chddren) and many of them,
after having a regular source of coverage through Medicaid, became uninsured, Extending
Medicaid coverage provrdes continuity of care for these mdtwdua!s some of whom have
mentalliness or addiction disorders that would worsen without access to prescnptron
drugs and other treatment services that are covered by Medicard

e Restore community mentol health capacity. Most Ohioans who receive services from
county boards of mental health anid addiction services will become eligible for Medicaid
under an-expansion. Extending Medicaid coverage will free up an estimated $70 mitlion
annually statewide in county levy dollars that could be spent on other priorities, like
employment services. it will also improve Ohio’s criminal justice system and promote safer
communities because more people will be receiving necessary mental health services, and
fewer people will be cycling in and out of the criminal justice system. ™
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Mitigate the Harmful Consequences of Obamacare

why Ohio opted not to run a federally mandated Health Insurance Exchange and why Ohio
joined a coalition of states that tried to block the program in court. But the law was upheld
by the Supreme Court and the President was re-elected. No matter what Ohio decides on
Medicaid, health insurance premiums are going up as a result of Obamacare. But it will
make a bad situation far worse if Ohio does not eéxtend Medicaid coverage and reclaim its
share of federal taxes to support jobs here in Ohio - jobs that will be created in-other
states with our money if Ohio does not extend coverage. '

¢ Jobs trump politics. Governor Kasich opposes President Obama’s health care plan. That’s

e Keep the doors open to Ohio’s hospitals. When low-income Ohioans without health
insurance need health care; they often go to the emergency room because hospitals are
required to provide care even if the individual doesn’t have the ability to pay. This unpaid
care cost hospitals more than $1.2 billion in 2012. Some of those costs ($356 miflion in
2012") are paid for by the federal “disproportionate share hospital” {DSH) program, But
Obamacare cuts DSH subsidies beginning in 2014, forcing hospitals to absorb those costs or
shift them to businesses and families with insurance. Extending Medicaid coverage will
help ensure that hospitals receive payment for the services they provide, protect rural and
safety net hospitals from being pushed to the brink, protect hospitals’ credit,"> and further
limit the uncompensated costs that shift to employers and privately insured families,

®  Protect Ohio employers from Obamacare penalties. Despite a one year delay, Ohio
“employers eventually will be subject to up to $88 million per year in Obamacare penalties if

Ohio does not expand Medicaid.™* Under federal reform, employers with 50 or more
workers are subject to penaities if any full-time employees receive a premium subsidy
through the Health Insurance Exchange. Employees are eligible for premium subsidies only
if they do not have access to Medicaid and their employer does not offer toverage that
meets minimum requirements, In states that do not extend coverage, low-income workers
who otherwise might have enrolled in Medicaid may instead access premium subsidies,

thereby putting their employer at risk of gzuem':ﬂties;15

e Protect Ohio taxpayers from federal decisions, The Heritage Foundation warns that
taxpayers need to be protected from the federal government shifting expansion costs to
states, ' Governor Kasich agrees and, despite federal assurances that states may opt in and
out of covering newly eligible populations at any time,*” recommends an automatic opt-out
trigger so that if for any reason the federal government reduces its financial participation,
then the program for newly eligible populations shuts down, and Ohio taxpayers are not

stuck holding the bill,
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NOTES

ys, Census, Distribution of the nonelderly uninsured by family work stotus {2010-2011).

* Institute of Medicine, America’s Uninsured Crisis: Consequences for Health and Heolth Core (2008).

A Estimate includes uninsured newly eligible populations only, not woodwork; an additional 230,800
currently eligible but not enrolled children, parents and seniors who are:uninsured atre also expected to
enroll,

“Estimate includes federal funds for newly eligible populations only, not woodwork. The dastnbution ,
among.providers is based on the current distribution of spending among providers in Medicaid managed
care: 45 percent hospital, 16 percent physician, 18 percent drug, and 11 percent other.

* Business First, Monaged care companies odding 1,000 jobs with Medicaid shift (January 11, 2013).

& NEIM, Mortaliy: glid access tocare after state Meo’fcazd erﬁanszons {duly 25, 2012).

T NEIM, 'Me Greqon Exaenmenzw Effects of Med:rmd an Clinical Outcomes (May 2013).

® Robert Wood Johnson Foundatson Uninsured Veterans-ond Fomily Mémbers: State and. Motiona!
Estimates of Exponded Med/cald Ehmbzhtv Under the ACA {March-2013}.

 Institute of Medicine, America's Uninsured Crisis: Canseauences for Health o1id Health Core (2009).
10 Ectimate includes 59,000 newly eli}gibie'an’d 117,000 currently eligible but uninsured parents.
Y See also, The Waterfall Effect: Tronsformative impgcts of Medicaid exponsion on states (January 2013},

211y 2012, Ohio hospitals paid $199 miflionin Hospital Care Assurance Program assessments used to draw
federal DSH payments of $555 miilion, resulting in a $356 million et payment to Chio’s hospitals.

“ Moody’s Investor Services, edicaid and Mea’zcare DSH payment reductions.could rhal!enqe states and
fmsg;ml {March 2013).

% jacksan Hewitt, The Supreme Couirt’s ACADecisionond its Hidden Surorise for Employers (March 2013)

** American Academy of Actuaties, Implications ofMéé'/‘cc_f’d Expansion Decisions ¢n Private Covernge
{2012). e , '
* The Heritage Foundation, Medicaid Expansion Will Become More Costly to States (August 2012),

v Cwms, Frequently asked questions on exchanges, market reforms and Medicaid (December 2012).
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The Affordable Care Act includes a provision

to expand Medicaid eligibility, The recent

Supreme Court decision, hiowever, gives states

the gption.of Implementing the Medicsid

’expansion;Wheth‘er and to what extent states
. thoose to'expand Medicaid can have implica-

tions for private coverage: State and federal
policymakers and regulators should consider
severat issues 35 they are making their Medic-
2id expansion dedisioiis: :

& Individual market premitims could increase
i states that opt out of the Medicaid expan-
sion, due to health status differences of new
entoltees. :

& Exchange premiums also may increase diie
to spreading fixed reinsirance subsidies over a

Aarger envollee population,

& Basic Health Program decisions by states,

pending darifications from HHS, can affect the

risk profile of entoileds in an exchange, B

& Employers may be at greater risk of penal- ‘
ties in states that don't expand Medicaid
eligibility.

Implications of Medicaid Expansion
Decisions on Private Coverage

*;g‘he Affordab}e Care Act (ACA) includes a provision o
& expand Medicaid eligibility to 133 percent of the federal
poverty level (FPL), This would effectively expand Medicaid
eligibility to 138 percent of the FPL because Medicaid eligi-
bility determinations would disregard 5 percent of income.
The recent Supreme Court decision, hawever, gives states the
option of whether to implement the Medicaid expansion,
U.S. Department of Health and Human Services officials have
subsequently indicated that states will have the flexibility of

‘whether and when to implement the expansion, and that

states choosing to implement the expansion can decide later
to roll it back, In addition, although states will have the flex-
ibility to implement partial Medicaid expansions; enhanced
tunding would be available only for states that implement the
full expansion. ‘ ‘

Whether and to what extent states expand Medicaid eligi-
bility will affect ot only access to coverage and costs to the
federal government and the states, but also the premiums
for private insurance coverage. This decision brief highlights
some of the issues that federal and state policymakers and
regulators should consider as they are making their Medicaid
expansion decisions.

The American Academy of Actuaries is a17,000-member .
professional association whose mission is 1o serve the public
and the ULS_,a,ctUarial,ﬁptqfes;iorn,T he Academy assists public
policymakers on alt levels by providing leadership, objective .
expertise, and actuarial advice on risk and financial security.
issues The Academy afso sgts Qtla!iﬁcatédn, practice, and pro-

fessiona}ism standards for actuaries in the Unstqd Stages. '

1850 M Street NW, Suite 300, Washington, DC 20036
" Tel 202 223 8196, Fax 702 872 1848
i weatiuB g
.. Maiy Downs, Executive Director
. Mark Cohen, Director of Commiinications..
Craig Hanna, Difector of Public policy: - .
. CotiUctelio Senior Health Fellow - G |
Hearlier Jerb, Senic Healih Policy Analyst : j

 ©2012The American Atademy of Actuaries,
k All Rights Reserved
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trdividual market premivms could incvease

instates that opt out of the Medicaid
“expansion, due to hiealth status differences

of new enrellzes,

The ACA provides for premium subsidies
to. individuals purchasing coverage in-an Af-
fordable Insurance Exchange if they have in-
come between 100 percent and 400 percent
of FPL and are neither eligible for Medicaid
nor offered employer-sponsored coverage that
meets minimum value and affordability re-
quirements; Individuals below 100 percent of
EPL who-are not eligible for Medicaid are not
eligible for subsidies in an exchange, If a state
apts riot fo extend Medicaid eligibility to 138
percent-of FPL, then individuals 100 percent
o138 percent of FPL who otherwise would
have been eligible for Medicaid will have ac-
cess' to premium. subsidies. This population
¢an be expected to have higher health care
needs ‘than higher-inconie exchange enroll-
€es, The Congressional Budget Office (CBO)
estimates tha; due to the lkely higher health
spending dmong Jower-income: enrollees; av-
erage individual market premiums will be 2
percent higher than projections made under
the assumption that all states ‘expand Med-
icaid 10 138 percent of FPL.5 Note'that this
estimate reflects the increase jn average premi-
ums overall, including not only states that opt
out of the Medicaid expansion but also those
that do expand Meédicaid. Therefore, premium
increases would be even higher among those

states that donot expand Medicaid.? Premaum

increases would be borne by nonsubsidized
 purchasers and by the federal government for

subsidized enroliees.

Exchamie premisms alsn may incrase due
1o spreating fixed reinsurance subsidies
oved 2 harger enrolles population,

The CBO estimate reflects preminm increases
due only to expected higher health spending
among lower-income enrollees. Premioms
also would be higher during the initial years
of implementation due to lower per-enrollee
reinsurance subsidies. The témporary feinsur-
ance progran: for years 2014-2016,>desig'ned
to stabilize preminms for coverage in the indi-
vidual market, provides payments to individ-
ual market plans for their high-cost enrollees.
Because the funding for the teinsurance pro-
gram is fixed, an influx of additional individ-
ual market enrollees would mean:that 2 lower
payment Wwould be available on a per-enroflee
basis,! The reduction in the reinsurance sub-
sidyas a percent of the premium could exceed
that due solely to higher enrollment if, as dis-
cussed above, average premiums ,increase due
to the greater health costs of new enrollees,
Clarification is needed on whether and how
the reinsurance subsidy amount will be al-
Jocated across states based on their Medicaid
expansion decisions. The offsetting impact of
lower reinsurance fees per insured life, which
are levied ot only on individual market plans

‘Congressional Budget Office, “Estimates for the Insurance Coverage Pwvisioxis;of the Affos dable Care Act (?pdated for

the Recent Supreme Court Decision,” July 2612: Available at htip ¢/cho.gov/sites/defanit/fi

07:44:2032 Coversgelistimnates pof

chofiles/attachments/ 43472

*Because risk pooling for premiumi setting purposes inclides those purchdsiug coverage both inside and outside of an
exchange, participation of  highes-cost poplation in the exchange also will affect premivms for plans purchased outside of

the exchange. -

*In addition to any premiun effects, states akso may need to consider recalibrating the risk adjustment methodology to
reflect the private entollee population restiting from its Medicaid expansion decision.

“Fake-up rates greater than expected, everr without an influx of individuals who otherwise would have been dligible for a Med-
icaid expatision; also would have the effect of Jowering the per-enrollee réinsurance subsidy, tirereby increasing the preinitm,

Underthe direcnon‘o‘? Mita Lodh, FSA,MAAA, ?hD'arid Cori £, Uccelio ESA, MAM FCA, M"?P, this decﬂzstgn“b{i'ef was drafted by a work groisp
of the Academy's Health Practice Council, , PR LT
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but also on group plans, would likely be smatl
in-comparison,

Basic Healths Program dedsions by states,
pending darifications from HHS, ran affect
the risk profile of empoliees in an exchange:

The ACA gives states the option of using fed-

 eral subsidies toward a state Basic Health Pro-

gram (BHP) for individuals 133 percent to
200 percent of FPL who neither are eligible
for Medicaid nor offered employer:sponsored
coverage that meets minimum value and af-
fordability requirements.® The BHP must
cover at least the essentizl health benefits that
exchange plans must cover. In addition, BHP
entollee premiumis éaninot exceed those in the
exchange and cost sharing is limited, based on
income. The federal subsidy that states conld
use toward the BHP would be 95 percent of
the premium and cost-sharing subsidies that
would be available in an exchange.

If states that expand Medicaid to 138 per-
cenit of FPL develop 2 BHP for the 138 percent
to 200 percent of FPL population through
contracts with private plans or providers at
discounted rates compared with ptivate plans
in the exchange, then the BHP potentially
could offer richer benefits at aJower cost than
plans inthe exchange. The BHP could reduce
the nismber of participants who zeed to tran-
sition between Medicaid coverage and subsi-
dized private plan coverage in an exchange.

For states not expanding Medicaid eligibil-
ity to 138 percent of FPL, federal clarification
is needed in several areas, including:

# Whether federal exchange subsidies would
be available for states to use toward the
BHPor the 100 percent to133 percent of
FPL population (the ACA does not appear
to allow this);

% Even if federal exchange subsidies would
not be available for the BHP, whether states

would be allowed to cover at their own
cast the 100 percent fo 133 percent of FPL
population; and

& Whether rion-expansion states would be
prohibited from implementing a 133 pe;-
cent to 200 percent of FPL BHP aliogether.

If non-expansion states are allowed to de-
velop a2 BHP to cover those at 133 percent to
200 percent of FPL, but not those at 100 per-
cent to 133 percent of FPL, a discontintity in
coverage would occur. Individuals at 100 per-
cent 1o 133 percent of FPL would be covered
in an exchange, individials af 133 percent to
200 percent of FPL would be covered by the
BHP, and individuals at 200+ percent of FPL
would be covered in an exchange.

Federal guidance will influencé state deci-
sions on BHPs which, in turn, will affect en-
rollee risk profiles and premium levels in an
exchange.

Tployers may be ot greater risk of
penalties in states that don't expand
Wedicoid eligivifity.

Under the ACA, employers with 50 or more
workers are subject to penalties if any full-
time employees receive a premium subsidy for
coverage in the eéxchange. Employees are eli-
gible for premium subsidies only if they don’t
have access to Medicaid and their employer
does not.offet coverage that meets minimupm
value requirements and is déemed to be- afs
fordable tothe employees {i.e.,; less than 9.5
percent of iricome). In states that opt out of
the Medicaid expansion, low-income workers
who otherwise might have enrolled in Med-
icaid might access premium subsidies thereby
putting the employer at risk of penalties.

*Unlike eligibility for thie Medicaid expansion, which reflects a 5 percent incorme disregard, eligibility for the BHP does not
include 2.5 percent income disregard. Thus, while the fult Medicaid expansion extends eligibility 0 138 percent’of FPL, BHP

eligibility begins at'133 percent of FPL.

DECISION BRIEF SEPTEMBER 2012
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Moopy’s
INVESTORS SERVICE
Announcement: Moody's: Wedicaid and Medicare BSH payment reductions
could challenge states ang hospitais

ot

Global Credit Research - 14 Hiar 2013

Pressures will be greatest in states that opt out of Medicaid exparision, but have a refatively high p}oportioh of
uninsured residents, says Moady's in the report “Reduction of Medicaid & Medicare Disproportionate Share
Hospital Payments a Looming Challenge for States and Hospltals "

The DSH reductions are expected to-be covered by the lower cost of charity care, as the Affordable Care Act is
aimed atlowering the fanks of the uninsured, However, siates that optout of the Medicaid expansion, as the June
2012 Suprerme Court ruling oh the Affordable Care Act allows, may face farge uninsured populations at the same
time that the DSH payments decline, .

"States that opt out of Medicaid expansion will ave to thoose whether to compensate for the shortfalls with their
own funds or leave hospitals to absarb the costs, which will increase rating pressure on the hospitals,* says
Nicole Johnison, a Moody's Senior Vice President. "States that choose fo fund uncompensated care costs

themselves could face budgetary strain.”

States use federal Medicaid and Medicare DSH funding, to help hospitals with large numbers of Medicald and low-
incom_e uninsu:edpatlient,s p‘rovide::qa,re. iy RO - ;

To date, governors in 14 states have recommended agaik;é,('Medicaid expansion, and the goverriors of three
states are leaning in this direction. Seven of those 14 states already have above averagefevels of uhinsured
adults that would qualify for Medicald under the Affordable Car’e’Aph o ‘ '

Atthe hospital level, large urban safety nef” hospitels that typically treat large popiations of Medicaid and
uninsured patients are most at risk from the DSH phase-out, says Meody's. ~ - '

The increased costs could lead fo presstite on some hospital ratings unless they are offset by higher Medicaid
and private instrance rates, fower numbers of uninisured patients, or backil funding from states, says Moady's:
Moody's fiotes mét‘mediqaidDSH payments are scheduled to be restored in federal fiscal year 2022, bt federal
budget austerity could alter that, as actions toreduce the federal deficit have already pushed back increased DSH
payments once, - T o AR ] :

For m;)re‘:informaﬁoﬁ, Moody's research subscribers can access this reportat. :
,;}ﬁp:;’Mrww,moodys.:gqm/résearcthﬁduciioﬁﬂf-MediCaid-andeedfﬁarg«E)Espmmma_iegSMW&&&E&;}
Payments-a--PBN. PBM150091 L : : s v ‘

dekdk

NOTE TO JOURNALISTS ONLY: For more information; please ¢all one of our global press information hotlines:
New York +1:212-563-0376, London +44-20-7772-5456, Tokyo +813-5408-4110, Hong Kong +852-3758-1350,
Sydney +61-2-9270-8141, Mexico City 601-888-779-5833, S0 Paulo 0800-801 -2518, of Buenos Alres 0800-666-
35086. You can also.emall us-at mediarefations @moodys.com or visit bur web site at Wiww.moodys.com.

Nicole?Johnson

Senior Vice President

Public Finance Group. =
Moody's Investors Service, inc;
250 Greenwich Street
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JOURNALISTS: 212:653-0376
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Timothy 7F?Blake

Senior Vice President

Public Finance Group
JOURNALISTS: 212-553-0376
SUBSCRIBERS: 212-553-1653

Releasing Ofiice: : ‘
Moody's lvestors Service, Inc.
250 Greenwich Street -

New York, NY 10007

U.S.A:

JOURNALISTS: 212.553-0376
SUBSCRIBERS: 212-653-1653

Moopy’s
INVESTORS SERVICE

©-2013 Moody's tnvestors Service, Inc. andlor its licensors and effifiates {coltectively, *MOODY'S"). All rights
reserved .

CREDIT RATINGS ISSUED BY MOODY'S INVESTORS SERVIGE, INC. ("WS”) AND ITS AFFILIATES ARE
MOODY'S CURRENT OPINIONS OF THE RELATIVE FUTURE CREDIT RISK OF EN‘HT!ES CRED!T

PUBLICATIONS PUBLISHED BY MOODY'S (“MOODY'S PUBUCATEONS"} MAY INCLUDE HOODY'S
CURRENT OPINIONS OF THE RELATIVE FUTURE CREDIT RISK OF ENTITIES, CREDIT CO&WETMENTS
OR DEBT OR DEBT-LIKE SECURITIES, MOODY'S DEFINES CREDIT RISK AS THE RISK THATAN
ENTITY MAY NOT MEET [TS CONTRACTUAL, FINANCIAL OBLIGATIONS AS THEY COME DUE AND ANY

OTHER: RﬁSK, INCLUDING BUT NOT LIMITED TO: UQUlDiTY RISK, MARKET VALUE RISK, OR PRICE
VOLATILITY. CREDIT RATINGS AND MOODY'S OPINIONS INCLUDED IN MOODY'S PUBLICATIONS ARE
HOT STATEMENTS OF CURRENT OR HISTORICAL FACT: CREDIT RATINGS AND MOODY'S -
PUBLICATIONS DO NOT CONSTITUTE OR PROVIDE INVESTMENT OR FINANCIAL ADVICE, AND
CREDIT RATINGS AND MOODY'S PUBLICATIONS ARE NOT AND DO NOT PROVIDE
RECOMMENDATIONS TO PURCHASE, SELL, OR HOLD PARTICULAR SECURITIES. NEITHER CREDIT
RATINGS NOR MOODY'S PUBLICATIONS COMMENT ON THE SUITABILITY OF AN INVESTWMENT FOR
ANY PARTICULAR INVESTOR, MOODY'S ISSUES TS CREDIT RATINGS AND PUBLISHES MOODY'S
PUBLICATIONS WITH THE EXPECTATION AND UNDERSTANDING THAT EACH INVESTOR WiLL MAKE
ITS OWN STUDY AND EVALUATION OF EACH SECURITY THAT IS UNDER CONS!DERA“ON FOR

PURCHASE, HOLDING, OR SALE.

ALL INFORMATION CONTAINED HEREIN IS PROTECTED BY LAW INCLUDlNG BUTNOT LIMITED TO,
GOPYRIGHT LAW, AND NONE OF SUCH INFORMATION MAY BE COPIED OR OTHERWISE
REPRODUCED, REPACKAGED, FURTHER TRANSMITTED, TRANSFERRED, DISSEMINATED,
RED&STR[BUTED ORRESOLD, OR STORED FOR SUBSEQUENT USE FOR ANY SUCH PURPOSE, N
WHOLE OR IN PART, N ANY FORM OR MANNER OR BY ANY MEANS WHATSOEVER, BY ANY PERSON
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WITHOUT MOODY'S PRICR WIRITTEN CONSENT. Al information confained herein is’ obtained by MOODY'S
from sources believed by it to be accurate and reliable. Because of the possibility of human or mechanical error as
well as other factors, however, all information contained herein is provided "AS {S" withoud warranty of any kind,
MOODY'S adopts all necessary measures so that the information it uses in assigning a credit rating is of sufficiernt
quality and from sources Moody's considers to be refiable, including, when appropriate, independlent third-party
sources. However, MOODY'S Is not an auditor and cannot in every instance independently verify or validate
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Summary!

From 2001 to 2004, the Institute of Medicine (IOM) issued a compre-
hensive series of six reports that reviewed and reported on the-evidence on
how children, adults, families, and cornmunities are affected by the lack of
health insurance.? The committee reported that the evidence showed that
not having health insurance is harmful to the health and.overall we'll—béing
of both children and adults (Box 8-1). In addition, the committee estab-
lished principles for expanding coverage for all and recommended in the
2004 report Insuring America’s Health that the President and Congress act
by 2010 to achieve universal coverage, noting:

“The benefits of universal coverage would enrich all Americans, whether

accounted for in terms of improved health and longer life spans, greater

cconomic productivity, financial security, or the stabilization of communi-
ties” health care systems.”

It is now $ years since the IOM made its recommendation, and there
hias still been nio comprehiensive national effort to achieve coverage for all
Americans. In 2007, 45.7 million people in the United States—17.2 pes-
cent of the nonelderly U.S, population—were without health insurance, A
severely weakened economy, rising health care and health insurance costs,
growing unemployment, and declining employment-based health jnsurarce
coverage are all evidence that the U.S. health insurance systern 18 in a state

 This surimacy daés riot ischide réferences. Citations fos the findings presented in the sum-
mary appear in the subsequent chapters of the full fépott.

2 For copies of the previous IOM report series oni the consequences of unimsurance, please
visit www.nap.edu.
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2 AMERICA'S UNINSURED CRISIS

BOX §-1

Previous 10M Findings on the Consequences
of Uninsurance, 2004 )

The clinical literature overwhelmingly shows that uninsired-peopls. children
‘& well as aduls, suffer worse health and die sconer thari those with insurance.
Familigs with 'even one mrmber who is uninsured lose peace of mind and can
become burdened with enormous medical bilis, Uninsurange &t the community
level is associated with financial instability for health care. providers anid institi-
tions, reduced hospital services arid capacity, and signfficant cuts in public health
programs, which may diminish access to certaindypes of care fof afl residents,
even those who have coverage, The economic vitality of the nafion is fimited by
productivity lost as a result of the fioorer health and prémature deathor disability
of uninsured workers, :

of crisis; There is no evidence to siiggest that the trends driving loss of in-
surance coverage will reverse withont concerted action,

With a new administration.and a fiew Congress in 2009, many citizens,
policy makers, and opinion Jeaders anticipate renewed energy and interest

" in finding a way to reverse declines in health insurance coverage and, ulti-
mately, to expand coverage to all in the United States. It is in this context
that the Robert Wood Johnson Foundation asked the IOM to conduct the
present study. In sesponse to the Foundation’s request, the IOM appointed
the Comimittee on Health Insurance Status and Its Consequences in April
2008.

The committee’s charge was to review and evaluate the research evi-
dence on the health and other consequerices of uninsurance that has emerged
since the IOM’s earlier series of reports that might help inform the health
care reform efforts in 2009 (Box 8-2). Wheréas the previous IOM studies
on uninsurance were broad and comprehensive in scope, the present study
focuses mote narrowly on the following critical questions: (1} What are the
dynamics driving downward trends in health insurance coverage? (2) Is be-
ing uninsured harmful to the health of children and adults? (3} Are insured
people affected by high rates of uninsurance in their communities?

FINDINGS

In executing its charge, the committee has studied the research literature
since 2002 and applied rigorous scientific criteria to set the record straight
on the issue of health insuirance coverage. The committee reports findings in
three key areas: (1) trends in health insurance coverage and forces driving

Capyright © National Academy of Sciences. All rights reserved.

APPENDIX 114



America’s Uninsured Crisis: Conseguences for Health and Healih Care

SUMMARY 3

. , . BOXS2:. -
Charge to the. 108 Commitiee on Health
Insurance Status and lts Consequences

The overarching objective of this'stiidy s to help inform the health reform
policy debate as it unfolds in 2009; The commitiée will assese’ the ressarch
evidence—that has emerged since the IOM’s 2001 to 2004 ‘series. of reports on
uninsurance—~on. the ‘consequences of uninsurance.” Rather- than performing a
comprehensive feview, the commitiee is charged with reviewing the literatiire to
identify new insights not yet known or appreciated when the I0M's ‘earlier reports’
were developed. - R ‘ R - =

The search fornew evidence willinclude the publishied literature on the conse-
quences of uninsurance for individuals, Tamilies, Comminities, specific population
groups, and safety net and other providers: The consaquerices fmay b refated to
health outcomes, stich.as forbidity and mortality; aceess 1o health care services;
and ecohomicimpacts stich as affordability of heatth coverage and its associated

financing burden.

them, (2) the health consequences of uninsarance for children and adults,
and (3) the implications of high community-level rates of uninsurance on
people with health insurance in those communities. The committee’s find-
ings are suminarized below,

Caught in a Downward Spiral: Health Insurance Coverage
Is Declining and Will Continne to Decline

The fear of being without health insurance coverage is'a growing strain
on American families” sense of health and well-being, Concerns about los-
ing health insurance coverage are well founded. In 2007, 5.9 millios' more
people were uninsured than when the IOM issued its inifial repoft on
uninsurance. The uniosured included 8.1 million children and 36.8 million
adults ages 18 to 64. In 2007, nearly 1 in 10 childrenand 1in 5 nonelderly
adults in the United States were without health insurance.?

Over the last décade, health insurance coverage has declined and will
continue to decline. The cost of health carc is driving the downward trend
in both the private and public sectors, Health care costs and insurance
premiums are growing at rates greater than the U.S. economy and family
incomes. From 2001 to 2006, U.S. per capita health care spending grew
by 47 percent compared to the 34 percerit increase’in gross domestic prod-

3 The vast majority. of the population age 65 and older has health insurance coverage
throvgh Medicare or other sources. For that reason, this study focuses on uninsurance among
children and nonelderly aduilts.
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4 AMERICA'S UNINSURED CRISIS

uct. This trend shows no sigas of abating. According to the Centers for
Medicare & Medicaid Services, total .S, health care spending may nearly
double between 2008 and 2017,

The rapid growth in health care costs is making it increasingly difficult
for U.S. employers to offer health insurance coverage to their workers. In
addition, many employers have replaced permanent, full-time jobs with
coniract; part-time, and temporary positions that do not come with health
benefits, And, early retirees are Joss likely ro be offered retiree health insur-
ance benehts than.in the past.

Furthermore, even when employers are able to offer health insurance
to theiremployees, increasing numbers of employees are declining these of-
fers becanse they cannot afford the premiums, Between 1999 and 2008, the
average annual employee premium contribution for family coverage rose
from $1,543 to $3,354, far outpacing the growth in family incomes. High
premium costs are especially burdensome to lower wage workers, who are
finding it more and more difficult to take up offers of coverage from their
employers.

Individuals without employer-sponsored health insurance who are not
eligible for public insurance must rely on a limited nongroup health irisiir-
ance market to obrain coverage. The premium costs for nongroup coverage
can be exceedingly high and individual subscribers must pay the entire cost
without 2 contribution from an employer. In most states, the insurer may
deny coverage completely, impose either a permanent or temporary preex-
isting condition limitation on coverage, or'charge a higher premium based
o health status, occupation, and other personal characteristics. Some state
and federal regulations have been put in place to help promote access to
nongroup coverage, but current data limitations frustrate research that
might illuminate the impact of the regulations.

It is possible that additional millions of low-income Americans would
be uninsured today were it not for recent state and federal efforts to expand
coverage. States and the federal government have substantially increased
health coyerage among Tow-income children and, o a lesser degree, among
adults in the last decade, by expanding eligibility, conducting outreach to
people already eligible, and expediting enrollment in Medicaid and State
Children’s Health Insurance Program {SCHIP) programs. Given the sever-
ity of the current economic crisis, however, some states will be unable
to sustain these expansions—just at the time that intreasing numbers of
Americans are losing their jobs, their employer-sponsored health coverage,
or both,

The committee’s key findings on recent trends in health insurgrice
coverage are summarized in Box $-3. In sum, health insurance coverage in
the United States is declining and the situation will get worse. Thecrisis is
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engulfing employer-sponsored insurance, the cornerstone of private health
coverage, and also threatens expansions in public coverage.

Coverage Matters: Health Insurance Is Integral
to Personal Well-Being and Health?

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

The committee found that the new research evidence on the conse-
quences of health insurance for children and adults is of higher qualicy
and stronger than ever before. This robust bady of evidence demonstrates
substantial health benefits of health insurance coverage.

Important insights into how children benefit when they acquire health
insurance are provided by well-designed evaluations of enrollment in Mecd-
icaid and SCHIP programs. With health insurance, it is clear that children
gain access to a usual source of care; well-child care and immunizations to
prevent future illness and monitor developmental milestones: prescription
medications; appropriate care for asthma; and basic dental services. With
health insurance, serious childhood health problems are more likely to be
identified early, and children with special health care needs are more likely
to have access to specialists, With health insurance, children have fewer
avoidable hospitalizations, improved asthma outcomes, and fewer missed
days of school,

Yor adults, there are serious harms and sometimes grave consequences
to being without health insurance. Men and women ‘without insurance are
much less likely to receive clinical preventive services that have the poten-
tial to reduce unnecessary morbidity and ptemature death. Chronically ill
adults delay or forgo visits with physicians and clinically effective thera-
pies, including prescription medications: Uniisuréd ddualts are more likely
to be diagnosed with later stage cancers that are detectable by preventive
screening or by contact with a clinician who can assess worrisome symp-
toms. Without health insurance; adults are more likely to die from trauma

* The findings ‘on the health consequences of urinsurancs. ae based o5 fwo background
papers commissioned by the IOM committee: (1) Health Consequences of Uninsurance Among
Adults in the United Stares: An Update by:J. Michael - McWilliams, M.D., Ph.D., Harvard
Medical Schiool; and {2) Health dnd Aceéss Consequences of Uninsurance Among Children
in the United States: An Update by Genevieve M. Kenney, Ph.D,, dnd Embry. Howell, Ph.DD.,
The Urban Institute.
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: BOX-5-3 ‘
Key Findmgs on Trends in Heaith' Insurance 00verage

Health i msurance coverage has declmed aver the !ast decade despfte mcreases
in‘public program coverage and will con!mue 1o decline: There is no evidence to
suggest that the trends dnvmg loss. of i tnsu{ance coverage will reverse ‘without
concerted ‘action. High and rising health care costs threaten not only employer—

“'sponsored coverage, but also recent’ expansmns in public coverage . ’

Private Health lnsurance

»:_The 1ising cost of health.care is dnvmg the decline in private heahh insur:
-ance coverage. Health ¢are costs and ingurance premioms are growmg
substanuauy faster than the econom and famﬁy Incomes;
®" As the costs of ‘health care. increase, the importanice and valie of cover-
" agé increasés for mdlwduals whxle at the ‘same hme it’ becomes 1ess’
alffordable, 1 R L
° Empfoymem has sh:fted away f!om mdusines
of coverage to jobs with historically rrate :
tries; employer 5 e heavily ¢ S out heahh benefits,
siich as: part Hime and shorter-term employment and cotitract and tempo—
rary, }obs : ;
e 'Fewer workers parttculariy among 08 ower wages are being of—
i fered employer-sponsored coverage and fewar ¢ among therm- can affordthe .
‘prem(ums And, early retirees are (e tkely to be: oﬂerad rehree health
: msurance beneftts than in the past E : 3

Nongroup lnsumnce

Copyright © Nationaf Acadsmy of Sciences. All rights reserved;

APPENDIX 118



America's Uninsured Crisis: Consequences for Health and Health Care

SUMMARY 7

or other serious acute conditions, such as heart aftacks or strokes. Adults
with cancer, cardiovasciilar disease, serious injury, stroke, respiratory fail-
ure, chronic obstructive pulmonary disease or asthma exacerbation, hip
fracture, seizures, and serious injury are more likely to suffer poorer health
outcomes, greater limitations in quality of life, and premature death if they
fack health insurance. New évidence demonstrares that gainitig health insur-
ance ameliorates many of these problems, '

The committee’s key findings on the health consequences of uninsur-
ance are summarized in Box 5-4. In sum, despite the availability of some
safety net services, there is a chasm between health care riceds and access
to effective health care services for uninsured children and aduls. Health
msurance coverage in the United States is integral to individials’ personal
well-being and health.

Comriunities at Risk: High Levels of Uniasurance in Communities
May Undermine Health Care for the Insured Population

Many of America’s towns and cities have high concentrations of chil-
dren and adults under age 65 who lack health insurance. Thus, the question
arises: What are the implications of high rates of uninsurance for affected
cominupities and for insured people in those communities?’

It has been estimated that the annual cost of health services provided
to uninsured people in the United States will total about $86 billion in
2008. Uninsured patients ‘will pay approximately $30 billion for these
services out ‘of pocket and receive the other $56 billion worth -of services
as uncompensated care.5 An estimated $43 billion {75 percent) of the $56
billion will be covered through various government subsidies. But govern-
ment subsidies for uncompensated care are not necessarily distributed to
health care providers in proportion to the uncompensated care they pro-
vide. Many hospitals and other local providers bear a disproportionate and
substantial financial burden. The extent to which hospitals’ unreimbursed
costs are absorbed by hospitals or passed on in the form of higher charges
to-insured patients {as many believe to be the case) has not-been adequately
documented and should be the subject of further research.

There are stark differences in uninsurance rates across states, counties,
and even zip codes within counties. Yet the problem of uninsurance may
not affect all communities in the same way, even when rates of umnsur-
ance are comparable, The dynamics are complex and not well undetstood.
When a community has a high rate of uninsarance and subsidies fall short

4 In the discission in this report, the term community refers 1 a group of people who (1) tive
in a particolar geographic area, and (2} have access 1o & common st of healih resources.
¢ Uncomipensated care'is defined as all care ot paid for out of pocker by the-tuninsured.
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L)

L4

;poore eal!h outco'

: prewous!y unansured adu

aox B4
Key Findings on the Health’ Effects of Unmsurance

cmldren benefit cons:derab!y from health i msurance, as demonstrated by
recent evaluatnons of enroﬂment in Medicazd and SCHIP programs- :

‘When prev:ously Umnsured cmidren acguire msurance, the:r access to
health care services, mciudmg ambutatory care, previntive health care

(e.g., immunizations), prescription medxca!xons, ‘ahd dental care improves.
When previously unirisured children who are: well or have apeczai heaith
needs acquire insurance, they are less likely 16 experierice unmet heakth
care néeds. Uninsured children with special health care needs are. much
more Jikely 1o have an: unmét hea!th nesd than their counterparts- with

insurance.

When previously uninstired chifdren gcquire | msurance 1hey receive more
timely diagnosis of sarious-health conditions, expenence fewer avoidable
hospitalizations, have xmproved asthma outcomes and rmss fevier days of
schoo! : .

Adu!ts beneﬂt suhstantrany from. heahh insurance for preventwe care when .
they are well and for earty d:agnosis and treatment when they are sick or
. injured: . i

Without health insurance, men and women afe léss hke!y o recewe effec-
t:ve clinical preven’nve services. . - :

Without health insurance, chromcally it adu!ts are much more hkely 1o delay
‘or forgo - needed health care and medications.

Withoiit. healit; in
fisk factors -are less hkexy 10 bé aware of the;.
are loss fikely 1o be wel! contro d, and
outcomes.

Without heatth msurance adufts are more ﬂke!y o be diagn
stage. breast coiorectal or other.cancers that are deteci'
of symptom assessmem by a chnlcxan As a consequence when uhinsured
adults are dcagnosed wﬂh such cancers they are more hkefy ie Qr'sutfer

acqwre Med;care covera

O ,They expenence substanhany 1mproved frends in health and functmal

'.status
5 Thesr risk of death when hospxtanzed for senous condltaons declmes

rance, adults with’ cardiovascular d|sease or cardxac :

sening. -
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of costs, the financial impact on providers may be Jarge enough to affect
the availability and quality of local health care services for everyone, even
for the people who have health insurarice. Recent empirical analyses of
the spillover effects of community uninsurance, including a study comisis-
sioned by the committee,” suggest that when local rates of uninsurance are
relatively high, insured adults are more likely-to have difficulties obtaining
needed health care and physicianis may be more likely to believe that they
are unable to make clinical decisions in the best interest of the patient
without losing income. :

The specific contribution of uninsurance to these problems is not
knows, but widespread problems in health care delivery in local commu-
nities, including disparities in the supply of physician services and other
‘health care resources, may be exacerbated by the burden of uninsurance
and have potentially grave implications for the quality and timeliness of
care not only for people who lack health insurance, but also for people who
have health insurance in those communities.

The committee’s key findings on the community-level consequences of
uninsurance are summarized in Box:S-S. It sum, local health care delivery
appears to be vulnerable to the financial pressires associated with ‘high
community-fevel uninsurance rates. Analyses commissioned by the commit-
tee and other recent research strongly suggest that when community-level
uniingurance rates are felatively high, insured adults are more Iikely to have
difficulties obtaining needed health care.

RECOMMENDATION OF THE COMMITTEE

The comimittee’s findings demonstrate that the body of evidence on the
health consequences of health insurance is stronger thaz ever before. There
is'a compelling case for urgent action. Simply stated: health insarance cov-
erage matters. Expanding health coverage to all Americans is essential and
should be done as quickly as possiblé. The President, Congress, and other
leaders in the public and private sectors should act immediately to ensure
that all individuals have health insnrance. Without such action, preventable
suffering due fo the lack of health INSOrance promises 1o get worse rather
than better.

The comimittee recommends that the President work with Congress and
other public.and ‘private sector leaders on an urgent-basis 1o achieve

7 Mark Pauly, Ph.D., and Jos? Pagan, Ph.D., conducted original analyses of the effects of nn-
insurance.on privately insured persons.and focal communities at the committee’s request. The
complete text of the comniissioned analysis is available on the 10M website for the Health Jn-
surance Status and lts Consequences project at http://W\VW.me;edu/CMSB809/54070.aspx.
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'techno(ogles The precise contribution of uninsurance 1o this dynamk: as'neﬂher

BOX 5.5
Key Findings on the Consequences of H;gh Community
Unmsurance for People with Health tnsurance

Local heaith care de!xvery appears 1o he vulnerable 10'the ﬁnancnal pressures
associated withhigher uninsurance: Analyses commxssmned by the éommittes
and ather recant research shiongly suggest that when communsty -level uninsur-
ance rates are reiatweﬁy rugh insured adulls are ‘more likely 1o have dm;cult»es
obtaining needed health care and phys:cxans are mo ¢ fikely to believe that they
are unable to make cliriical dectssons in the best mtafest of ‘the patient wnhcut
iosmg income;
The empirical ewdence mdxcates that hlgher commumiy uninstrange is nega—
hvelv ‘associated with several me}t-vahda!ed indicators of ‘access to and sat:sfac»
tmn wuth hsalfh care for pﬁvately msured adults mdudmg k

< Havmg g'place to go when sxck havmg a doctor’s vasﬁ, visiting a doctor for
foutine’ preventive care, and seeing a specxa twhen needed,

] Saﬁsfactton with the chonce of primary care | ian, bemg very satisfi od
with! health care received dunng thelast 12 onths, i'msi that one's-doctors
put medical needs above all other consxderv ons, and. bemg very sattst” ed
with: the’ cho;ce a! specxahst

The Cemer for. Studymg Heaﬂh ysiem Change has documenied growmg €co:".
nomic disparities among U.S. communities with respect 1o geographh, dxsmbunon
of healih ¢ care services, mcludmg new dnagnost:e and 1hsra'peuuc techniques and

well. undersiood rior-readily. measured; However wrdespread problems focat:
heatth cd dehvery-—hot necessanly attnbutabie to unm‘surance-«can be mtensn-i
fiedt h : T ;

e Prowders and’ cap:ta 'nvestment ehd to focate i in we!l~msured areas (and -
" away from communities with high unmsurance) i :
and clinies to fucus ma;or mveslme i

6 im spital- based emergency care problems have seno
phcauons for the ‘quality and tamehneés -care for insr s well
" uninsured patzents xnciuamg limits“on Inpatie nt b capac«ty, outpauen:‘
emergency Services; and hmetmess of trauma care e :
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health insurance coverage for everyone and, in order to male that
coverage sustainable, ro reduce the costs of health care and the rate of
increase in per capita health care spending.

There always has been, and will continue to be, tncertainty and dis-
agreement about the best way to address major issues of public policy. The
issu¢ of cost, in particular, is daunting. But the nation has successfully ad-
dressed other comiplex issues that are intertwined with deeply held interests
and ideologies. There is never a perfect opportunity for reform. This is the
time to act, emboldened by the knowledge and compassion of 4 society that
truly cares about its members and that has a history of tackling difficult
problems.

Paying for health insurance coverage for all Americans will ‘be expen-
sive. The committee believes that steps to reduce the costs of health care and
the rate of increase in per capita health care spending ate of paramount im-
portance if coverage for. all is to be achieved and sustained. The committee
does not believe that action should be delayed pending the developnient of a
long-térm solution to curbing underlying health care costs. Given the dem-
onstrated hiariis of not having Health insurance for children and adults, the
committee believes that action to achieve coverage for all should proceed
immediately, coupled with concerted attention to the long-term underlyirig
trends in health care costs to assure sustainability of the system for all.

Health insurance coverage is integral to personal well-being and health,
Despite the availability of some safety net services, there is a chasm between
health care needs and access to effective health care services for uninsured
children, adoléscents, and adults. The committee agrees with the conclusion
of our colleagues in the 2004 IOM report Tnsuring America’s Health:

*. health insurance conwributes essentially to obtaining the kind and quale
ity of health care that can.express the equality and dignity of every person.
Unless we can ersure coverage for all, we fail as 2 nation to deliver the
great promise of ourhealth care system, as well as of the values we live by
as-a society. It is time for ournation to-extend coverage to.everyone.”
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Introduction

Abstrace: This ehapter describes the objectives, context, scope, and meth:
ods of this report. From 2001 to' 2004, an earlier Institute of Medicine
{(IOM} commitiee undertock an exhaustive examination of the conse-
quences of uninsurance and recommended that the nation move guickly
1o fmplement a strategy ¥o dchieve universal coverage. Five years later
the IOM Comniittee on Health Insurance Status and ¥t Conszquences
has reexamined the crisis of uninsurance in the United States, albeit with
a more narrow focus. The objective of this report is to assess the more
recent evidence on three fundamental questions: (1) What are the dynamics
driving downward trends in bealth insurance coverage? (2) Is being unin-
sured barmful 10 the bealth of children and advilts? (3) Are insured people
affected by high rates of uninsurance in their communities?

In 2007, there wete 45.7 million people without health insurance in
the United States—nearly 1 in 5 adults under age 65 and more than 1 in
10 children (DeNavas-Walt et al; 2008). The fear of being without health
insurance coverdge is a growing strain on American families sense of health
and well-being (Schoeir et al., 2008). Family concerns abont losing health
coverage are well founded.

Figure 1-1 shows changes in the percentage of nonelderly adults in the
United States without health insurance from 1999-2000 to 2006-2007. In
2006-2007, in nine states (Arizona, Arkansas, California, Florida, Louisi-
ana, Mississippi, New Mexico, Oklahoma, and Texas)<up from just tweo
states in 1999-2000~the percentage of nonelderly adults who did not have
health insurance was 23 percent or more {Commonwealth Fund, 2008). In
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FIGURE 1-1 Comparison in the percentage of noneldecly adults without health
insurance, by state, 19992000 and 2006-2007,

SOURCE: The Commonwealth, Fund {2008). Reprinted, with permission, from
The Commonwealth Fund, 2008. Copyright:2008 by The Commonwealth Fund
(httpz//www.commonwealthfundborg).

13 states (Alaska, Colorado, Georgia, Kentucky, Montana, Nevada, New
Jersey, North Carolina, Oregon, South Carolina, ‘Tennessee, West Virginia,
and Wyoming), the percentage of nonelderly adults without health insur
ance ranged from 19 to-23 percent. Only 10 stases {Connecticut, Hawaii,
Towa, Maine, Massachusetts, Minnesota, Pennsylvania, Rhode Island, Ves-
mont, and Wisconsin} had uninsurance rates for nonelderly adults below
14 percent. As described in this report, rising health care costs, stagnant
family incomes, fiscal pressures on state budgets, and increased uneniploy-
ment are likely to drive further coverage declines {Baicker and Chandra,
2006; Chernew et al., 2005; Cooper and Schone, 1997; Holahan and Cook,
:2008).

With a new administration and a new Congress, many citizens, policy
makers, and opinion leaders anticipate renewed energy and interest in
finding a way to reverse the erosion of health insurance ‘coverage and,
ultimately, to expand coverage to all in the United States (Blendon er al,,
2008; Bodsken, 2008; Lake et.al, 2008; Mcinturff and Weigel, 2008;
Oberlander, 2007,
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OBJECTIVE OF THE STUDY

The: Robert Wood Johnson Foundation {(RWJF} asked the Institute
of Medicine {IOM) to reexamine America’s uninsured crisis in order to
inform the health reform policy debate as it unfolds in 2009 and beyond.
The objective of this report is to evaluate the sesearch evidence on the con-
sequences of uninsurance that has emerged since the 1OM conducted its
carlier examination of the issues,

The ‘guestion of whether health insurance matters to health is far
more than an academic concern. It is crucial that (.S, health care policy
be informed with carrent and valid evidence, especially for the 45.7 mil-
lion individuals without health insurance. In recent years, researchers have
considerably strengthened the body of evidence on the comsequeitces of
uninsurance, especially the consequences of uninsurance for health out-
comes. Better quality longitudinal data and quasi-experimental methods
have been used to assess how uninsurance affects the health and mortality
of adults (Card et al., 2007; Decker, 2005; Dor et al., 2006; Finkelstein and
McKnight, 2007; Hadley and Waidmans, 2006; McWilliams et al., 2007,
Polsky et al., 2006; Volpp et al., 2003, 2005). There is also new evidence
o the benefits of coverage for children and adolescents from well-designed
studies of enrollment in public health insurance programs, such as the State
Children’s Health Insurance Program (SCHIP) and Medicaid {Davidoff et
al; 2005; Halterman et al.; 2008; Howell and Trenholm, 2007; Kempe et
al.; 2005; Kenney, 2007; Szitagyi et al,, 2006; Trenholm et al., 2005},

WHAT IS THE PURPOSE OF HEALTH INSURANCE;?

The health insurance system in the United States, in contrast with
health insurance in almost all other industrialized nations; is-essentially
a voluntary one. Most Americans with private health insurance obtain it
through the workplace. Bmployers are free to choose whether and what
kind of insurance to offer their employees, and individuals in the United
States are usually free to accept or decline their employers’ offer of cover-
age, to purchase individual coverage, or 'if they are eligible, to enroll in
public programs such as Medicare, Medicaid, or SCHIP,

Health insurance pools risk across groups of individuals or firms and
then shares the cost of payouts among them, thereby reducing the burden of
catastrophic costs for individual participants. Insurance is most effectively
pooled across large groups. When individuals, families, or small employers
do not have access to large group coverage, they must apply for coverage in
the individual or small group markets. People are more likely to parchase
and maiatain coverage if they expect to incur high costs—a pheriomenon
referred to as adverse selection. Insurers protect against adverse selection
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in the individual and small group health insuranice markets by underwrit:
mg (Le., assessment of applicants’ health status and recent use of services}.
Thus, an insurer may completely deny coverage to applicants, impose
permanent or temporary preexisting condition limitations on-coverage, or
charge a higher premijum (depending on state insurance market regulations)
on the basis of expected risk.

What is the purpose of health insurance? The aniswer depends on whose
perspective is being considered:

¢ For consumers, health insurance often serves two purposes: (1} 1t
provides a gateway to affordable health care through preferential
pricing?of health care services and {2) it offers financial protection
from unexpected health care casts.

# For clinicians, hospitals, and other health providers; health insur-
atice_ensures the financial stability of their operations. Indeed,
health insurance as we know it today was first developed by Baylor
University Hospital for exactly that purpose{Porter and Teisberg,
2006).

¢ With growing concérn about the cost and quality of health care
services, many large employers and purchasers of health benefits
look to health insurance plans to encourage the use of beneficial,
evidence-based services, particularly clinical preventive services
such as childhood immunizations and cértain adult cancer screen-
ing tests. Indeed, the quality of health insurance products is often
assessed by measuring the extent to which the covered population
receives such services (National Committee for Quality Assurance,
2008).

PREVIOUS IOM REPORTS ON UNINSURANCE

From 2001 to 2004, with the support of RWJE, the I0M issued a com-
prehensive séries of six reports on the consequences of uninsurance for chil-
dren, adults, families, communities, and the nation (JOM, 2001,-2002a,b,
2003a,b, 2004).2 The series culminated with the publication in 2004 of
Insuring America’s Health: Principles and Recommendations (IOM, 2004),
This report set out the IOM committee’s vision and principles for health
inkurance coverage in the United States. Jt also included the committee’s

¥ One recent analysis found that, for the same services, bospitals charge uninsured. pa-
tients 2.5 times what they charge insurance companies and more than 3 times the hospital’s
Medicare-allowable costs {Anderson, 2007).

% For copies of the previons 1OM report seriés on the consequences of uninsurance, please

visit. www.nap.edu,
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‘ BOX'i i
The: IOM s Past Fmdmgs and Recommeudaisons Regardlng
Health Insurance Coverage in the United. States. 2001-2004

in 2001 the 10M began a com;:rehensnve 4-yéar study of the oonsequences )
of.not haan health insurance in'the Umted States al 1he reques'( cf the’ Hoberi
Wood Johnson’ Foundanon ;

From 2001 to 2004, the IOM pubhshed six feports that assessed e avanable
ev%dence on how children, ‘adults, famd;es, communiies, arid the nation were af-
fected by uninsurance. Amcng the pnnmpal findings. in the sarier seties of OM
reports ob the consequences of uninsurance were the fcltowmg

s Children. and aduk:s w:thom heaﬂh msurance do riot raceive the care they

“-need; they suffer from poorer heaﬂh and deve!opment and are more hkely
* to'die early than chﬁdren and adults who have coverage.

« “Even oné uninsured person ina 1amuy can put the ﬁnancia! slab bty and
health of the whole: family b risk.

© A h:gh parcentage of unmsured people within a communny can. adversely
atiect the overall health status of the commumty, its-heatih care instifutions:
and provaders, and the access of its: residents-1o} key services.

 Recent federal bmt;atsves 10 extend heaﬂh ifisurance coverage have not
closed the coverage gap g ; :

The series conciuded thh the pubhcatmn in 2004 of Insurmg Amer/ca s Health'

. The commmee recommends that me Presedem and Ccngress develop -]
strategy to achxeve umversal msu and to estabﬁsh & fmfn

and the State: Chx!drens Health insurance rogram (SCH!P) to cover ali
persons currently eligible and prevent the eros:nn of outreach eﬂorts ehqx‘
bmty, Ienmnment and 1 cwerage : : Lt

, 'SOJRCE 1om (20;34)

recommendation that the nation move quickly to implement a strategy to
achieve universal health insurance coverage. The key findings and recom-
mendations of the 2004 report are provided in Box 1-1; the report’s execu-
tiveé summary i3 presented in Appendlx A,

As of carly 2009, 5 years since the publication of the IOM’s report
Iusuring America’s Health a comprehensive national plan to-address Amei-
ica’s uninsured crisis has yet t6 be enacted. A few states—most notably
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Maine, Massachusetts, and Vermont—have achieved predt progress to-
wards the goal of universal health insurance coverage. Other states, includ-
ing California, have attempted reforms but failed to move forward,

SCOPE AND METHODS OF THE STUDY

The scope of the eatlier JOM series of studies on: the consequences of
uninsurance was broad and comprehensive: six published volumes assessed
then-current evidence on the dynamics of health insuraince coverage and the
makeup of the uninsured population; effects of health insutarice on health;
implications for families including health and fnancial outcomes; impact
on commupities including the financing and delivery of health services, and
community public health; economic and social implications such as spend-
ing and sources of spending on health care for the uninsured population
including the estimated cost of expanding coverage, other costs iriclading
quality of life, family security, workforce participation and productivity;
health systems impacts; and principles and Strategies for extending cover-
age'to all.

In contrast, the scope of this study is narrow and focuses on three es-
sential questions (Box 1-2): {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 in their ‘communities?

‘ : LBOX A2
Charge to the 10M Committee on Health

Insurance Status and its Consequences -

 The ovetarching objective of this study Is 1o help inform the heaith reform
policy debate’ as it “uniolds in 2009. The commities will assess the ‘research

- evidence:-that has ererged since the IOMs 200140 2004 series ol repofts
uninsurance-—on the' consequenices’ of wninstrance, Rather 4 an - perfory

ving the Iiteraturs to
TOM's eatlier reports

The search Tor new evidence will include the published fiteratiire on ,
quences of uninsurance for individuals, tamilies; comemuni . specific population .
aroups, and satety net and other providers. Th onsequences may be related to
‘health outcomies, such as moarbidity arid-mortality: access 10 health care services;
and economic impacts stch as affordability of hoalth coverage and its associated
financing burdei, - B s o

the conse-
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The IOM appointed the Commiittee on Health Insurance Status and
Its Consequences to perform this study in.April 2008. The 14-member
committee included experts in analytic methods, public policy, vulnerable
populations, employment-based health coverage, clinical medicine, health
care delivery, health services research, health financing and economics, state
health reform, and public health communication. Brief biographies of the
comymittee members ate presented-in Appendix F

The committee considered but excluded several topics from the study
in otder to optimize the depth and quality of its 6-month investigation into
the three principal questions outlined above. Excluding these topics from
this report should not be interpreted to mean they are unimportant. Indeed,
these topics are inextricably linked with the nation’s uninsured crisis and
merit serious attention by policy makers, The omitted topics include the
following: {1) The economic and financial impact of uninsurance. Health
insurance has complex economic and financial implications for multiple
aspects of American society—the productivity and financial stability of in-
dividuals, families, communities, health care systems and providers, Ameri-
can business, and local, state,-and federal government. Related to these
issues and also excluded from this study is the impact of uninsarance on
honsehold medical debt, the exterit to which uninsiirance affecrs the global
competitiveness of American business, and whether providers shift the costs
of uninsurance 1o private payers (a topic with only sparse and inconclusive
evidence). (2} The effects of underinsurance. Uninsurance and underinsar-
ance involve distinctly different policy issues, and the strategies for address-
ing them may differ. Uninsuranice—the focis of this study—refers to the
lack of health insurance coverage. Underinsurance is defined with respect
to health insurance coinsurance requirements and coverage limitations, c.g.,
excessive out-of-pocket expenditures and/or significant limits on health care
benefits perceived as essential to health (Collins et al., 2008; Davis, 2007;
Oswald et al,, 2007; Schoen et al., 2005, 2008; Wender, 2007). However,
there is no agreed upon definition of underinsurance and an inadequate
evidenice base-{or assessing its impact (Blewett et al., 2006; Ward, 2008).
{3) The impact of discontinuities in health insurance. Employers switch
health plans with relative frequency, a new job typically results in different
health coverage, and low-income individuals cycle in and out of eligibility
for public health insurance. Even minimal disruptions in coverage——such
as switching between types of coverage—have been shown to affect use of
health care services (Bindman et al., 2008; Federico et al.; 2007; Lavarreda
et al., 2008; Leininger, 2009). (4) The study sponsor asked the commiittee
not to explore potential approaches to expanding health coverage.

As the committee’s work progressed, the committee became aware. of
considerable misinformation about uninsurance and its CONSEQUENCES, SO
that setting the record straight became an important concern. Perhaps fore-
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most among these misconceptions is that charity care and other safety net
services ensure that the health of uninsured individuals is protected—a be-
lief that finds no significant support in the réseatch evidence {as Chapter 3
will show). The committes also became aware thar the continuing erosion
of health insurance coverage was creating urgent difficulties for individu-
als, their communities, and public agencies that pay for health insurance
coverage. It believes that 2009 will open a window of opportunity for ad-
dressing the problem. '

The committee deliberated doring four in:person: meetings and -seven
conference calls between May and November 2008. The committee’s ini-
tial deliberations focused on clarifying the scope of its work. The research
conducted for this study was accomplished with the assistance of several
constltants.> Once the basic outline for the report was established, the
committee commissioned two systematic reviews of research evidence on
the consequences of not having health insurance for individuals: one review
of the evidence on the consequences for children and adolescents and a
second review on the consequences for adults. Both of these reviews of the
research évidencefocused on research: published from 2002 to August 2008
in order to capture the evidence not available during the previous I0M
examination of the relationship between health and health insurarice. See
Chapter 3 for details regarding the literature search stiategy. The commitiee
also commissioned original analyses of the Medital Expenditure Pane] Sur
vey, the household survey of the Community Tracking Study of the Center
for Studying Health System Change, and the health insurance cotriponent,
of thé Current Population Survey to examine trends in coverage and assess
the impact of high rates of uninsurance on communities,

ORGANIZATION OF THE REPORT

This introductory chapter has described the context for this report,
including the past IOM studies on uninsurance; the purpose of health insar-
ance, the committee’s charge, ‘and the objectives, scope, and stiidy methods
for this report. Subsequent chapters address the following questions:

% J. Michael McWilliams, M.D., PhD., reviewed the research evidence on the consequences
of not having health insurance for adults, and Genevieve Kenney, Ph.D., and Embry Howell,
PhD., reviewed the child and adolescent literature: Mark Pauly, Ph.D;, and José Pagén, PhD,,
conducted an original analysis of the effects of uninsurance on privately insured persons and
local communnities. Jessica Banithin, Ph.D., Steve Cohen, Ph.D., and Joel Cohen, Ph.D., staff
at the Agency for Healthcare Research and Quality, conducted otiginal analyses of how unin-
sured families are burdened by the lack of health coverage. Additional details on the lirerature
teviews and analyses commissioried by the committee are provided in subsequent chapters,
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¢ Chapter 2—Caught in a Downward Spiral. What are the dynamics
driving downward trends in health insurance coverage? ‘

¢ Chapter 3-Coverage Mattexs. Is being uninsured harmful to ¢he
health of children and adults? What are the consequeénces of not
having health coverage on access to care and health outcomes?
Does the health of individuals without coverage improve when they
become insured? '

¢ Chapter 4—Communities at Risk. Arc insured people affected by
high rates of uninsurance in their communities?

» Chapter 5~Summary of Findings and Recommendation. What are
the committee’s key findings and recommendation?
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o mox4z
~Whatls a COn'ém_un'lty?

Tha term communily, as used here, refers to a'group. of people who: (1)
five In a particutar geographic area, and (2) have 860655 10 @ common set of
healih resources. TR T : L
. The term community .can describe focations as simall -as neighborhoods
and as large as metropolitan ateas. How expansive a comimunity is depends’
parfly on the patiems of sacial, heatih care and economic Interactions that
are being. analyzed. Thus, for-example; the ‘Commuinity that shares primary
care resolrces such as physician practicss and clinics may be relatively small
and focal, while the community sharing an advanced triuma care facility. may
encompass an entire metropolitan area and adjacent rural commuities, The
boundaries of & community can' extend beyond where its residents live into

wherg its résidents work or-foutinely travel,

SOURGCE: 1OM (2003)

CONTEXT FOR ASSESSING COMMUNITY-LEVEL
CONSEQUENCES OF UNINSURANCE

The Burden of Providing Care to Uninsured Patients

Atthough there is no definitive accounting of the financial burden of
uninsurance at the local or national fevel, it has been estimated that the
annual cost of health services provided to vainsured people in the United
States will total about $86 billion in 2008 (Hadley et al., 2008). Uninsured
patients will pay approximately $30 billion for these services out of pocket
and receive the other $56 billion worth of seryices as uncompensated care.?
An estimated $43- billion (75 percent) of ‘the $56 billion will be covered
through varicus government subsidies, including Medicare and Medicaid,
disproportionate share hospital {DSH) payments, indirect medical educa-
tion payments, direct care programs (e.g;, community health centers), and
state and local tax appropriations. '

Payments for uncompensated care from the government ‘dte not rieces-
sarily distributed to health care providers in proportion to the uncompen-
sated care they provide. Thus, many hospitals and other local providers
bear a disproportionate and substantial financial burden due'to their inabil-
ity to teceive-adequate payment for the care they provide. Grady Memorial

LIns this analysis, uncompensated cate is defined as'all ‘care not'paid for out of pocker by
the uninsured,
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America’s Uninsured Crisis: Consequences for Health and Health Care

COMMUNITIES AT RiSK AY

o BOX 43 . L '
Challenges at-Grady Memorial Hospital In ‘Atlanta e
Grady Memorial Hospital is the only public Hospital i Atlanta, Georgia; aid
the fargest hospital in the state, An estimated one-third of Grady's patients are .
uninsured. The hospital receives substantial financial su port‘,,f’rpm local Fulfori.
" and DeKatb counties and ofhier public sources, ‘bt the subisidies fall short of
the-hospital’s otal costs for undompensated care, Grady. Memorial Hospital has
Fun-annual deficits for a'decade. When this report was developed, the hospital
estimated that its 2008 deficit would total $51 million; S
-Because of continual tosses, Grady has defayed apital projects, postponed
updating tlinical technology, inve n on 1

d that led $370. apital improve-
ments; and purchase basic diagriostic 30t X-rdy ‘machines;
electrocardiogram and ultrasound devices, CT scanners, and M l-rachines.’

_In 2006, Grady cared for 24 percent of Geokgfa's‘ma;or ima.cases ™ Many
insured s’iate'resideh /g 5 { (i

Gragy.

- * Personal 'Cd'rynm‘dninat’ion‘;G,iBis‘rzép,“Biébpéﬁn,Ass()’ciat;s‘ October 29, 2008. "~
SOURCES: American College of Surgeons (2008); The Fulioh-Dekalb Hospiial Authority -
- {2007); Grady Health Systen (2006a,b); Greater Grady Task Force (2007); Haley (2008).

Hospital illustrates how hospitals may be strained financially by the ¢fisis in
uninsurance and how financial burdens may threaten the quality of trauma
and other-care—even for patients who have health insurance (Box 4-3). The
extent to which hospitals’ unreimbursed costs are absorbed by hospitals
or passed on i the form of higher charges to. insured patients (as many
belicve to be the case) has not-been adequately documented and should be

the subject of further research,

Differences in Community-Level Usiinsurance Rates

National trends in uninsurance rates, such as those discussed in Chap-
ter2, mask the tremendous variation in uninsurance rates actoss the United
States. In 2007, for éxample, state-level uninsurance rates among the non-
elderly population ranged from as low as € percent in Massachusetts to as
high as 28 percent in Texas (U.S. Census Bureau, 2008a}. Uninsurance rates
in different counties within individual states also vaty greatly, as shown in
Figure 4-1.
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Rural Poor Likeiy To Feel The Pinch Of
Séﬁai:e' Decisions Not To Expand Medicaié

TOPICS: HEALTH REFORM, STATES, UMISLIED, MEDCAID, tisimance
SEP 03, 2013
Economist says half of the rural poor who would be aided by expansion five In states that have opted not to take that step.

The Associated Press' Economist: Medicaid Expansion A Rural issue

Rural residents will likely benefit from the health care overhaul, but many will be hurt by thelr states’ refusal t6 expand
Medicaid-coverage, a health economist said during a recent conference on rural health care. ... He told hospitat
administrators and others gathered in Milwaukee that when researchers look attural residents who could be covered by
expanded Medicaid, more than half live:in states that have opted-out. In comparison, more than half of the urban residents
eligible for coverage under the expansion live in states that are going forward with it (Johnson, 8/2).

News ouflets aiso looked at the issue of expansion as it plays out in several states.

Dallas Worring News: Study Says Texas Premiums Will Rise With Medicaid Expansion Opposition

Texas’ refusal fo expand Medicaid wil cause private health insurance premiurms fo rise by an average of 9.3 percent for
people who buy their own coverage, a hew study finds. GOP Jawmakers, strongly encouraged by Gov. Rick Perry, decided
not to add poor adulls to Medicaid's rolls. That means about 1.3 million fewer Texans will have health coverage by 2016 than
if the federal Affordable Care Actwere fully implemented in the state, according to the study by the nonprofit research

organization Rand Corp. (Garrett, 9/2).

The Colimbus Dispatch: Group Gathering Signatures For Medicaid Expansion Ballot Initiative
Frustrated with GOP Jeaders refusal to act on [Ohio] Gov. John Kasich's proposed Medicald expansion, advocates for the
uninsured have begun collecting signatures which could send-the issue 1o the ballot for voters to Gecide. The effort is being
led by a broad-based coalition made up of businesses, unions, health-care providers religious organizations, consumer

groups and advocates for the uninsured {Candisky, 8/31).

The Associated Press: Medicaid Debate Turns To When Expansion Occurs
The Michigan Senate’s intense, months-long debate vver Medicald expansion and the federal health care law is ot over,

even after the Republican-controlied chamber's milestone vote to provide healfly insurance to hundreds of thousands of low-

incoma residents, Senaforson Tuesday will reconsider the issiie of when the legistation should take effect {Eggert, 9/1),

Detroit Free Press: Michigan's Medicaid Expansion A Relief For Hospitals Giving Unpaid Care
Hospitals administraiors across the state are hopeful that since the Medicaid expansion bill cleared its biggest hurdle fast
week, they car racoup somie of the hundréds of millishs of dollars they lose each year providing uncompensated health care
to poor and uninsured patients. ... several of the systems that serve large numbers of low-income patients, including Henry
Ford Health Syster and 81. John Providence Health System, estimated they will save roughly 10 fo 15 percent on the
amoufits they lose each year to uncompensated care - free charity care, unpaid patient bills and services provided to

uninsured people at reduced prices (Reind), 9/2).

Meanwhile, one outlet looks at changes coming in Michigan with the new online health marketplaces -
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Deteoit Free Press: Companies And Organizers Prep For Michigen Exchange Roflout Oct. 1
~Neatly every Michigander will- have access {o basic heatth insurance <~ and be reguired fo get it begmmng Oct. 1 as.
= 1federal health reform's. largest prowsxons start snappmg mto place w:th the taunch of each state s Hea!th !nsuranoe

‘ 'Marketpiace For those with no insurance or. bare-bones coverage, that couid mean more generous beneﬁts than mey ve

‘ever had once coverage becomes effectwe Jan 1 (Erb Q/1 )

This is part of Kalser Hea!th News Danﬁl Report a summary of healih pol:cy caverage from more than 300 news
organizaz‘l 's The full summary of the day's news can be found tere and you can sign up for e-mail subscnpt:ons to the
Daity Report here. Ini addition, our staff of reporters and correspondem‘s fite original stories each day, which you can find on

our home page.
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Hospitals Brace as Republicans Fight Over Medicaid
By Mark N,iqu’ctv(e and Brian Chappatia - Sep 19, 2013 ) ’ .

Phil Ennen runs a rural hospital system in northwest Oqu that admits about 2,500 people a year, many of
them poor or elderly. He’s got the only emergency cardiac catheterization lab between Toledo and Fort

Wayne, Indiana,

Ennen estimates he’d be out $1.3 million a year and struggle to stay independent if business groups and
Governor John Kasich can’t persuade fellow Republicans to expand Medicaid to cover more poor people

under President Bardck Obama’s Affordable Care Act.

“I don’t have any time to be political about this,” Ennen, 50, said in a telephone interview from Bryan.
“I'm going to have people walking through our door needing care who should have 4 source of payment
and won’t, and that’s frustrating.”

Ohio is among U.S. states where Tea Party Republicans have blocked Medicaid expansion, in some cases
over the objections of other Republicans and business lobbies that have traditionally supported the party.

Hospital leaders say the cost will be lost payments and jobs. The financial effect is evident: Facilities in
states broadening the program are already enjoying lower borrowing costs.

The fight reflects an ixﬂensifying rift between business and the Tea Party over high-profile issues, said

John Green, a University of Akron political-science professor. Besides Medicaid, they' ihclude efforts in

states including Indiana and North Carolina to halt or delay Common Core education standards to
prepare students for college or careers, the right to bring guns to work in Alzbaina and on immigration in

several places.
Breaking Ranks
“Once upon a time, if the big economic interests said, ‘This is what we're fbr,’ almost all Republicans

would get in line,” Green said in a telephone interview. “The calculis is Just a lot different today.”

Twenty-five states and the District of Coluimbia are proceeding with Medicaid expansion, including eight
with Republican governors. Twenty-two aren’t and debate is continuing in New Hampshire, Ghio and
Tennesses, according to the Z&agiﬁs;g_‘lfg@ﬁ;‘zﬁg@mdation, a nonprofit group that studies health in Menlo

‘Park, California,

APPENDIX 141



State Lines
In Ohio, a presidential battleground thatv()bama won twice, Republicans control all statewide offices and

the legislature. Tts lawmakers have blocked a push to expand Medicaid by Kasxch the state Chamber of
Commerce and groups including the anti-abortion or: ganization Ohio Right to Life,

A coahtxon of business gmups is collecting signatures to force a referendum on the question next year if
lawmakers won't act, and Kasich is considering ways to open the program without a vote by the full
legislature.

if all states participated in the Medicaid expansion, hospitals would see a $12.5 billion spending boost in
2014, according to an analysis by Bloomberg Government. About $7.8 billion, or 63 ‘percent, won't be
spent in the 25 states that have so far decided not to expand. The increased spending in Ohio would be
$458.4 million, the analysis said.

Ohio hospitals will lose $7.4 billion during the next decade from reduced reimbursements if the state
doesn’t expand Medicaid, said Mike Abrams, president of the Ohio Hospital Association. Hospitals that
are the largest employers in 78 of Ohio’s 88 counties may fire employees or close, he said.

Moral Case

Ennen’s system employs 75"0 people with net revenue of $80 million a year. He complains about the
possibility of curtailing services while hospitals across the state hne 20 mﬂes (31 kilometers) north don’,
because Michigin is broademng Medicaid.

Kasich, 61, a first-term governor and former congressman #nd Fox Television host who oppased Obama’s
health-care law, has argued that Medicaid expansion makes sense.

Ohio would recapture about $13 billion in tax dollars over seven years and hospitals would benefit, he has
said. The governor has also said that covering an additional 275,000 people = especially those needing
care for mental health or drug addiction -~ is moral issue. They are, he said, “the least among us.”

“We can deal with our federal 'budg@t sleficit despite the fact that we're doing something on Mediéaid »

told reporters in Columbns on Sept 16. “It ean be done.
Covering Action
The governor is trying to appeal to independents for his re-election in 2014, while business groups and the

“hospital-industrial complex” are exaggerating to get “free money,” said Matt Mayer, president of
Opportunity Ohio, a Columbus group that promotes free markets.
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“It doesn’t solve the business problem, which is how do we make sure that our vulnerable populdtions who
truly need medical care and access thereto that’s affordable; get it?” Mayer said by phone. He called
hospitals’ threats “a scare tactic,” and said states opposing expansion are saving the nations billions of

dollars.

Even so, investors in the $3.7 tiillion municipal-debt market are already penalizing bonds from hospitals
in states that aren’t expanding Medicaid compared with those in states that are.

Sweet Deal

Securities sold for Ohio’s Akron Children’s Hospital that mature in 2038 traded Sept. 13 at an average
yield that was 0.85 percentage point more than benchmark AAA munis, data compiled by Bloomberg
show. The penalty on the debt, rated A+ by Standard & Poor’s, has widened hy 15 percent since July a3,

the data show.,

During the same period, the spread on bonds for Sparrow Health System in Michigan, which veted to
expand Medicaid, increased just 2 percent, the data show. The securities are due in 2036 and share the

same S&P rating as the Ohio debt.

Rising yield premiums -- the amount investors demand to hold the bonds -- reflect higher costs Ohio
health systems are set to face when they next offer debt. For a hospital that issues $100 million and repays
the loan over 30 years, the difference between Paying a 5 percent interest rate and one that’s 0.25
percentage point higher represents an extra $7.5 million in debt service.

“There should be some benefit to bospitals in states that are going forward with Medicaid expansion,” said
Lisa Martin, an analyst who covers municipal health-care issuers for New York-based Moody’s Investors

Service.
Home Front

Republican leaders who cater too much to business are out of step with the rank and file, said Whitney
Neal of FreedomWorks, a Washington-based group connected with the Tea Party movement.

“You're seeing the guys that care about thejr constituents versus the guys that care about the people who
they’re beholden to, the special interest groups,” Neal said in a telephone interview.

Supporting issues such as Medicaid expansion could draw a primary opponent for Republican lawmakers
in cmiservaﬁve districts, Green said. The ability of party leaders to influence policy also has waned as
social media and technology connected conservatives and gave them a platform, said Revix Madden, a
‘Republican strategist in Washington who advised Milt Romuey's 2012 presidential campaign,
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“Technology has really empowered a lot of grassroots voices within the party,” Madden said in a telephone
interview. “As a result, I think that they've gained a much greater market share of influence in these
debates in states and in Washington.”

To contact the reporters on this story: Mark Niquette in Columbus at muiguette@bloomberg.net and

Brian Chappatta in New Yorkat bchégpaitai{if)‘bk)omberﬁ.ﬁe‘;

@bloomberg.net

To contact the editor responsible for this story: Stephen Merelman at smerelman

82013 BLOOMBERG L.P. ALL RIGHTS RESERVED.
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Mortality and Access to Care among Adults
after State Medicaid Expansions

Benjamin D. Sommers, M.D., Ph.D, Katherine Baicker, PHD.,

and Ardold M. Epstein, M.D.

ABSTRACT

BECKRROUNS

‘Several states have expanded Medicaid eligibility for adults'in the pastdecade, andthe  rom the Department of Health Policy

Affordable Care Act allows states to expand Medicaid dramatically in 2014. Yet the ;"g,, Mg"“f;":",:' ”:L‘j’d Sthot of
- . 5 o P y . g - Fublic Health, Boston. \qdress reprint re-

effect of such changes on adults’ health remains unclear. We examined whether t0 Dr. Sommers af the Department

Medicaid expansions were associated with changes in 'mortality and other health " of Health Policy and Management, Har-
: : : vard Schopt of Public Health, 677 Hanting-

related measures. e
- o . . fon Ave., Rm. 406, Boston, MA 02115, or
) at bsommers@hsph harvard.edu,

CEEETHONDE

We compared three states that substantially expanded adult Medicaid eligibility since :mg’:;‘xz’" published on july 25, 2012
2000 {New York; Maine, and Arizons) with-neighboring states without expansions. ,

The sample consisted of adults between the ages'of 20 and 64 years who were ob- Sj;ﬁ’gjf;ﬁ;‘f;’ggjf:;;ﬁj;'

served 5 years before and after the expansions, from 1997 through 2007. The pri- Corviett © 2012 Massaihusers Medicat Secicty.
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

Contrel and Prevention. Secondary outcomies were rates of insurance‘covérage, de-

Iayed care because of costs; and self-reported health among 169,124 persons in the

Curfent Popuilation Survey and 192,148 persons in the Behavioral Risk Factor Siir-

veillance System. , ' : '

RESLILTS .
Medicaid expansions were associated with, 2 significant reduction in adjusted all-
cause mortality (by 19.6 desths per 160,000 adults, for a relative reduction of 6.1%;
P=0.001). Mortality reductions were greatest among older adults, nonwhites, and
residents of poorer counties. Expansions increased Medicaid voverage - (hy 2.2 per-
centage points, for 4 relative ificrease of 24.7%; P=0.01), decreased rates of unin-
surance (by 3.2 percentage points, for a relative reduction of 14.7%; P<0.001), de-
creased rates of delayed care because of costs (by 2.9 percentage points, for a
relative reduction of 21.3%; P=0.002), and inicreased rates of selfreported health
status of “excellent” or “very good” {by 2.2 percentage points, for a relative increase
of 3:4%:; P=0.04). ‘ i S

BOHTIVSIDuNS

State Medicaid expansions to cover low-income adults were significantly associated
with reduced mortality as well as improved coverage, access to care, and self
reported health. ’

NENGLIMED 367,11 NEJM.ORG  SEFTEMBER 13; 2012 1025

The New England Journat of Medicine o
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- EDICAID CURRENTLY INSURES 60 MIL~
. Lion people, and the Affordable Care Act
% (ACA) will extend Medicaid eligibility to
mﬂhons miore starting in 2014,* The recent Su-
preme Court ruling enables states to choose wheth-
erto expand Medicaid under the ACA, and many
states facing budget pressures are considering
cuthacks instead.2 Yet evidence regar&mg Medic-
aid's effect on health remains surprisingly sparse,
particularly for adults. Previous research showed
that Medicaid expansions in the 19805 redyced
mortality aniong-infants 4nd children,®+ though
other studies showed little efféct>7 Numerous ob-
seivational stidies have documented z correlation
between Medicaid coverage and adverse outcomes
among adults,®® prompting some observers to
claim that Medicaid coverage is worse than 1o cov-
erage.**** However, such studics are plagued by
unmeasgred confounders that make Medicaid pa-

‘tients sicker than othe;:s > One ongoing random:-

izedtrial of an expansmn of Medicaid in Oregon
showed. sxgmﬁcant improvements in sélfreported
Health and access to care in the first year3:34
Tradmonally, Medicaid cavers only low-income
children, parents, pregnant womes, and disabled
persons. During the past decade, howevet several
states have expanded. Medicaid to- cover nondis-
abled adults without dependent children (“child-
less adults”), a group that is similar to the popu-

lation gaining eligibility under the ACA (e, all

adults with incones up fo- 138% of the federd}
poverty fevel). We used this natural experimsent to
determine whether state expansions of Medicaid
were associated with decreased mortality. We
hypothesized that Medicaid expansions would
reduce mortality; rates of uninsurance, and cost-
related barriers to care and would improve self-.
reported health, particularly among minority and
lower-income populations.

METHODS

‘STUDY DESIGN

We used a differences-in-differences quasi-experi-
mental design that incotporated data before and
after Medicaid expansions in both the expansion
states and the control states. We identified states

that had implemented major Medicaid expan: -

sionis to cover childless adults (19 to 64 years of
age} between 2000 and 2005, allowing analysis
of multiple years of post-expansion data.'> Three
states met our criteria: Arizona, which expanded

eligibility to childless adults with incomes beloiw
100% of the federal poverty level in November 2001
and to parents with incomes up'to 200% of the
federal poverty level in October 200225, Maine,
which expanded eligibility to childless adults with
incomes up to 100% of the federal poverty level
in October 2002*7; and New York, which expanded
ehglbmty to childless adults with incomes up to
160% of the federal poverty level and parents with
incomes up o' 150% of the federal poverty level
in September 200128

‘Our study period included 5 years before and
5 years after each state's expansion, with the post
intervention period beginning the first full year
after-the expansion to cover childless adults and
the preintervention period covering the immedi-
ately preceding 5 years. We selected-as controls
neighboring states without major Medicaid expan-
sions that were closest in population and demo-
graphic characteristics to the three states ‘with
Medicaid expansions®s: New Hampshire “(for
Mainie), Pennsylvania- (for New York), and Nevada
and New Mexico (for Arizona). (Details are pro-.
vided in the Supplementary Appendix, available
with. the full text-of this article at NEJM. org)

ouu:oues AND DATA
The primary outcome was dnnual county-level all-
cause:mortality per 100,000 adults between the
ages of 20 and 64 years (stratified according to age,
tace, and sex), obtained from the Compressed
Mortality File of the Centers for Disease Control
and Prevention {CDC) from 1997 through 2007,
totaling 68,012 observations specific to an age

[group, race, sex; year, and county. County-fevel,

year-specific rates of poverty and unemployment,
as well as median household income, wete ob-
tained from the Area Resource File. In the pri-
mary, analysis, we excluded 19-year-olds (since
they are grouped by the CDCwith teenagers, 15 to

- 19 years of age), although 19-year-olds Were in- .

cluded in subsequent analyses:

Secondary outcomes were the perccntages of
persons with Medicaid, without any health-in-
suranee, and in “excellent” or “very good” health
{from the Current Populition Survey, a total of
169,124 persons) and the percentage unable to
obtain needed-care in the past year because of
cost (from the Behavioral Risk Factor Surveillance
System, 4 total of 192,148 persons). Both data sets
are nationally representative annual household
surveys. The study sample included adults be-

NENGL§ MED 367,17 NEM.ORG. SEPTEMBER 13, 2072
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MORTALITY AFTER STATE MEDICAID EXPANSIONS

tween the ages of 19 and 64 years. The outcome
among persons in the Behavioral Risk Factor
Surveillance System was not measured in the 2001
and 2002 surveys, so we added years to maintain
5 years of data before and after Medicaid expan-
sions for this measure. :

STATISTICAL ANALYSES

‘We examined unadfusted and'adjust,ed results for

our primary-and secondaty outcosmes over time,
comparing expansion and contro) states: For our
core-analyses; we used multivariable regression;
with a generalized linear model and Huber-White
robust standard errors clustered at the state fevel,
to account for the state-level intérvention and se-
rizl autocorrelation 2o The independent variable of
interest was the interaction beétween timing after
Medicaid expansion and expansion siate, which
compared the average difference in mortality be-
tween expansion and control states in the period
before Medicaid expansion with that after expan-
sion, with adjustment for covariates and county and
year fixed effects,.- o ’
We analyzed the primary olitcome on the basis
of annual county-level ‘mortality data {stratified
dccording to age, sex, and race), since the CDe
does-not release individiialdeve] mortality data,
Regression equations for analysis of moytality
were adjusted for age, sex, and race; for the La-
tino proportion of each county's population; for
county-year economic covariates; and for a set
of interactions between each pait of expansion~
control states and year, allowing each expansion-
control pairing to have its own time trend (for
details; see the Supplementary Appendix). We ad-
justed for time-invariant confounders, stch as
rural versus urban’ setting and ‘environmental
factors, through the nse of county fixed effects.
All analyses were weighted according to popila-
tion size, ' R
We conducted prespecified subgroup analyses,
with the sample divided according to race {white
vs. nonwhite; Latino ethnic background was not
measured in ‘mortality data before 1999), age
(20 to 34 years vs. 35 t0 64 years, since mortal-
ity rises significantly after the age of 35 years)
{Table'St in the Supplementary Appendix), coun-

ty poverty rate (divided 4t the population mean

o0f 10%), and each expansion state, We ‘cotpared
causes of death, using the CDC’s classification
of external causes (injuries, suicide, homicide,
complications of medical ‘tredtment, and sub-

statice abuse) versus internal causes (alf other
tauses).2* N

For secondary outcomes, the unit of analysis
was the individual. We adjusted for age; sex, race
or ethnic group, income, state, and interactions
between year and expansion-control pairing, us-
ing a generalized linear model and robust stan-
dard errors clustered at the state level.

Lastly, we used Current Population Survey data
to derive descriptive statistics for the additional
persons who enrolled in’ Medicaid as a result of
the expansions, in order to assess which persons
were most likely to entoll during an eligibility
expansion. We compared the mean dge, sex, race
or ethnic group, and selfreported health status of
persons enrolled befote expansion and those en-
rolled after expansion, imputing the characteris-
tics of new enrollees on the basis of changes in
those measures, ,

We: conducted several sensitivity analyses of
mortality, inchiding an examination of differenices
between expansion and control states before Med-
icaid expansion, alternative regréssion models,
state-level instead of county-level moxtality, and
exclusion of particular years (for details, see the
Supplementary Appendix). We explored potential
bias from the CDC’s bottom-coding of county
subsamples with Jow death counts, which oceurs

for any subsample with one to five deaths per

year to protect confidentiality Gi.e., 4.7% of our
weighted sample), by testing alternative imputa-
tion methods Although the Huber-White cor-
rection has a number of advantages®® and is often
used in similar circumstances># it does not
perform optimally with small nurnbers of clag
ters (i.e, the seven states in our analysis). To
investigate the sensitivity of the statistical sig-
nificance of our findings, we tested several al-
ternative standard errors?® .
Asan additional rest of our quasi-experimental
design, we repeated our main analyses among
adults who were 65 years of age or older, whose

 Medicaid eligibility was not affected by the ex-

pansions. We then estimated a differences-in-
differences-in-differences model to assess changes
in mortality, in expansion states versus control
states, among persons between the ages of 20 and
64 years as compared with those 65 years of age
or older. Given the markedly different baseline

rates of death between the younger and older age

groups (320 vs. 4800 deaths per 100,000), this
analysis used a'IagAr;thmic reg:éssion model,

N ENGL) MED 3670 NEML.ORG SEPTEMEEN 13, 2072
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Table I Characteristics of the Study Samplé 5f Baseling®
Medicaid Expansion
Characteristic States Control States
| Mean (5D age {yr) 39, 7:12.2 40.4£12.0
Age group (%)
19-24.yr 134203 . 123203
25-34yr 23,904 216404
3544 yr 26,8104 27.9:0.4
4554 yr 214103 229504
55-64 yr 14.540.3 15,3104
Male sex (56) 82402 4858203
Race-or ethnic group (%) :
White 8L.220.5 88.620.5
Nonwhite 18.820.5 11:410.5
tatino 161204 74402
fnceme (%)
<100% of FPL 131403 20.1:0.3
11002009 of £PL 189104 243105
Mortality (deaths/100,000
population}t )
Total ' 320:2.8 344128
From internal causes 27522.7 28832.7
From external causes 50+0.6 67:0 7

# Plys-minus values afé means d:SE unless athenmse indicated, Betweeﬂ-gronp

differerices in all categories were significant (P<0.03). Demiographic data are
from the Current Population Survey (70,016 persons from years befare Medicaid
expansion). FPL denotes federal poverty level.

T Race and ethnic group were réported separately in Census data;

I Mortality dats were obtained from the Compressed Montality File at the cournty
level in 32,752 county-yesr subsamples. Extérnal causes inclided i injuries,
suicide, homvcide, complications of ‘medical treatment, and sithstarice abuse,
and internal causes included all other causes. The numbers of deaths that are
listed according to-diagnosis do not s to the total nismber of deaths because
of imputation of bottorn: ccded values,
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RESULTS

CHANGES IR MORTALITY

The demographic characteristics of expamwn and
contro} states were substantzvely similar but dif
fered statistically because of the large sample
(Table 1). Baseline mortahty was 320 deaths | per
100,600 adults in expansion states and 344. pet

100,000 in ¢ontrol states; thh more than 80% of

deaths from internal causes s defined in the
Methods section). Flgure 1 presents unad)usted
results for all-cause mortahty and Medicaid cov-
erage in the expansion and control states (see
Fig. §1,°82, and 83 in the SupplementaryAppen~
dix for other outcomes). The Medicaid expansion
was associated with a significant decrease in un-

NENGLS MED 367,17

adjusted ‘mortality (by 254 deaths per 100,000,
P=0.02) and a significant increase in Medicaid
coverage (by 2.2 percentage points, P=0.01);
Table 2 presents the net change after Medicaid
expansmn in adjusted all-cause mortality in ex
pansion states, as compared with control states,
Mortality declined significantly (by 19.6 deaths
per 100,000, for:a relative redvction’ of 6.1%;
P=0.001). Reductions were greatest mong non-
whites and older adults, with smaller but sig-
nificant’ reductxons among whites and no effect

" among persons under the age of 35 years. Coun-

ties with higher poverty rates had larger moriality
rediictions, Single-state analyses showed signifi-

cant effects only in the largest state, New York.

For each-of the three states; the 95% confidence
interval included the estimate for the overall sam-
ple (although Maine’s i imprecise estimate differed
significantly from that of New York). -

_ In sensitivity analyses, there were small, non-
signifi cant dlfferences in mortality. trends -he-
tween expanision and control states before Med-
icaid expansion, with a reduction of 1.0 death
per 100,000 per year (P=0.07)-and 2 reduction of
16 deaths per 100,000 per year with the excly-
sion -of year O as a trapsitional year (P= 0.23)
{Table 82 in the Supplementary Appendxx) Re-
sults were robust with respect to alternative fune-
tional forms, analysis of state-Jeve] versus county-
level ‘mortality, exclusion of year 0, imputation
methods for bottom-coded death counts, altér-
native approaches to calculatmg standard errors,
and restricted subsamples of years to-Jimit serial
antocorrelation (P<0.05 for all comparisons). The
mtertupted time-series ‘model showed  an in-
creasing effect of Medicaid expansion over time,
with a reduction of 6.5 deaths per 100,000 per
year (P=0.006). Analyses that were perforined
according to the cause of death showed signifi-
cant reductions in both deaths from internal
causes (by 13.2 deaths per 100,000, for 4 relative
reduction of 4.8%; P=0.,001) and deaths from
external causes (by 3, 8 deaths per 100,000; for 2
relative reduction of 7.6%; P= =0.603),

OTHER c’uwass ASSOCIATED WITH :xmus’xou

Table 3 presents changes in insuranice, access to
care, and health, Medicaid expansions ‘were as-
socxated witha szgruﬁcant increase in Medicaid
caverage (by 2.2 percentage points, for 3 relative
increase of 24.7%; P=0.01), a significant. de-
crease in uninsurance (by 3.2 percentage points,
for a relative decrease of 14.7%; P<0.001), a sig-
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nificant decrease in the rate of delayed care be- ==
cause of cost (by 2.9 percentage points, for a | A Mortality
relative: decrease of 21.3%; P=0.002), and a sig-
nificant increase in rates of “excellent” or “very
good” health (by 2.2 percentage points, for a

Control states

relative increase of 3.4%; P=0.04). Increases in P
Medicaid roverage in the expansion stites were b} e
L . : Expansion states

concentrated among low-income adults, whereas E !
‘reductions in uninsured rates were significant for T 2504 !
both lower- and higher-income groups. Reduc- s
tions in cost-refated delays in"care were signifi- g 200
cant for all subgroups. 1 g

- v

g‘ 1504

HEW ENROLLEES , 8
Table 4 provides imputed statistics for the addi- g 1404

tional persons wha enrolled in Medicaid because
of the expansions, as compared with the general 50
adult population (see the Supplementary Appendix

for calculations). New Medicaid entollees were 61d- Oy y . 7 7 ; y
er than the gerieral population (mean age, 40.6 vs, e T S :o3 4
40,0 years), dispropo rtionately mg!e_ (57%vs. 49%), Years before and after State Medicaid Expansion
nonwhite (27% vs. 20%), and in fair or poor health | g prosead Enroliment T

(20% vs. 11%) (P<0.001 for all comparisons). 15+

Before Medicsid expansion Aftes Medicaid expansion

: Expansion states
ELDERLY ADULYS : , et
Among persons 65 years of age or older, Medicaid -
expansions were associated with 2 smiall but sig-
nificant reduction in.the sninsured rate (by 0.4
percentage poitits, P=0.007), a significant decline
in cost-related delays in care (by 2.3 peréentage
points, P=0.001), and a significant reduction in
absolute mortality (by 127 deaths per 100,000,
for a relative reduction of 2.6%; P<0.001) {Table S3
in the Supplementary Appendix). The inclusion of
elderly adults a5 an additional control group for
nopelderly adults in 2 differences-in-differences-
in-differences ‘model decreased the estimated

o S
Control states

-Nonelderly Adulls Enrolled in Medicaid to}

mortality reduction among the noneldetly by ap- 4 Beforé Wedicaid expansion After Medicaid expansion
proximately onpe third, and the effécr remained e L iy ; e
o =4 =3 Y4 =1 K 17 3 4 5

significant (P=0.03). ' v . .
it (P=0. R . Vears before and after State Madicaid Expansion

: ‘a,d stedM 'g;'s;ty;ﬁa zgeg.;‘b ?ééid,ﬁéééeragéatﬁbng ‘
Adults befare d after State Medicaid
i : i luring which the Medicaid expansianis
was the first full year after the expan.

 prgcussion

Our study documents that Jarge expansions of
Medicaid eligibility in three states were associ-
ated with 2 significant decrease in mortality dui- ' Maine). in unadjusted
ing a S-year follow-up: period; as compared with - , ,the ex; s were associated with a significant decrease in ‘all-causé
neighboring states without Medicaid expansions. | mortalty in expansion states, a5 compared with controlstes (25,4 deaths
Mortality reductions were greatest among adules | P37 00000 poplatien; 9% cofidence nerl (1, 46010 4.5, =002
between the ages of 35 and 64 years, minorities, | . : nificant increase in Medica coverage (by 2.2 percentage
> 1. albi e D L peints; 95% (| 0'3.7, P=0.01} {Panel B). Data for adufts between the ages
and residents of poor counties. These findings may | of 20 and 64 years are included in Panel A and data for those between the
influence states’ decisions with respect to Medic- | ages of 19 and 64 years in Panel B, owing to differences In'the tivo data sets,
aid expansion under the ACA. : = ’
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bl Chianges in All-Catise Mortafity among Aduks between the Ages of 20 and 64 Years in States with Medicaid
Expansions.” R . o
Baseline Mortality Nt Change _ o
. in States with fn Mortality after P Value for Difference
Variable Expansion Expansiont’ between Subgroups
. o no. of s dgqths/IO0,0DO .
no. Qf deatfis /100,000 o5%cy

Full sample 320 RS- 11 (—27;$ to ‘-'-1}'.‘9)1 ‘ NA
Race§ ‘ ] .

whiite - g9 140 -19810-3.2)% 004

Nonwhite 361 ~41.0 (-64.7.10 ~17.3)§ Reference
Age :

20-34yr 8 10 (-1281t0 14.9) 0.005

35-64 yr 446 304 (41010-199F Reference
Level of poverty ini county . ) ’ : '

High : 334 226300385 . 00

Low . 283 =133 {-19.2 t0 -3.3)} Reference
State . - :

Mainie. (vs. New Hampshire) 306 184{22510543) Con

Arizona (vs. Nevada and New Mexico) - 332 210232746 }i'2.'3) 0.18

New York (vs. Pennsylvania) 317 =227 {~39‘1 .45 2 Reference

* The primary outcomie was afl-cause county-level mortafity among 68,012 county-year subsamples in the Coiﬁ;iréséed ‘

Maortality File of the CDC. All analyses were adjusted for race, sex, age; courity povérty rate; county median income,
tounty unempioyiment rate, Latino proportion of county’s population, year, county, state.of residence, and interactions

between year 2nd expansion-controf pairing. Full regression

the Supplementary Appendix. NA denotes not applicable.

equations and coefficients for covariates are reported in

. v
T The data that are shown represent the net change in mortality akter the Medicaid expansion was implemented (i.e;, the
adjusted before—after change in'the expansion states minus the before-after change iri the control states).

4 P<0.001, .

§ Latino ethnic background was riot reported in mofta{l&tj’ statistics before 1999,'s6 listed data were' not stratified accord-
ing to this variable. However, adjustments were made for the Latino proportion of each county’s population.

9P<0.01.
| p<0i0s.

Our study shows a mortality reduction associ-

ated with state Medicaid expansions to cover
adults. Using state-level differences in Medicaid
expansion as a natural experiment avoids the
confounding betwees insurance and individual
characteristics (e.g;, poverty or-health starug). that
plagues cross-sectional observational studies.
These results build on previous findings that Med-
icaid coverage reduces mortality among infants
and children®* and are consistent with preliminaty
results of a randomized, controlled trial of Med-
icaid in Oregon, which showed significant im-
provement in self-reported health during the first
year (although objective measures of health aie
not yet available and 1-year mortality effects were
not significant and were imprecisely estimated).»¢

We observed reductions in deaths from both

internal and external causes. The relative mortal-

ity reduction was higher for esternal causes of

death than for internal causes, though this differ-
eiice wag not-significant, We hypothesized that
internal causes would be more amenable to inter-
vention through improved risk-factor management
and medication adherence,3 though a study in-
volving persons who were hospitalized after acci-
dental injuries showed a reduction of riearly 40%
in niortality among insured adults, 2s compared
with uninsured adults, because of a greater inten-
sity of care and longer lengths of stay.: .

Our seconddry analyses provide a plausible
causal chain for reduced mortality that is consis-
tent with previous research,*%* with eligibility
expansions associated with a 25% increase in
Medicaid coverage, 15% lower rates of uninsur-
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Fab2 3 Changes in lésmancé Coﬁgti;gg Acoess fo C;si, and Heéﬁk'é&xbng Adults between the Ages bﬁs and 64 Years

 after State Medicald Expansions. o ]
Variable Net Cﬁahgg after Expansion
) ) ) Self-Reported
Medicaid No Health Delayed Care Excellent or Very
Coveraget Insurancet Because of Costy Gaod Healtht
- ‘ percesstage points (95% Cf)
Full sample 22(011038)f  32(-40to-24)4 294210 19§ 27 (00t043)f
Race ) . ‘
White rion-dating 2D O6t03 4 33 (4516 18§ 324710 164 20(00t04.0)§
Nonwhite and Latirio 26(01t052)f  -28(591000) -24(3710-1009 2.3 (-01t056)
oy ‘ : o
19:343r 26(01t047)f 27 (4110-141§ 34(3910-12§ 17 (011044
3564 yr 20 ©11033)f 35 (-4610-23)9 -26 391012 25 {04t 45§
Income (%)} . o
<200% of FPL or<$35,000 5.4 (L1t 98) 45 (7210-18)§ -29(-53t0 0Nf 41001082
=200%of FPLor 2835000 11(-0.11022) . -25(-3.8t0-13)§ -28 (39t0 189 13(01t31)

*The data shown represent the net'charige in each outcome after the Medicaid expansion'was impleménted (i.e,, the ad-

justed before—after change in the expansion states minus the before-z

fter change in the controf states). All analyses

were adjusted for year, State-of residénce, sex, race or ethnic group, age, family income (as a percentage of the federal
povesty level [FPLLin the Current Population Survey), total household income and family size {in'the-Behavioral Risk
Factor Surveiiance System), and interactions between year and expansion-control pairing.

T Resilts-are based on an evaluation of 169,124 persons in the Current Population Survey,

¥ Results are based on an evaluation of 192,148 persans in the Behavioral Risk Factor Surveiifance System.

§ P<0.05.
€ P<0.01.

§ The Current Popalation Survey. provides incomne data as 2 percentage of the FPL, but this information is not available in
the Behiavioral Risk Factor Surveillatice System; which provides household income only in incrernents of $10,000 to
$15,000. For the Current Population Sutvey, the ctitoff of 200% of FPL was used. For Behavioral Risk Factor Surveillarice
Systern; $35,000 in annual incomes was selected as the cutaff, and Current Population Survey data suggest that this cut-
off should capture nearly 93% of families at or below 2009 of EPLin the samiple. ) -

ance, 2 21% reduction in cost-related delays in care,
and 2 3% increase in selfreported excellent or
very good health. However, it is not clear whether
the magnitude of these changes is sufficient to
account for the observed mortality reduction, and
these associations do not prove causality.

Our estimate of a 6.1% reduction in the relative
risk of death among adults is similar to the §.5%
and 5.1% population-level reductions in infant and
child mortality, respectively, as estimated in analy-
ses of Medicaid expansions in the 1980534 Our
results correspond to 2840 deaths prevented per
yedr in'states with Medicaid expansions, in which
500,000 adults 2cquired coverage.is This finding
suggests that 176 additional adults would nieed to
be covered by Medicaid in order to prevent 1 death
per year. ' i

A relative reduction of 6% in population mor-
tality would be achieved if insurante reduced the

NENGL} MED 387,11

individual risk of death by 30% and if the 1-year
risk of death for new Medicaid enrolfees was
1.9% (Table 54 in the Supplementary Appendix).
This degree of risk reduction is consistent with the
Institute of Medicine's estimate that health insur-
ance may reduce adult mortality by 25%,+ ‘though
other researchers have estimated greater?s’ or

much smaller*® effects of coverage. A baseline.

risk of death of 1.9% approximates the risk for
a 50-year-old black man with diabetessss of for
all men between the ages of 35 and 49 years who
are in self-reported poor health® The Jower end

of our confidence interval implies a relative reduc- »

tion in the individual risk of death of 18%.

For Medicaid expansions to produce effects of
this size, new enrollees must have had a higher-
than-average tisk of death that was tesponsive to
medical care. We found that new Medicaid enroll-
ees were older, disproportionately minorities, and
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A Imputed Characteristscs of Nmy Medmné Envolices after Ma&fca&i
Expansions, as Compared with the Gen Populzﬁou #
New Medicaid Enrollees  General Popniatson
1 Vatiable (H=3431) N=67837)
Mean (5D) 3ge ) 4062122 400:12.2
Age'group (%} ‘
19-Z4yr 138104 135102
25-34yr 20004 212:02
3544y 220404 257402
£5-54yr 2842035 22.1:!:0.2
5564 3¢ 137504 15,6402
Male sex (%) 57.0405 48,6102
Self-reported health status (56) )
Excellent 245504 303202
Very good 346405 346402
Good 21.0+0.4 244307
Fair ot poor 20.0+0.4 10.8+0.1
Race ar ethaic group (%) '
White - 732405 79.9:02
Nonwhite 26.810.5 20.140.2
Lating 274405 .- 16.940.1

* Plus--minus values are means +SE unless atherwxse l'ndu:ated Al dlﬁ'erences
between new Medicaid enroliees and the general population were s«gnif cant
{P<0.001). New enrollees were iddentified on the basis of differences in the
demographic characteristics of adults before and after expansion in the Medic-
aid expansion states, according to data from the Current’ Papulation Survey.
The general population refers to all adults between the ages 'of 19 and 64 years
in expansion states during the study pericd. P values were calculated with the
use of survey-weighted Pearson chissquare tests for categorical variables and
with the use of t-tests for age as 2 contmucus vanab!e

twice as likely to be in fair or poor health as the
general population, all of which suggest higher
mortality,® and these findings are consistent
with previous expansions.*® Furthermore, Med-
icaid entolliment often occwrs at the 1 point of care
for patients with acute ﬂinesses ~~ in emergericy
departments, doctors’ offices, and hospitals#t#2
— when'the fisk of death (and benefits of cover-
age) may ‘be pamculariy high,

Our study has several limitations. We exammed ‘

thiee expansion states, and the results are Largely

driven by the largest (New York), 50, our results’

may not be generaixzable to other states. Com-
mon mriethods for estxmatmg standard errors are
imperfect when applied to a small number of
stares, although our findings were robust with
the use of alternative methods. The mortality
data set did not allow us to control for individual-
level characteristics other than race, sex, and age

1032

{e.g., sociveconomic status or health status with
respect to specific chronic diséases). We had to
impute values for small subsamples after strati-
fication according to county, race, sex, and age,
although the results were robust with different
imputation approaches.’

Most important, our analysis is a nongan-
domized design and .cannot definitively show

‘ causahty Rates of insurance coverage and access

to care increased in expansion states for both
high- income pe'rs'on'sand the eldetly, even though
to them dxrectiy Rates of death also declined
among eldetly adults, though the relative changes
represented only one third of the mortality de-
cline among adults between the ages. of 20 and
64 years, leaving a significant mortality reduction
among nonelderly adults thar was independent

' -of this trend. One possible expianatmn for'these

findings is that éxpanding coverage had positive
spillover effects through increased funding ‘to
providers, particularly safety-net hospxta}s and
clinics.* Publicity about the expansion may also
have encouraged uninsured higher-income and

-~ ‘eldetly persons to obtain insurance from other

sourees, including those over the age of 65 years
who did not meet lifetime earnings Tequirements

for Medicare.#*

Altemauvely, stites may choose to expand
Medicaid when their economies are thnvmg, and
econofmic prosperity broadly i improves coverage
and aceess; which could produce a spurious asso-
ciation between eligibility expansions and health,
However, our-analysis of mortality was adjusted
for a comprehensxve list of economic measures
that ‘were specific to the county and “year, and
the restilts were not.changed by these covanates.
Slmx]arly, states expandmg Medn:azd may simul-
taneously:invest in public health or the health
care workforee it other ways that could reduce
mortalzty However, we ate unaware of any other
contemporaneous large-scale. changes in health
policies in“the states we studied. Moreover, the
fact that mortality changes were Iargest inex -
pected subpopulations effers some reassurance
‘that we have isolated the effect of Medicaid ex-

“pansions. Nonetheless, we cannot fule out other,

concurrent trends that may have confounded our
results.

In conclusion, our results offer new evidence
that the expansion of Medicaid coverage may re-
duce mortslity among adults, particularly those
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between the ages of 35 and 64 years, minorities,
and those living in poorer sreas: ‘Ongoing re-
search on the basis of randomized data®>#s will
beinvaluable in expanding on these findings,
The Medicaid program is slated to expand cover-
age to millions of adults in 2014 under the ACA,
though the recent Supreme Court ruling enables
states ta choose whether they will do 6, and sone
states may instead consider program cuts. Policy-

Medicaid — either expansions or réductions in
coverage ~— may have significant effects on the
health of vulnerable populations.

D Sammiees §s working as an sdvisor in the Office of the As-
sistant Secretary for Planning and Evaluation at'the Department
of Health and Human Services. However, this article was con-
ceived and drafied while Dr. Somivers was employed at the
Harvard School of Public Health, and the findings and views in
this arficle do not reflect the official policy of the Departiaent of
Health and Human Services.

Disclosute forms provided by the authors. are available with
the full text of this asticle at NEfM.org.

makers should be aware that major changes in
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ABSTRACT

BACRGROUND
Despite the imminent expansion of Medjcaid coverage for low-income adults, the
‘effects of expanding coverage are unclear. The 2008 Medicaid expansion in Oregon
based on lottery drawings from a waiting list provided an opportunity to evaludte
these effects. ' '

METHOLS .
Approximately 2 years after the lottery, we obtained data from 6387 adults who
were randomly selected to be able to apply for Medicaid coverage and 5842 adults who
were not selected. Measures included blood-pressure, cholesterol, and glycated hemo-
globin levels; screening for depression; medication inventories; and selfreported
diagnoses, health status, health care utilization, and out-of-pocket spending for
such segvices, We used the random assignment in the lottery to caleulate the effect
of Medicaid coverage, T L

REBLSLTS

We found no significant effect of Medicaid coverage on the prevalence or diagnosis
of hypertension or high cholesterol lévels ot on the use of medication for these
conditions. Medicaid coverage significantly increased the probability ¢fa diagnosis
of diabetes and the use of diabetes medication, but we observed no significant eft
fect on average glycated hemoglobin levels or on the percentage of participants with
levels of 6.5% or higher. Medicaid coverage decreased the probability of a positive
screening for depression (+9.15 ‘petéentage points; §5% confidenice interval, ~16.70
10 ~1.60; P=0.02), increased the use of many preventive services, and nearly elimi-
nated catastrophic eut-of pocket medical expenditures.

SUHCLULIGHE : _
This randomized, controlled study showed that Medicaid coverage generated no sig-
nificant improvements in measured physical health outcomes in the first 2 years;

but it did increase use of health care services, raise rates of diabetes detection and

management; lower rates of depression; and reduce financial strain.
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Tk N 2008 OREGON INITIATED A LIMITED EX-.

f pansion of its Medicaid program for low-
-« .income adults through a lottery drawing of
approximately 30,000 names from a waiting list
of almost 90,000 persons. Selected adults won
the opportunity to apply for Medicaid 2nd to ¢n-
roll if they met eligibility requirements. This Jot-

tery presented an opportunity to study the effects _

of Medicaid with the use of random assignment.
Earlier, nonrandomized studies sought to-inves-
tigate the effect of Medicaid on health outcomes
in adults with the use of quasx—experunental ap-
proaches* Although these approaches can be an
improvement over observational designs dnd often
involve larger samples than are feasible with a
randomized design, they cannot eliminate con-
founding factors as effectively 2s random assign-
ment. We used the random assignment embedded
in the Oregon Medicaid lottety to, examine: the
effects of insurance coverage on health care use
and health outcomes after appmxxmately 2 yedrs.

METHODS

RARDOMIZATION AMD INTERVERTION

Oregon Health Plan Standard is a Medicaid pro-
gram for low-income, uninsured, able-hedied
adults who are not eligible for: other pubhc insur-
ance in Oregon (e.g., Medicare for persons 63 years

. ofage or older and for disabled persons; the Chil-.

drer’s Health Insurance Program for poor chil-
dren; or Medicaid for poor children; pregnant
women, or other specific, categorically eligible pop-
ulations). Oregon Health Plan Standard closed to
new envoliment in 2004, but the state opened anew
waiting list in early 2008 and then conducted
eight random lottery drawings from the list be-
tween March and September of that: year o alio’
cate a Jimited number of spots.

Persons who were selected won the opportu~
nity — for themselves and any ‘household mem-
ber — to apply for Oregon Health Plan Standard,
To be eligible, persons had to be 19 to 64 years
of age and Oregon residents who were U.S. citi-

zens ‘or legal | immigrants; they had to be jneli-

gible for other public insurance and uninsured for
the previous & months, with an income that was

below 100% of the federal poverty level and assets

of less than $2,000. Persons who were randomly
selected in the lottery were sent an application.
Those who completed it and met the eligibility
criteria were enrolled in the plan. Oregon Health

Plan Standard provides comprehensive medical
benefits, incliding prescription drugs, with no
patient cost-sharing and low monthly premiyms
(30 to $20, based oni income), mostly through
managed-care organizations. The lottery process
and Oregon Health Plan Standard are described
in ' more detail elsewhere.*

DATA couscnon
We used an in-person data-collecmn protocol to
assess a wide variety of outcomes. We limited
data collection to the Portland, Oregon, metro-
politan area because of logistical constraints. Our
study population included 20,745 people: 10,405
selected in the lottery (the lottery witiners) and
10,340 not selected {the control group). We con-
ducted interviews between September 2009 and
December 2010. The interviews took place an av-
erage of 25 months after the Jottery began,

Ouz data-collection-protoco} included detailed

,questxonnanres on health care, health status, and

insurance coverage; an inventory of medications;
and performance of anthropometric and blood-
pressure measurements, Dried blood spots were
also obtained.% Depression was assessed with the
use of the eight-question version of the Patient
Health Questionnaire (PHQ-8), and selfyeported

health-related quality of life was assessed with

the use of the Medical Outcormes “Study 8-ltem
Short-Form Survey” More mformatxon ‘on recryit-
ment and field-collection protoco}s are included
in the study protocol (available with the full text
of this article at NEJM.org); more information
on specific outcome measures is provided in the
Supplementary Appendix {available at NEIM. o1g).

. Multiple institutional review boards approved the

study; and veritten informed consent was pbtained
from all participants. |

STA‘I‘IS'ﬂCM. ANALYSIS
ertually all the analyses repatted here v were pre-
specified and pubhcly archived {see the proto-
col).2 Prespecification was designed to minimize
issues of data and specification mining and to
provide a record of the full set of planned analy-
ses. The results of 2 few addztwnal post hoc anal-
yses are also presented and are noted as such in
Tables 1through 5. Analyses were performed with
the use of Stata software, version 12,9

Adults eandomly selected in the lottery were
given the-option to apply for Medicaid, but not
all persons selected by the lottery enrolled in
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Medicaid (either because they did ot apply or

because they were deemed ineligible). Lottery se-
lection increased the probability of Medicaid cover- -

age during our study period by 24.1 percentage
points (95% confidence interval ICI1, 22.3 t 259,
P<0,001). The subgroup of fottery winiers 'who

ultimately enrolled in Medicaid was not compa-

table to the overall group of persons who did not
win the lottery. We thetefore used a standard

instramental-variable approach (in which lottery -

selection was the instrument for Medicaid cover-
age) o estimate the-cavsal effect of envollment in

Medicaid. Intuitively, since the lottery increased

the chance of being enrolled in Medicaid by about

25 percentage points, and we assuméd that the -

lottery affected outcomes only by changing Med-
icaid enrollment, the effect of being enrolled in
Medicaid was simply about 4 times {i.e., 1 divided
by 0.25) as high as the effect of being able to
apply for Medicaid. This yielded a causal estimate
of the effect of insurance coverage3® (See the
Supplementary Appendix for additional details)

All analyses were adjusted for the number of
household members on the lottery list because
selection was random, conditional on household.
size. Standard errots were clustered according to
household to account for intrahousehold correla-
tion, We fitted linear probability models for bi-
nary outcomes. As sensitivity checks, we showed
that our results were robust when the average mar-
ginal effects from logistic regressions for binary
outcomes were estimated and when demographic
charattétistic‘s were included as covariates (see
the Supplementary Appendix). All analyses were
weighted for the sampling and field-collection
design; construction of the weights is detailed in
the Supplementary Appendix.

RESULTS

STUDY POPULATION
Characteristics of the respondents are shown in
Table 1. A total of 12,229 persons in the study
sample responded to the survey, for an effective
response rate of 73%. There were nio significant
differences between those selected in the lottery
and those not selected with respect to the resporise
rates to either the full survey (0.28 percentage
points higher in the group selected in the lottery,
P=0.86) of specific survey measures; each of which
had a response rate of at least 97% among people
who completed any part of the survey. Just over

NENGLYMED 36818 NEM.ORG MAY 2, 2013

f4i% 1 Characterisics of the 12,225 Survey Respondents.*
) B Lottery
Contrals Winners
Characteristic {H=5842} . (N=G3B2}7 P Vilue
percent
Fermale sex S6.9 56:4 0.60
Age groupt
19-34yr (360 35.1 038
35-49yr 364 366 087
5064 yr 376 283 943
Race or etfinic group§
Non-Hispani‘c
White 6838 59.2 0.68
Black 105 106 0.82
Other 148 4.8 0.57
Mispanic: Lo Coa7 170 0.82
Interview conducted in English 382 88,5 074

* Values for.the control group {persons not selected inthe lottery) are weighted
means, and values for the {otterywinner firoup are regression-adjusted
weighted means, P values are for two-tailed t-tests of the €equality of the two
means; :

T Lottery. witiners were adults who were randomly selected in the lottery to-be
able to apply for Medicaid coverage. : .

3 Thedata on age are for the age of the respondent at the tirme of the in-person
interview, The study sample was restricted to persons who were between 19 and
64.years of age during the study period, : )

§ Race and ethnic group were self-réported. The ¢ategories of non-Hispanic race
{white; black, and other) were not rutually exclusive; resporidents could report
as ‘many races.of ethnic grotps as they wished.

half the participants were women, about 2 quar-

ter were 50 to 64 years of age (the oldest eligible

age group), and about 70% were non-Hispanic

white. There were no significant differences be-

tween those selected in the lottery aiid those not
selected with respect to these characteristics F

statistic, 0.20; P=0.99) or to the wide variety of
prerandomization and interview characteristics

examined (see the Supplementary Appendix),

CLINICAL MEASURES ARD HEALTH OUTCOMES
Table 2 shows estimated effects of Medicaid cov-
erage on blood-pressure, total and high-density
lipoprotein (HDL) cholesterol, and glycated he-
moglobin levels and depression. In the cornitrol
group, 30% of the survey respondents had positive
screening results for depression, and we detected
elevated blood pressure in 16%, 2 high total cho-
lesterol level in 14%, and a glycated hemoglobin
level of 6.5% or more (a diagnostic criterion for
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diabetes} in 5%. Medicaid coverage did not have
a significant effect on meastrés of blood pres-
sure, cholesterol, or glycated hemoglobin. Fur-
ther analyses ‘involving two prespecified sub-
groups .~ persons 30 to 64 years of age and
those who reported receiving 2 dizgnosis of dia-
betes, hypertension, a high cholesterol level, 4
heart attack, or congestive heart ﬁulure before
the Jottery {all of which were balanced across the
two.study groups) —— showed similar results (see
- the Supplementary Appendix). ‘

The predicted 10-year risk of cardiovascular
events was. measured with the use of the Fram-
ingham risk score, which estimates risk among
persons older than 30 years of age according 10
sex, age, levels of total cholesterol and HDL cho-
Iesteroi, blood pressure and use or monuse of
blood-pressure medication, status with respect
to diabetes, and smoking status, with the pre-
dicted risk of a cardiovascular event within 10
years ranging from less than 1% to 30%:** The

BHOLAND JOUENAL of MEDICINE

10-year predicted risk did not change significantly
with Medicaid coverage (~0.21 percentage points;
95% Cl,-~1.56 to 1.15; P=0.76}).

We investigated whether Medicaid coverage af:
fected the diagnosis of and ise of medication for
hypertension, hypercholesterolemia, or diabetes,
Table 2:shows diagnoses after the lottery and
current medication wse, We found no effect of
Medxcaxd coverage on diagnoses after the lottery
ot o the tse of medication for blood-pressure and
hxgh cholesterol: levels. We did, however, find a
greater probability of receiving a diagnosis of
diabetes (3.83 percentage points; 95% CI; 1.93 to
5.73; P<0.001) and using medications for diabe-
tes {5.43 percentage points; 95% CI, 1.39 6 9; 48;
P=0.008). These are substantial inicreases from the
mean rates of diagnosis and medication use in the
control group (1:1% and 6.4%, respectively),

A positive result ou screening for:depression
was defined as a score of 10 or ‘more on the
PHQ-8 (whxch tanges from 0 to 24, with higher

atle, #ean ‘fa!ées and Absolute Cﬁangé in‘Cliési;;"i Mea’sui;és andH 0 hOutcomesm*h Med tqvvemgej.'#“  '
: ‘ Mean Value i Change with Medicaid
Variable Control Group  Coverage {95% Cl)§ P Value
Blood pressure :
Systolic {mm He) 11934168 ~0.52 {-2.97t5'1.93) 0.68
Diastolic (mm Hg) - 7604121 081 (26510204 039
Elevated (%)} 163 <133 -7.16 10 4.43) 065
+ Hypertension » o ST : B
Diagrosis after lottery ()54 56 1.76 (-189 10 5.40) 0.34
Current use of medication for hypértension (%) 1 33 0.66 (44816 5.80) 0.80
Cho!esterol** :
Total level (mg/dl} 20412340220 (34410 7.84) 0.45
High total fevel (%) 343 <243 (77516288 037
HDL level (mg/dl) 47.6£13.3 0.83 (131 10 2.98) 0.45
Low HDL level (3%} 8.0 282 (-1028t0464). 046
Hyperchoiesterolemna e
Diagrosis after lottery (/)W 61 23%:(-1.52 t0 6.29) 0.23
Current use of medvcahon for high cholesterotlevel (#)5{ 85 380 {075t 3.35) LUT030
Glycated hemogiobm ! s
- Level (98 5.340.6 001 (0090001 047
Level 26.5% (‘73” 51 093 (44416259 061
Dsabetes ; oo L -
D:agnusis 'a{te‘r‘!ottery %)§9 11 3.83{1.93105.73) <0.001
" ; 64 543(139169.48) " 0,008

Currerit use of medication for diabetes (7311
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Table & {Continwed.)

Variable
Depression

Positive screening result (%)15

Diagnosis after lottery (%19

Current use of medication for depression 4311
Framingham risk score (36)§§

Overalt ’

High-risk diagnosis

Ageof 064y

Change with Medicaid

Mean Veluein ;
Control Group  Coverage (95% Bt ¥ Vahie

30.0 515 (-16.7016-160) 0.2

48 3.81 (015 t07.46) 004

16.8 5.49 (-0.46 to 11.45) 0.07

82475  021(15610115) 076

116483 163 (-1.11604.37) 0.24

13.9:82 037 (-2.64101.90) 075

% Pl;}s—?mid;ls ,ya;;}gs are Fngghted ‘means 25D, Where means are shown without standard devfations,‘they are weighted
means. The effect of Medicaid covérage was estimated with the Gée of two-stage least-squares instrimental-varisble

regression, All regressions

inclisde indicators for the nimber of household members on the lottery list, ‘and alf standard

errors were “clustered,” or adjusted to allow for arbitrary corsection of error terms within households: For the blood-
pressure measutes, alf regressions also inchided controls for age (with dummiies for-age decile) and sex, All analyses
were weighted with the use of sutvéy eights: The sample size was all 12,229 survey respondents for all measures ex-
cepit for the Framingham risk score, HOL denctes high-density lipoprotein. :

oF more; . : .
This analysis was not prespacified.

S s

a first diapnosis after March 2008 {the start of the lottery

was not considered to have 2 diagnosis after the fottery.
A participant was considered to haye

e

during the interview was classified as relevant for that condition. ] :
Achigh total cholesterol level was defined as 240 g per deciliter {6.2 mimol per liter) or higher. A Tow HDY. cholester.

For variables measured as pescentages, the change is expressed as percentage poihts. - :
Elevated blood pressure was defined as 2 systofic pressure of 140 mm Hg or more and a diastolic pressure of 30 fvm Hyg

A participant was considered to have received a di’agnosis of a certain condition after the lottery if he or she reported
). A participant who received 3 diagnosis before March 2008

ived medication for the condition if one or more of the medications recorded

ol level was defined as less than 40 mg per deciliter (1.03 mmol per liter). There was no separate measurement of fow-

density lipoprotein tholesterol,

1A glycated hemoglobin level of 6.5% ot higher is a diagnostic critérion for digbetes, .
% A positive result on screening for depression was, defined as 2 score of 10 or higher on the Patient Health Quéstionnaire 8

{PHQ-8). Scores on the PHQ-8 range from O'to 24, with higher scores indicating more symptoms of depression.
§§ The Framingham risk score was used to predict the 10-year cardiovascular risk. Risk scores were caleotated seéparately
for sien dnd womien on the: basis of the folfowing variables: age, total cholesterol and HDL cholestern! fevels, miea-

sured blood pressure and use or nanise of medication for high blood pr

, current smoking status, and status

‘with respect to 3 glycated hemoglobin level 26.5%. Framinpham risk scores, which are galculated for persons 30
years of age or older, range from 099 o 30%. Samiples sizes for fisk scores were 95 25 participants overall, 3099 par-
titipants with high-risk disgnoses; and 3372 participants with an age of 50 to 64 years, A high-isk diagnosis was de
fined as a diagnosis of diabetes, hypertension, hypercholesterolemia, myocardial infarction, or congestive haart faiture

before the lottery {i.e., before March2008).

scores indicating more symptorms of depression).
Medicaid coverage tesulted in an absolute de-
crease in the rate of dépression 0f 9.15 percentage
points (95% CI, ~16.7 to ~1.60; P=0.02), repre-
senting a relative reduction of 30%. Although
there ‘was no significant increase in-the use of
medication “for depression, Medicaid coverage

led to an absolute increase in the probability of

receiving a diagnosis of depression after the lot-
tery-of 3.81 percentage points (95% CL 0.15 1o
7.46; P=0.04), xepfeéenting a relative incredse of
about 80%. '

HEALTH-RELATED QUALITY OF LIFE AND HAPPINESS
Table 3 shows the effects of Medicaid coverage

‘on health-related quality of life aud level of hap-

piness. Medicaid coverage led to an increase in
the proportion of people who reported that theit
health was the same or better as compared with
their health 1 year previously (784 percentage
points; 95% CI, 1.45 to 14.23; P=0.02). The phys-
fcal-component and mental-component scores of
the health-related quality of life measure are
based on different weighted combinations of the

eight-guestion hattery; each ranges from 0 to 100,
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Tible 5. Mean Values and Kbsohute Change in Health-Related Quality of Life énd Happiness with Medicaid Coverage,”
_ ' Mean Valuein  Change with Medicaid
Variable Control Group Coverage {95% Cljf P Value
Health-refated quality. of life
Heahh_ sanie or better vs. 1'yr eardier (56) 204 7.84 (14510'14.23) 0.02
SE8 subécaie:g o
Mental-component score 4442114 195 (0.03 10 1.85) 0.05
Physical-component scorz 4554105 120105410293 - 018,
No pain or very mild pain {%) 564 1.16 {-6.94 10 9.26) 0.78
Very happy or pretty happy (%) 745 118 {58510 8.21) 074

# Plus~minus valies are weighted means 5D, Where means are shown without standard deviations, they are weiéhted
means, The effect of Medicaid coverage was estimated with the use of two-stage least-squares instrumental-variable re-
gression, All regressions included indicators for the niumber of hausehold members on the lottery list, and all standard er-

sors were clustered on household, All dnalyses were wisighted with the use of survey weights. The sample was alf 12,229

survey respondents. .

’ Forvarisbles measured as pércentages, the change is expressed as percenitage points. : o
Scores on.the Medical Outcomes Study 8:ftem Short-Form Health Survey (SF-8) range from € to 100, with higher subscale.
stores indicating better self-reported health-related quality of fife. The scale is-nofmalized to yield a mean of SG and 2

standard deviation of 10 in the general US, population.

with higher scores corvesponding to better health-
related quality of life. Medicaid coverage. led to
an increase of 1.95 points (95% CI,.0.03.to 3.88;
P=0.05) in the average score on the mental com-

ponent; the tagnitude of improvement was ap-

proximately one fifth of the standard deviation
of the mental-component score. We did not de-
tect g significant difference’in the quality of life

related to physical health or in selfreported lev-

els of pain or happiness.

FINANCIAL HARDSHIP ‘ :
Table 4 shows that Medicaid coverage led to a
reduction in financial straiy from medical costs,

according to a number of self-reported measures.

In particular, catastrophic expenditures, defined
a5 out-of-pocket medical expenses exceeding 30%
of income, were nearly eliminated. These ex
penditures decreased by 4.48 pércentage points
(95% Cl, -8.26 to ~0.69; P=0.02), a relative re-
duction of more thin 80%,

ADDITIONAL GUTCOMES ,

Table 5 shows the effects of Medicaid coverage
on health care utilization, spending on health
care, preventive care, access to and quality of care,
smoking status, and obesity. Medicaid, coverage
resulted in an increase in the number of prescrip-
tion drugs received and office visits made in the
previous year; we did not find significant chang-
esin visits to the emergency department or hos-

pital admissions. We estimated that Medicaid cov-
erage incréased annual medical spending (based
on anedsured use of prescription: drugs, office
visits, visits to the emergency department, and
hospital admissions) by $1,172, ot about 35% rela-
tive to the spending in the control group; Medic-
aid coverage also Jed to increases in somie pre-
ventive care and screening services, including
cholesterol screening (an increase of 1457 per-
centage points; 95% CI, 7.0 1o 22.04; P<0.001)

' and improved perceived access to care, inchiding
2 ysual place of care (an increase of 23.75 per-

centage points; 95% CI, 15.44 10 32.06; P<0.001).
We found no significant effect of Medicaid cover-
age on the probability that a person was a smok-
erorobese. ' &

DISCUSSION

This study was based on mare than 12,000 in-

person interviews conducted approximately 2 years

after 2 lottery that randomly assigned access to
Medicaid for low-income, able-bodied, uninsured
adults ~— a group that comprisés the majority of
persons who are newly eligible for Medicaid un-
der the 2014 expansion.?? The results confirm that
Medicaid coverage 5ncf¢ased overall Hcaith care
utilization, improved selfreported health, and re-
duced financial steain; these findings are.consis-
tént with previously published results based on
mail surveys conducted dpproximately 1 year af
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EFFECTS OF MEDICAID ON CLINICAL OUTCOMES

Tebite 4, Mean Values and Absafmeycﬁange m Financ,ia!yﬂardéhip with Med:cald Cdiljeiige.‘?' :

' MeanValuein  Change with Medicaid
Variahle Control Group Coverage (95% <y P Value
Any out-of pocket spending 8 538 =15.30 (232810 -7,32) <0.001
Amount of out-of-pocket spending (§) 552.841215 21535 '(—408.75 to ~2195) 003
Catastrophic expenditures £4)% 5.5 ~4:48 (826 to f6.69) 802
Any medical debt (%) - 568 1328 (-21.59 10 ~4.96) 0.002
Borrowed money to pay bills r skipped payment (%) 244 ~14.22 '(--2;.021:"7»%7,»@3) L <0001

sneans. The effect of Medicaid coverage was estimated with the use of two-stage feast-sq
‘gression. All regressions include indicators for the mimber

* Plus—minus values ave weighted means £5D. Where means dre shown without standard devistions, they‘are weighted
o o d BT E

[N}
apie-re-

of househiold members or the lottery list, and a!'f,siéndard

errors were clustered on housebiold. All analyses were weighted with the use of sutvey weights. The sample was all

12,228 survey respondents.

T For variables measured as percentages, the change is expressed as percentage points. .
¥ Persons with catastrophic expenditures had out-of pocket medical expenses that exceeded 30% of their household income,

ter the lottery.* With these new data, we found
that increased health care utilization observed at
1year persisted, and we present new results on the
effects of Medicaid coverage on objectively miea-
sured physical health, depression, condition-gpe-~
cific treatments, and other outcomes of interest.
Medieaid coverage had ne significant effect on
the prevalence or diagnosis of hypertension -or
high cholesterol levels or on the use of medica-
tion for these conditions. It increased the prob-
ability of a diagnosis of diabetes and the use of
medication for diabetes, but it had no significant
effect on the prevalence of measured glycated he-
moglobin levels of 6.5% or higher. Medicaid
coverage led to a substantial reduction in the risk
of a positive screening result for depression, This
pattern ‘of findings with respeer to- clinically
mmeasured health — an improvement in merital
health but not in physical health (Table 2) —
was mirrored in the self-reported health mies-
sures, with improvements concentrated i mental
rather than physical health (Table 3). The improve-
ments appear to be specific to depression and
mental health measures; Medicaid coverage did
not appear'toledad t6 an increase in self-reported
happiness, which is arguably a more genetal mea-
sure of overall subjective well-being.
Hypertension, high' cholesterol levels, diabe-

tes; and depression are only 2 subgroup of the set

of health outcomes potentially affected by Med-
icaid coverage. We chose these conditions because
they are important contributors to morbidity and
mortality, feasible to measure, prevalent in the
low-income population in our study, and plausi:
bly modifiable by effective treatment within a

Z-year time frame232% Nonetheless, ouf power
to detect changes in health was limited by the
relatively small numbers of patients with these
conditions; indeed; the only condition in which
we detected improvements was depression,
which was by far the most prevalent of the four
conditions examined, The 95% confidence inter-
vals for many of the estimates of effects on in-
dividual physical health measures were wide
enough 1o include changes that would be consid-
ered clinically significant — such 2s a 716-per-
centage-point reduction in the prevalence of hy-
pertension. Moreover, although we did not find
a significant change in glycated hemoglobin Jev-
els, the point estimate: of the decrease we ob-
served is consistent with that which would be
expected on the basis of our estimated increase
in the use of medication for diabetes; The clini-
cal-trial literature indicates that the use of oral
medication for diabetes reduces’ the glycated
hemoglobin level by an average of 1 percentage
point within as short 2 time'as 6 fhonths.®* This
estimate from the clinical lietature suggests
that the 5.4-percentage-point increase in the use
of medication for diabetes in our cohort would

- decrease the average glycated hemoglobin level

in the study population by 0.05 percentage points,
which is well within our 95% confidence inter-
val. Beyond issues of power, the effects of. Medicaid
coverage may be limited by the multiple sources
of slippage in the connection between insurance
toverage and observable improvemients in our

health metrics; these potential soutces of slip-:

page include access to care, diagnosis of undet-
lying conditions, prescription of appropriate med-
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Fubie & Mean Values and Absd_@te Changein Heahb Care Utilization and Spending, Prevéntive Care, Access
to and Quality of Care, and Smoking and Obesity with Medicald Coverage.* ) '
S o Mean Value in Change with Medicaid
Variable Contiol Groip Coverage (35% Ciiy P Value
| Utilization: {no. of visits or medications) ]
Curtent prescription drugs. 18228 066 (0:21ta 1.13) .004
Office visits in past 17 mo 554116 2.70 (091 10 4.49) . 0.003
Outpatient surgery in past 12 mo 0.1:04 0.03 (-0.03 t0 0.09) 028
Emergency department visits in past 12 mo 10170 0.09 (-0.23 10 0.42) 0.57
Hospital admissions in ézsti.n mo 0,2:0.6 0.07 ‘(-50.03 10 0.17) 0.17
‘Estimate of annual health care spending ()3 3,257.3 L7063 (19935 102,14391)  0.018
Preventiv care in past12 mo %) » T
Cholesterobleve! screening X 272 . - 14.57 (709 to :22,,0‘4)' <0.001
Fecal accult-bload test in persons 550y¢ 19,1 | 126 (:944 10 11.96) 0.8
‘Ccloﬁoscbpy in persons 250 yr 1034 4.19 (-425 to 12.62) 0.33
Flu shot in persons 250 yr 355 574193110783y 041
Papanicolaou'smearinwomen . ' ;1{,9 ‘ 1444 (2640 620 . . 0016
Mammography in women 250y 29 2967 (31960 47.37) 0,001
PSAtestinmen 250y - 214 1918 (1M4103721) - 0037
Perceived access to and quality of care {3} ’ .

' Had a usual place of care i 461 23.75 (1544 t0 32.06) <0.001
Received all needed cate in past 12 o 610 1143 (3620 19.24) 0.004
Care was of &gh qu‘a!&y,'?f received, in past 12 oo 7‘78.4‘ 7 985 {¢.71t0 1700) ) O;OO‘/ .

Smoking status and obesity 19%) » ) o )
Current stmoker ' Q8 558 (-2.541013.70) 018
Obese , , 415 .0.39(-7.89ta 8.67) 0.93

* Plus-minus values are weighted means 25D, Where riieans are shown without standard deviations, they are weighted
means. The effect of Medicaid coverage was estimated with the use of two-stage Jeast-squares instrumental-varizble re-
gression. All regressions include indicators for the number of hiousehold members on the lottery list, and all standard
errors were clustered on household. All analyses were weighted with the use of survey weights. The sample size was slf
12,229 sinvey vespondents. For some prevention measures, the sample was limited to the 3374 suirvey respondents who
were atleast 50 years of age, the 1864 female survey respondents who were al least 50 years of age, or the 1509 male sur-
vey respondents. who were at least 50 years of age. The sample for quality of care was limited to the 9694 suryey respon-
dents who received care in the previous 12 months. PSA denctes prostate-specific antigen. L ;

1 For variables maasured as percentages, the change is expressed as percentags points. L . :

JAnnpal spending was caleulated by multiplying the numbers of prescription drigs, ‘office visits, visits to the emergency

depanmient, and hospital admissions by the estimated cost of each: See the Supplementary Appendix for details:
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ications, compliance with recommendations, and
effectiveness of treatment in improving health.””

Apticipating limitations in stadstical power, we
prespecified analyses of subgroups in which ¢f
fects might be stronger, including the near-elderly
and persons who reported having received a di:
agnosis of diabetes, hypertension, a high choles-
terol level, a heart attack, or congestive heart
failure before the lottery. We did not find sig-
nificant changes in any of these subgroups. To
try to improve statistical power, we used the

NENGL| MED 368,18

Framingham risk scote 28 2 summary measure.
This allowed us to reject a decrease of more than
20% in the predicted 10-year cardiovascular risk -
or a decrease of more than 10% in predicted risk
among the participants with high-risk diagnoses
before the Jottery. Our results were thus consis:
tent with at best limited improvements in these
particular - dimensions of physical health over
this time period, in centrast with the substantial
improvement in mental health. ‘
Although changes in health status are of grear
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interest, they are nof the only important poten-
tial benefit of expanded health insurance cover-
age. Health insurance is a financial product that
is aimed at providing financial security by pro-
tecting people from catastrophic health care ex
penses if they become injured or sick and ensiie-
ing that the providers who see them are paid). In

our study, Medicaid toverage almost. completely -

eliminated catastrophic outwof “pocket. medzcal
expenditures.

Our estimates of the effect of Medicaid cover-
age on- health, health’ care utilization, and finan-
cial strain apply to able-bodied, uninsured adults
with incomes below 100%of the federal poverty
level who express. interest in insuratice coverage
= & population of considerable intérest for
health care policy, given the planned expansion
of Medicaid. The Patient Protection and Afford-
able Care Act of 2010 allews states to extend
Medicaid eligibility to all adults with incomes of
up to 138% of the federal poverty level. However,
there are séveral important limits to the general-
izability of our findings. First, the low-incoine
uninsured population in Oregon differs from
the overall population in fhe United States in
some respects, such as the proportions of per-
sons who are members of racial and ethnic mi-
nority groups. Second, our estimates speak to the
effect of Medicaid coverage on the subgroup of
people who signed up. for the lottery and for
whom winning the lottery affected their cover-
age status; in the Supplementary Appendix we
provide sonie additional details on the character-
istics of this group. Medicaid coverage may have
different effects for persons who seek insurance
through the lottery than for the general popula-
tion affected by coverage mandates. For exdample,
persons who signed up for the lottery may have
expected a greater health benefit from insurance
coverage than those who did not sign up. Of
course, most estimates suggest imperfect {and
selective) Medicaid take-up rates even under man-

dates.®® Third, the newly insured participants in
our study constituted 2 small share of all unin-
sured Oregon residents, hmmng the system-level
effects that insuiing them might generate, such
as strains on provider capacity or investment in
infrastructure. Fourth, we examined: outcomes
in'people who gained an average of 17 months
of coverage (those insured through the lottery
were 0ot necessarily covered for the entire study

‘period); the effects of insurance in the longer

nin may differ, -

Despite these hmxtatxons, our study provides
evidence of the effects of expanding Medicaid to
low-income adults on the basis of ; 4 randomized
design, which is rarely available in the evaliiation
of social insurance programs. We found that in-
surance led to increased access toand vtilization
of health care, substantial improvements-in men-
tal health, and reductions in financial strain, but
we did not observe reductions in  measured
blood-pressure, cholesterol, or glycated hemoglo-
bin levels.

The findings and conclusions expressed in this. asticle are
solely those of the authiors and do not nécessarily represent the
vigws of the funders.
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Northeast Ohio Medicaid Expansion  Goalition

Medicaid Expansion: Reduce Uninsured and Provide Ccverége to Ghio Veterans

Thousands of Ohio veterans—and their families—could gain health insurance and improve their
heatth and well-being if the state makes the right decision to move forward with the Medicaid
expansion now under consideration in Columbus,

Despife having put their health and lives at risk while serving in the armed forces, 1.3 million
U.S. veterans—including 52,000 in Ohio—Iack health insurance. Nationally, almost half of these
veterans would qualify for coverage if all states expand Medicaid eligibility, a proposal currently
included in the Kasich Administration’s FY 2014-2015 budget proposal as a result of options
provided for in the Affordable Care Act. Close fo 26,000 Ohio veterans without insurance could
qualify for Medicaid coverage if the state expands. Their spouses could gain needed coverage

as waell,

Ohio Veterans and their Families Could Benefit from Medicaid Expansion
Category Number Newly Qualified for Medicald™
Uninsured Veterans 52,000 48.8%

Uninsured Family Members of 35,000 35.5%
Veterans
Veterans w/ VA Coverage Alone 37,000 51.9%

Most people believe that veterans ean receive health care through the US Department of
Veterans Affairs (VA), however that is notthe case. Only about 37percent of the country’s more
than 22 million veterans’ receive health coverage through the VA, Not all veterans can receive
these benefits. Eligibility is determined by active duty status, condition of discharge, iength of
service, income level and otherfactors. Only in limited circumstances are veterans’ spouses

and families -able to access VA health care.

Veterans without health insurance often have medical problems, many of which go untreated:
s One in three uninsured veterans report having at least one chronic health condition.

Roughly 15 percent report being in only fair or poor health,

More than 15 percent face significant physical, mentai or emotional problems.

Over 40 percent report having unmet medical needs.
Roughly one third of uninstred veterans have delayed seeking needed health care due

fo cost.

& 8 0 9

Jennifer Haley and Genevieve M. Kennsy, “Uninsured Veterans and Farnily Members; Who Are They and Wheis Do
They Live?," Urban Institute, May 2012, htm://www,'awif.orq/cc'mfen:/danﬁarm/re;rmrtsfremris/zﬁ‘z2/rwﬁ?3036L

Kenneth W. Kizer, "Veterans and the Affordable Care Act," Journial of the American Medical Assaciation (February
22,2012, pp 783%-790.
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Analysis of the 2008-2010 American Commaunity Survey
(ACSYindicates that 535,000 uninsured veterans and 174,600
uninsured spouses of veterans—or four in 10 uninsured veterans
and one in four uninsured spouses—have incomies below 138
percent of the federal poverty Jevel (FPL) and could qualify for
Medicaid or new subsidies for coverage under the Affordable
Care Act (ACA). Most of these uninsured—414,000 vetetans and

if their state &panﬂs Medicaid. However, fewer than half live in
states in which the governor supports their state partxc:panng in
the expansion, while the majority live in stdfes that have chosen

- not to expand Medicaid or have not yet decided whether to

expand. The extent to which pnifisired veterans and theis famiily
tembers with iricomes below the FPL will have access fo new
covetage options unider the ACA will depend on Whéthclf they

; 113,000'spou5es—have incomes below 100 percent of PFL, 4nd
. will therefore only have new coverage options under the ACA

live it 2 state that adopts the Medicaid expansion.

Infroduction

The ACA 6f 2010 includes s Medicaid
expansion, new health insurance
exchanges and subsidies for coverage,

and an individual mandate; all of which

 are designed to reduce the number of

individuals who lack health insurance
coverage. According to estimates from

the Congressional Budget Office; full N
implementation of the ACA, including the
Medicaid expansion, would ciit in Half the
number of uninsured in the nation* At this
point, however, it is tiot clear how many
states will choose to expand Medicaid,
‘which became 2 state option in Junie 2012,
While governors in 25 states so far have
said they support their state participating
in the expansion, 14 havé indicated they
oppose participating, and the remaining
have not'made a firm commitment one
way or the other? ‘

A number of studies have examined the
cost and coverage implications of state
decisions to adopt the ACA Medicaid
cxpansion.” In this brief, we examine the
siumber of uninsured veterans.and family
menabers nationwide, and assess-both
nationally and i each state~how many
uninsured veterans and their spouses could
gain Medicaid coverage under the ACA.
This analysis builds on ot prior fesearch;
which found that over a million nonelderly

veterans--or one in 10 veterans under age
65-and nearly 2 million of their family

‘members lacked héalth insurance coverage

nationwide,

Veterans often have distinet health care )
needs and health insurance options. While
health care through the DepaMent of
Veterans Affairs (VA) is available to many
veterans, priorify and access are based on -
servicerelated disabilities, income level,
and other factors® This means that many
Iow-income veterans are :Iigfb{c: for VA
health care, but lack of proximity to VA
facilities orlack of keiowiedge that VA

care is available could keep some eligible
veterans from enrolling. While the VA
provides health care for certain cligible
beneficiaries of veterans, VA cate is ot an
option for other uninsured family members
of veterans. Coverage through Medicdid or
the Children’s Health Insurance Program
(CHIP) is.currently available to some
veterans and family membess whe have
low incomes, but Medicaid eligibility

for adults is quite Timited in miost States:
the median income efigibifity level for _
parentsisjust 61 percent of FPL; and

only nine states offer comprehensive
Medicaid coverage t6 nondisabled,
non-pregnant adultswithout dependent
children.” Under the ACA, Medicaid

e

Robirt Wood Johnson Foundation

eligibility for adults would be expanded
10138 percent of FPL ($15,415 foran
individual, $26,344 for a famnily of three
1n 2012), which represents a substantial
eligibility expansion ini most states.

While the Medicaid expansion dand
other coverage provisions in the ACA
werenot desipned specifically to target
uninsured veterans or their families and
would not change the VA% health care
system,® they offer new coverage options
to-veterans and their families? In states
not expanding Medicaid, those with
incomes of 100 to 138 percent of FPL -
could qualify for exchange subsidies if
they do.not have access to affordable
employer-sponsored insurance (ESD,
but indsviduals with incomes below 100
percent of FPL would not be eligible
for subsidies for exchatige coverage.)?

In our prior research, we found that néarly
half of uninsured veterans and about 2
third of their family members had incormes
below 138 percent-of FPL; and thus would
be eligible for Medicaid coverage under the
ACA if their state were to expand." In-this
brief, we present updated national estimates
of the number of uninsured veterans and
family members in various income groups,
and examine the number of veterans and
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in Medxcaxd nder tbe ACA
@aﬁa and Methods

Data Som'cc. Thcse est:mates ate derived
from the ACS, an annual survey Selded
by the U.S. Censis Bureay, !t The ACS
includes 4 simple from each county in the
nation and uses a tmixed-mode approach
to achieve a response ate of 98 percent
We combine the 2008, 2009, and 2010
samples § fora total of approximately 35,000
uninsured veterans and 29,000 umnsured
family members

Id’m&ﬁmtcm of Veterinr and Tbnr
Family Membiers. Nonelderdy veterans

ate 1dennﬁed as those ages 19 to 64 who
had ever served on active duty, but are

no longer sexrving. Nonelderdy spouses of
veterans are those ages 19 to 64 who are not
veterans, but who live in 2 household with
a 19-'to 64-year-old veteran who is their
spouse; children of veterans are those age
18 or younger who live in a household
with a 19-to 64-year-old veteran who is
their biological parent, adopuve parent

or stepparent.’

Identfmm of Insurance Status,
Respondents identified coverage of each
individual in their households by the
following types of health insurance or
healthplasis at the time of the survey:

2, Tusurance through 2 current or former
employer-or ustion {of this' persott or
another family member);

b. Insirance purchased directly from 2n

insurance company (by this person of
another family member);

¢ Medicite; for people 65 or older, or
people with certain disabilities;

4. Medxcaxd, Medxcai Assistance; 0t 4ny
kind of government-assistance plan for
those with low Incomes or a disability;

e. TRJCARE or other mi}ifa'ryrheafth care;

f. VA {including those who have ever used
or enrolled for VA health care);

g Indian Health Service; and

k. Any other type of health insurance or
health coverage plan (respondents are
asked 16 specify).

Tonot havmg coverage under categones a

through £ (or:zecoded to another category
from the write-in option, ¢ategory h) are
considered uninsured.¥ Thus, we dlassify
veterans as umnsurcd 1f they report:

neither usmg VA services nor having
comprehetisive health insutance coverage.
Althoughi some uninsured vétéranis could
qualify for VA health services, the available
data 86 not indicate how many vninsured
veterans could enroll irr the VA health care
system or five near a VA hiealth care facility;
nor why they do not-report using VA care.
Following prior research, veterans reporting
only VA coverage are considered insured. ¥
{Although veterans enrolled in VA health
care receive services through the Veterans
Health ‘Administration, we refer to this as
VA coverage to remain consistent with the
term used in the ACS questionnaire.)

Tdentification of Income Groups; Income
is categorized based on how it will be
calculated under the ACA, defined as the
ratio of modified adjusted gross income
{MAGI) relative to the poverty guidelines.
We examine three income groups based on
their potential eligibility for Medicaid or
other subsidized coverage under the ACA:
(1) those below 100 pescent of FPL who
would be eligible for Medicaid coverage
under thé ACA'f their state ‘expands
Medicaid, but would not be eligible for
exchange subsidies if their state does not
participate int  the expammn, (2) those
between 100 percent and 138 percent

of FPL, who would also be eligible for
Medicaid coverage under the ACA if their
stite expands, bist who would be eligible
for cxchange subsidies if their stafe does
not expand Medicaid, ‘and they do not
have access 10 affordable EST; and {3) those
above 138 'percenit of FPL 1 f

State Medwqtd Expmgon Status. In
addition to presenting estimates of
uninsured veterans and their sponses in
each state, we categ‘qriie states info three
groups according to their governors” stated
plan as of Pebruary 26,:2013, to expand -
Medicaid in'2014: (1) the 25 states whose
governors have anpounced they support
participating il the Médicaid expansion;
(2):the 14 states whose governors have
announced they oppose participatinig in

£ 12 statcs whose guvemors’havc hot made
ia firm comztment to

Addzaomzl Amr{ym. We also present
findings o access 16 care dxﬁfercnces
between vninsured and insured veterans
and family members of all income groups
using another data source, the 2009 and
2010 National Health Interview Survey .
(NHIS). Details on these measures are

- available in a prior report.’?

Hesits

 Nunher qf lfmmred Veterans and

Fanily Members, Tsble 1 presents the
number of uninsured veterans and fazmly
members overall and by income group.
Natxonally, there are 1.3 million uninsured
nonelderly veterans, While vetérans

are Jess fikely to be uninsured than the
population as 2 whole, approxunately one
in 10-veterans in the nation lacks coverage
(data not shown).”® Nearly one-third of
theseuninsured veterans, or 414,000, have
incomes below 100 percent of FPL, another
121,000 are between 100 percentand 138
percent of FPL, and the remainder dre
above 138 percent of FPL. Therefore, mote
than fourin ¥0=or an csﬁx‘nate’d 535,000
uninsured veterans—have mcomes below
138 percent of FPL and could be eligible

* for Medicaid under the ACA if their state

participates.in the Medicaid expansion:
This is in line with estimates for the
population a5 & whole, which indicate that
almosthalf of all nonelderly uninsiired

liave incomes below 138 percentof FPL

and could qualify for Medicxid under the
ACAZ The Medicaid expansion constitutes
a substantial increase in Medicaid eligibility
for uninsared vetérans since only an '
estimated ofie in’ 10 uninsured vetérans
could Gualify for Medicaid under corrent
eligibility rules {data not shown)# Of the
half-million uninsured véterans who would
be potentially Medicaid eligible under the
ACA, three-quartess hidve | mcomes below
100 percent of FPL and would not qualify
for exchange’ subsidies if their state does
not expand Medicaid,

Of the 645,000 uninsured spouses of
veterans, 113,000 are bélow the FPL and
another 61,000 have incomes hetween 100
percent and 138 percent of FPL, indicating

Timely Analysis of immidiate Hedith Poticy fssues 2
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by Income Group, 2008-2010

Tadble: v: Kutrmiber of Uninsured Veterans and Family Members,
[ o ] emme T e T e

" Motes: Nonglderly spoises of velors

1208

75 2 108 8% 1910 64 who are ot veterains but ho foe n & housotols 2 19- 0 B4-yoar-0id veleran who i thet spouse, Chidien of velerans are thoge
18 or younges whe Hive Ina ousehold with 3 13- to 64-year-oid veteran who is thelr blofogical, adbitive, or stepparent, . e b

Source: Based o 20082010 Americar Epmmunily Survey data from the integrated Public Use Mictadata Serles. Estimates refiect addRionat Urban institute adjustments o Sovetage stalis,

that more than one-quiarter could qualify
for expanded Medicaid under the ACA~
mutch higher than the estimated 9 percent
whe ate eligible under carrent rigles {data
not shown). Tiwo-thirds of veterans’ spouses
who could qualify for expanded Medicaid
under the ACA would siot be ‘eligible for
exchange subsidies should their state not
expand Medicaid, and since most spouses
of veterans likely do not qualify for VA
coverage, most would niot have other public
or newly subsidized coverage options.

An additional 318,000 children of veterans
are uninsured. Because Medicsid/CHIP
eligibility for children is more expansive
than it is for adults, a miich larger share of
these children are currently eligible; and
their eligibility is not dependent on states’
decisions regarding the Medicaid expansion
under the ACA 2

Variation Acvoss States and Stats
Groupings. Table 2 presents estimates of
veterans in these income groups acsoss
states. Seven states (California, Blorida,
Georgla, Michigar, Noith Carolina, Ohio,
and Texas) are home t0.43 percent of all
poorvininsured veterans, or more than
175,000 uninsured veterans, Each of these
states has more than 15,000 poor wninsured
veterans; California, Florida, and Texas
each have more than 30,000 uninsured
veterans with incomies in this range. An
additional 51,600 veterans between 100
percent and 138 percent of FPL five in
these seven states,

When we tategorize states according to
their gavernoss® support for, or epposition
to, the ACA Medicaid expansion, we find
that 196,000 unintsured- vetérans helow
100 percent of FPL atc ifyoné of the 25
states whose governors have committed
to expanding Medicaid, while 144,000 are

in one of the 14 states committed 1o sit
expanding Medicaid, and 74,000 are in

one of the 12 states that are undecided. All
together, an estimated 218,000 unihsured
veterans with incomes below 100 percent
of the FPI~or 53 percent of the nation’s
poor uninsured veterans=are in states that
may 1ot expand their Medicaid programs,
and thos would ot qualify for any new
subsidies for coverage under the ACA if
their states choose not to expand Medicaid.
An additional 66,000 veterans with incomes
between 100 percentand 138 percent of
FFL in states in which the governor opposes
the expansion or are undecided could
qualify for Medicaid if their states choose
0 expand, but would only have access to
sxchange subsidies in the absence of an
expansion.

Unénssred Spowses of Veterans, As with
the veterans themselves, uninsured spouses
of veterans in these income groups are
concentrated in certain Jarge states (Table
3). In addition, 6f the 113,600 poor
uninsured spoyses of veteratis, 64,000 are
in stdtes whose administrations oppose
participating in the Medicaid expansion or
afe indecided about whether to participate,
and an.additonal 35,000 with incomes
between 100 percent and 138 percent of
FPL are in these states 2 Thus, 2 majority
of veterans’ spouses who could qualify for
expanded Medicaid coverage under the
ACA live in states that may not expand,
and,-as is the-case for the uninsured
population as a whole? mest of these ar¢
below 100 percent of FPL and therefore
would have no new coverage optionis under
the ACA if their states do not expand.

Aecess to Care, According to the 2009
and 2010 NHIS, uninsurance among
veterans-and their family members at alf

income levels is associated with greater
problems accessing health care {Table 4),
For instarice, ambng uninsured veterans,
412 percent reported they had unsmet
health needs in the priot yéay, coripared
with just 12.7 percent of insured veterans.
One-third of uninsured veterans (33.7
percent) had delayed care dueto cost,
compared with just 8.4 percent of insured
veterans. The same patterns held trae for
veterans’ uninsured family ‘members, with
54.8 percent reporting et needs, and
441 percent delaying care due 1o cost—
siguificantly higher than among instired
faniily members of veterans, '

Discussion

Nationally, an estimated 535,000 uninstired
veterans have incomes helow 138 percent of
FPL and could qualify for coverage under
the ACA if their state expands Medicaid,
Three-quarters of these—tver 400,000-hiave
incomes below 106 percent.of FPL and
woutld not be eligible for new exchange
subsidies; that group will qualify for new
coverage options under the ACA only if
their state expands Medicaid, Howé\(er, .
over half of these tininsured veterans live
itystates in which the governors-have
indicated that they are niot intending to
expand Medicaid in 2014 or are undecided
about whether to expand. Jfali states were
to expand Medicaid under the ACA, four
ins 30 -unitisured veteratis and one in four .
uninsured spouses of veterans could gain
‘Medicaid coverage,

Beyond the Medicajd expansion, the
health insurance coverage and health cate
access of veteraris will likely be affected
by other policy changes in the coming
years. In pasticular, the implementation
of other ACA provisions—such as the “no

e Tipvady favalyels ot bmmesiate Haﬁﬁh Policy Isties &
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Table 2: Number of Uninsured

terans (19-64), by Income Group, State, and

ACA Hiedicaid Expansion Group, 2008-2010

: 28 UED8
Coloradn 255 75 28" 166
Connecticut 73 23 REL 37
Delawats 35 07 05 23
District of Colurnbia 18 0.8 0.14 0.7#
Flolda 1037 323 89 625
Hawali . - 38 15 03¢ RE
ok 41.9. 144 32 243
Maryland .~ 177 55 1.1 1038

_Massachusetts 78 22 048" B2
Michigan 443 153 48 263
Minngsola - 155 45 68 19,1
‘Migsouri 309 93 35 182
Montana - 82 34 064 52
Nevada . 159 45 1.5 99
New Hampshire 62 10 054 47
News Jersey - . 182 58 15 118
Ngw Mexico. 126 41 1.1 74
North Dakota 17 D44 034 16
Ohig - 516 184 62 27.1
Shods igiand 34 0.8 03¢ 23
Verinont . 18- 03¢ 024 1.3

Washington
e

138

36.6

Aabama 268 106
Geongia 56.3 204 314
idatio 10.6 30 62
lowe 301 32 63
Lolslana 262 74 153
Maig - 75 18 49
Mississippi 162 59 80
Nosth Cargling 527 174 205
Olahorma’ . 264 74 16.5
Pensgylvania 455" 147 264
__South Carofing 89 45 158
Soith Dizkota 41 1.3 28
: 814

Tekos
Wisconisin -

Aaska 64 18 064

fidiana - 310 102 35 7.3
Kansas 14:4 45" 1.1 88
Kentucky 208 74, 21 e
Webraskd 55 16 05# 45
New York 383 108 38 239:
QOregon 260 8.2 26 15.1.
Tonnessse 5.3 118 38 196
Utah 98 32 . 05 60
Virginia 321" 36 27 198 .
WestVirginla 113 35 18 50
Viyoming 42 06# 068 29

Hotes: % indicates the sﬁndafd eioris greater than ) pescent of the estimate and should be inferpreted with caution ACA Medicaid

(Feb. 26, 2013) and inicate govembrs' glated positicns on patticipation in the ACA Medicaid sxpansio. ]
Source: Based on 2008-2010 American Community Survey data fiom the Integrated Public Use Microdata Serles. Estimates sefisct sdditional Urban Institisfe adjustma’lﬂs 1o toverage status,

expansion groups are derved from The Aduisory Soard Gompany
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Table & Rumber of Uninsured Spouses of Velerans (16-64), by Income Group, State, end
ACA Wedicsid Expansion Group, 2008-2010 '

102
. ] D B Az TR 2.7 282
Colifornls 475 Y 354
Colorado . T 4 2 R 230 87
f¥ i 27 . 054 28
Dsk . 16 024 14
District of Columbla ) K 0.0 814
Florida Ll K By R L) BE
Hawail . : ) 15 . : 048 19
Linols . . 178 . 30 135
Maryiang L 57 .- 5 108 48
Massachiusetis i ] = 19 0 RET] 15
#ichigan e o ’ 188 ) 37 14.2
Minnesota - * SO . 8p i T 66
Missourh A TR 32 122
_Montgna . ) o 45 ) 0.8 T
Nevada - ... - . 78 s $200 00 60
New Nampshire ] . 41 o D3# - 32
New Jossey ) 7.6 0.8 . 62
New Mexico 52 - 0.8 38
North Dalotd b 088 - 004 07
Ohis . S : 240 . 38 16.8
Rhodglsiand- - - - s 14 » 0.3% 10
Vermont <. L L 11 e : 1.0
Washington - - : .
Opgose Médical
1. Babama ;
Gepigia . : L . 203
{daho ) ) ) 58 B 120 044 o eg
fowa ‘ o L i L R k CiTgh : 05 36
Lindsiana o ) B 3T 240 R 16 ) 87"
Matne 2. 0 g 05¢# 65 i 22
fhississipp! o R , B 89, B 23 ‘ 1.0 O
_North Carofina : ) 291 ) 51 33 . : 20.7
Oldatioma f ‘ s N 157 26 e 16 L 114
Pennsylvaniz : ; i 187 - 32 ) 15 3 148
South Carolina” - . ) 150 . : 31 . 18 101
South Dakota . : ‘ 24 O 05% : L02¥ - A
; e o 734 " 18 A 65,

k1 ;
31 ) . : e 024 g 28
Indiana : s : 153 .31 ‘ 18 b0
Kansay - o : ’ ‘ i 57 . 1.2 ‘ 05 b T T e
Kentucky B Ciit i 133 3 L3 0. : 81
Nebsaska e S 380 . U pAR : 044 . 28
NewYork . s 1438 T % 11 i 119
Oregon L - : (124 : 27 e 15 : B4
Tennesses o 168 . - 36 i 16 118
Uh j e 51 . DB . 028 . 41
Virgiia .. . o 149 N 27 ] 4. . 108 °
Wast Virginia . 72 15 ) . 11 ) 46
Wyoming ) 18 034 824 1.5 ]

Hotes aneldelly spouses of veterans are those ages 191 64 who are fot veterans bi who live in a household with 3 19- to 64-yearold veteran who s their Spause. # indicates the standard errer
Is greater than 30 percerd of the estimate and shouid be interpreted with caution, ACA Medicaid £Xpansion groups are desived from The Addsory Board Company {Feb. 26, 2013) and indicate
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Table 4: m?mei amﬁ ﬁeﬁay&d Mecﬁsmﬁ Reeds, Nonelderly ‘%{’eﬁemm and V&ﬁ@mm*

Horelderty

Family Members, @y Eﬂsﬁsm&m& smm zqmm%w
wu@m&mmﬁm sig% 2% 5B 123%
Defayed Sarg dueto Cost 7% 4% #4715 F5%

. Indicatﬁ !ha! the insured percemaga s significantly different fiom the uzunsured percentage st the 0.01 lever

wrong door” policy, whereby applications
to Medicaid, CHIP or exchange coverage
can be screened for a vatiety of health
insurance programs; the individual
mandate; and the use of irained navigatorg
to assist individuals who are seeking health
insurance coverage~could affect veterans’
entoliment in VA services by incredsing
theiy awareness of and interest in VA
services and making it-easier to enrofl
The inclusion of screening questions sbout:
veteran status on Medicaid/exchange
applications and the use of data matches
to identify and enroll eligible veterans
could increase take«up of coverage among
vetesrans? It remains to be seen the extent
to which uninsured veterans would seck
coverage through Medicaid, the VA, or
other options under the ACA, and whether
and hirw this will vary across states.

It is possible that some veterans now
enrolied in VA care ' will also envoll-in
Medicaid and use care through Medicaid in
addition 1o or instead of VA providers® Jt
is comimon for VA nsers to have other
sources of coverage,” and while conicerns
have been raised about care coordination
and contifinity of care for veterasis with
dual covérage,”® having both Medicaid and
VA cate could promote greater provider
chou:e and convenience fors Yeterans,
Pamcxpat(on in Medicaid could increase
access to carg, particularly for those in
more remote sreas without 4 VA facility
nearby. At the same time, being in the VA
systern could conmect veterans with other
benefits; such as job placement services,
educational assistance, and housing
assistance, and increase the Jikelihood that

their care meets their particular needs,
particularly related to mental and
bebavioral health services. The VAds
currently exploring how to help veterans
successfully navigate the changing health
care landscape under the ACA 3 -Given the
uncertainty ‘atound how demand for VA
services could change under the:ACA and
the likelihood that the share of veterans
with dial covérage might grov, it will be
important t6 assess the extent to which VA
provider supply meets.the demand for rare,
and to implement efforts fo reduce: . -
fragmentation of care among véterans
enrolled in both VA-and othericoverage,
such as electronic medical secords sharing,®

VA care is not an option for most
uninsured family memberss-of veterans.
Bnrollment in Medicaid and CHIP is
expected to iricrease under the ACA for
thosz who are already eligible for coverage.
This could address coverige gaps for

some family members, particularly among
uninsured children, most of whom qualify
for Medicaid or CHIP under current

law, However, uninsired spouses will

not have new public coverage options in
those states that choose not to expand.
For these uninsured, particulatly for

those with incomes below 100-percent

of FPL, access to affordable health
insurance will depend critically upon

state implementation of the Medicaid
expansion® An additional complication
for some veterans is the fact that VA care
only covers the veteran, and not additional
farmily mémbers, which may be an issue
for some families who prefer having
covérage that includes all family members,

Motes: Based en ﬁw 2009 and 2010 National Health Inferview Strvey. Indicators for unsne! needs and delayed care refer 5] pmbiem&!n access over the past 12 mnths

Those with family incomes between

100 percent and 138 percent of FPL in
states without 2 Medicaid expansion,

as well as some of those with incomes
above 138 percent of FPL, could qua!xfy
for subsidics for coverage in new health
insurance exchanges. However, eligib lity
would be conditional on nof having access
to affordable ESI, which is definedas .
having an offer of coverage for the worker
that costs less than 9.5 percent of family.
income; even if the cost of family coverage
is higher. Thus, even amorg veterans and
their family smiembers who could qualify
for subsidized coverage, some could
remiaini uninsured if they cannot afford
the available BSI for themselves or their
families. In addition, exchange coverage 1s
likely to have higher premiums, deductibles,
and out-of-pocket cost-sharing than would
be required under Medicaid.

While the ACA provides an-opportunity
for states.to dravatically reduce
uninsuranice among veterans ‘and other

uninsured adults with incomes below 138

pescent of FPL by expanding Medicaid,
states are also considering 2 number of
other issues as they debate whether to
expand  This analysis suggests that, as

is thé case for the rest of the nonclderly
unipsured, the Medicaid expansion could
Help address coverage gaps for veterans and
their family members in many states, As
with the general popu}anon uninsurance
among veterans and their family memmbers
is related to greater problemms accessing
care,” suggesting that increased enrollment
in Medicaid would increase the Jikelihood
that theirhealth'care rieeds are being met,
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parately from other income
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the estimated sumbes of uninsured veterans and

farnily members with incomes below 138 percent
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Children of veterans do not qualify for VA care,
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24

Before that though I wanted to touch ¢n
one other group that was discussed and it's those
that Mr, Dominguez talked about and that is the
active duty, individuals on. active duty.{ And that as
Jason was talking about, there are individuals
currently -- you know, this ig —- this is an issue
about national readiness and making sure beople are
brepared to go to combat. So we have General
Ashenhurst here to speak to that issue.

GENERAL ASHENHURST: President Cole,
Members of the Board, I am Deébbie Ashenhurst, thHe
Adjutant General. I command over 16,000 of your
fellow Ohio citizens in the National Guard.

It's hard to categorize how many National
Guard members would be subject to or be eligible for
this because they have to self-report if they're
unemployed. And many of our guardsmen don't report
themselves as unemployed when they're students. And
the members of this legislature are very generous
with our guards menmbers in that they pay 100 bercert
tuition 80 many of our guardsmen don't have to work,
and they do just attend school.

Well, with the federal drawdown of funds
and as the war in Afghanistan and Irag are coming to

a -- a reduction, I won't 58y a close, I have great

Armstrong & Okey, Inc., Columbus, Ohio (614) 224-9487
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concerns about the medical readiness of our service

members because throughout this war we were always in

a state of preparing ourself to go to war, the
Federal Government provided great funds to keep our
service membeéers at a pretty high state of medical
readiness.,

I'm already seeing a degredation of those
services and those contracts that were available to
our service members to keep them medically ready,
dental and medical, that T have fears that -- that
now it's going to be back on me and the cost of the
individuals, whether they have insurance or don't

have insurance, to maintain that state of readiness.,

And if post -~ or prefll is any indication of how

ready our service members are, it wasn't good. Tt

was not good.

So if a guardsman is solely reliant on

their guard pay, meaning if they are a 100 percent

paid tuition student, they go to school, and their
only income is their drill weekends and their annual
training, anybody under the grade of general officer
would qualify -~ would behefit —- could benefit from
this expanded Medicaid. Now, I would say that's not
the majority of our guardsmen, you know, the majority

of our guardsmen where they are but particularly our

Armstrong & Okey, Inc., Columbus, Ohio ({614) 224-9481
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lower enlisted, our enlisted level 1s and 2s and 3s
and 4s are the most at risk of not being employed in
some manner in which they have access to other
insurance and are most likely to suffer and that is
the majority of our service members. I can't put a
number to that, but I ¢an tell you I have fear as of
the impact of the reduction in medical services will
be.

Now, they have the ability to purchase
insurance through the military through Tricare. It's
$52 a month. For some reason it's that same category
cf young people that don't think they need to buy

insurance because they are, of course, invincible.

Just ask them.

So I have great concerns. You know, I
put a number out there of 400 known that would
certainly be impacted, but I will tell you the
potential is much gfeater for our guardsmen, your
fellow Ohiocans, to be =- to benefit from this
Medicald expansion.

PRESIDENT COLE: Thank you. - Director
Plouck, follow-up on the local government impact?

DIRECTOR PLOUCK: President Cole and
Senator Sawyer, I did want to follow up on the loecal

government impact because, again, mental health and

Armstrong & Okey, Inc., Columbus, Ohio (614) 224-9481
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Commentary: Sheriff, mental health board support
Medicaid expansion

By TRAVIS HUTCHINSONandJUDY WORTHAM WOOD Published: January 20, 2013 4:00AM

As the Wayne County sheriff and executive director of the Mental Health and Recovery Board of Wayne and
Holmes Counties, we strongly encourage Gov. John Kasich and local state legislators to support Medicaid

e€Xpansion.

Medicaid expansion is eritical for Wayne County families who need improved access to behavioral health
services and will ultimately help us keep our communities safe, Expanding Medicaid will increase behavioral
health service access to Wayne County uninsured adults up to 138 percent of the federal poverty level.

Starting in 2014, federal funding will be available and pay on average 95 percent for the following six years,
therefore, providing critical funding during financially constrained times for state and county authorities, Law
enforcement in Wayne and other Ohio counties every day see the sometimes tragic connection between crime

and insufficient mental health services,

The Wayne County Sheriff's Office employs a mental health professional to evaluate incoming detained
individuals, however, additional staff and resources are needed, We also recognize that while the Mental
Health Court provides a critical role in assuring individuals needing mental health services are identified, the
imability to assure essential mental health services follow-up and treatment contributes to repeat offenders.

This creates a "revolving door" scenario that drains Jocal dollars and county resources, A better way isto
have appropriate services provided at the first offense, which requires expanded resources, access and
funding. Medicaid expansion is a pathway to this better way,

To put the need for expansion in further context, the Mental Health and Recovery Board provides funding for
services for individuals who cannot afford services. However, 30 percent state funding cuts to community
mental health in 2009-10 have not been fully restoréd, resulting in ongoing local service and program
constraints. Expansion will increase funding for mental health and substance abuse treatment, as well as
medical services for people at this income level. Increasing funding for these services is also cost-effective.

By treating mental illness in a consistent and timely manner, we will, in many instances, reduce costs
associated with related physical problems, encourage treatment in community settings and provide quality
alternatives to incarceration. We know from our mutual experience that Medicaid expansion makes good
public policy and fiscal sense from our mental health and criminal Justice perspectives, but also recognize

that expansion is important for Ohio in other ways.

Last week a collaboration of nonpartisan experts unveiled a study, concluding that expansion actually will
save the state dollars, increase jobs, particularly in the health care sector, and provide coverage to more than

400,000 Ohioans who are presently uninsured,

In conclusion, we again encourage Gov: Kasich and our state legislators to embrace the expansion
opportunity. It is a once-in-a-lifetime opportunity to responsibly improve our behavioral health services,
make our communities safer and do so in a'way that it fiscally responsible,

Travis Hutchinson is Wayne County's sheriff and Judy Wortham Waod is the executive director of the
Mental Health-and Recovery Board of Wayne and Holmes Counties.
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' cleveland.com

Could Medicaid expansion decrease drug court costs, save local
taxpayer dollars? Cleveland judge says yes.

Sarah Jane Tribble, The Plain Dealer By Sarah Jane Tribble, The Plain Dealer

Emalil the author | Follow on Twitter

on May 20, 2013 at 4:25 PM, updated May 21, 2013 at 5:56 PM

"People who are drug dependent pay for their habits with petty crimes;” Cuyahoga County Common Pleas
Judge David Matia said.

CLEVELAND, Ohlo -~ Cuyahoga County - About 1,000 péople from Greater Cléveland Congregations fisten to
Corirfion Pleas Judge David Matia : -speakers arguing for Ohic _Medicatd expansion during a January
: gathering. Greater Cleveland Congregations will carivas i Rotky”
estimates that area residents could save . River, Berea and:Solon this week this week to urge people to contact
] thelr lawmakers.in support of expansion. (Thormas Ondrey/The Plain

mitlions in local taxes if the offenders he * pPealer)
sees in drug court had health insurance, =~ e

And if Ohio were to expand Medicaid, as
being debated by state legislators, many of the defendants in his court would qualify for the state and

federal health insurance program for the poor.

Matia believes the cost-savings would be twofold: The court could redirect the money it currently spends on
drug treatment to support services; and, he says, there would be fewer crimes; which cost individuals and
the community, because many who need ongoing medication and therapy after being released from the

Justice system would have coverage,

"People who are drug dependent pay for their habits with petty crimes. The mentally ill, who are more likely
to commit crimes of Violence when they are un-medicated, are less likely to harri you, your neighbor, your:

child or yourfriend,” he said,

Matia is'not alone in his beliefs. In Cuyahoga County, local advocates who work in mental health and
addiction services as well as hospitals and business owners supportt his contention.

William Denihan, chief executive officer of the The Alcohol, Drug Addiction & Mental Health Services, or
ADAMHS, board of Cuyahoga County said he would welcome redirecting the county tax dollars now used to
pay for drug treatment. Other areas he said could use additional funding include housing, prevention
services, employment training, some detoxification services, and peer support programs,

Last year, Cuyahoga County taxpayers spent an estimated $5.8 million on 2,100 people who, under
expansgion, could qualify for Medicaid and needed services because of drug addiction or mental iliness,

Denthan said.

h'ttp://blog.cleveland.com/healthﬁimpact/print.html?entry=/20l 3/05/could medicaid_exp... 11/2072013
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Could Medicaid expansion decrease drug court costs, save local taxpayer dollars? Clevela... Page2of4

Nationally, experts have studied how health coverage for those struggling with addiction and menta}
iliness could impact the trime rate and, cost taxpayers who foot the bill for courts and jails less,

Researchers at the George Washington University reported ina Novemﬂer 2012 paper that those people
released from jaif with Medicaid coverage had reduced recidivism rates and the time between offenses was

fonger than those without health care.

The researchers note that a study of jail inmates with seriotis mental illness in King County, Washington,
and Pinelias ‘County, Florida, with Medicaid coverage had, on average, 16 percent fewer subsequent
detentions, In Washington, those released with Medicaid were 60 percent more likely to get mental health
services than those who no longer had Medicaid. In Florida, inmates released with Medicaid were. 30 percent

more likely to access services,

"Although not without its challenges, extending coverage to this highly vulnerable population would result in
sighificant cost savinigs for stdtes and counties,” the researcheis wrote.

The federal Affordable Care Act allows states to chose if they want to. extend Medicaid to adults under the
age of 65, who are without any children, and earn up to 138 percent of the federal poverty fevel, That's
$15,856 for a single adult, $21,404 for a couple and $32,499 for a family of four,

The federal governmernt would pay 100 percent of the health care costs of newly qualified individuals for
three years. After that, the federal government weild cover 95 percent-and phase down to 90 percent. For
states that choose to expand, the program will take effect January 1.

Previous stories

* Ohio Senate President Keith Faber signals hope for Medicaid 'reform’ but not Kasich-style
expansion

¢« Medicaid expansion top of mind for Cleveland Clinic and other local hospitals, advocates
» Ohio Medicaid expansion stalled, new options on the table

¢ Ohio’s Medicald expansion alternative could use private insurance

¢ Opting out of Medicaid expansion may mean penalties for business, other surprises

¢ Thousands rally at Ohio Statehouse to support Medicaid expansion

Ohio is one of more than two-dozen states that are opposed to or undecided sbout whether to expand
Medicaid, Both Ohio’s House and Senate have failed to fully support-Gov. John Kasich's budget, which
includes Medicaid expansion. And, In recent weeks, the two have treated separate working committees to
explore the pros and cons of expansion. Ohio's lawmakers must vote before July 1, the beginning of the next

fiscal year, on & state budget.

Some lobbyist and political watchers predict that rather than putting Medicaid expansion in the budget; a
separate bill could be introduced fater this year. Others have begun exploring a bailet option to tet the

state’s residents vote on expansion next year.

hﬁp‘://blog(cleveland.com‘/hea_lth_impact/pﬁnt.html?entry=/20’1 3/05/could_medicaid_exp... 1 1/20/2013
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Greg Lawson, statehouse fiaison and policy analyst for the conservative policy group Buckeye Institute,
said stories of human suffering like those found in the criminal Jjustice system are compelling but he doesn't

believe offering more health insurance is the solution.

Instead, he said, there needs to be "overarching systematic reform that will offer assistance to these people,
- « there are more ways to deal with this issus than to simply say we have to expand this one program.“

As the clock ticks ona decision, local lobbying for expansion has stepped up: On Monday, community
activists held a rally at the Neighborhiood ‘Family Practice Center, a federally qualified community health
center-on Cleveland's West Side, In addition, Greater Cleveland Congregations announced that dozens of
volunteers from area religious qrganizations and neighborhood _g'roups wilf go-door te door in the legisiative
swing districts of Rocky River, Berea and Solonthis week to urge people to contact their legisiators,

Last week, Cleveland City Councilman Joe Cimperman, who said the city has passed several resolutionsin
support of expansion, held a special committee meeting. The small City Hall committee room was standing
room only with-about 40 advocates and others who might benefit from the expansion there to speak and

show support.

Donna Strugar-Fritsch, a principal with the national health policy consulting-firm Health Management
Associates, said it's difficult to predict exactly how much money would be saved if criminals had the type of

regular health care coverage provided by Medicaid.

Strugar-Fritsh said prison and jail populations nationwide are a “sick crowd” with higher rates of
hypertension, asthma and arthritis than the general population. And after being released, offenders don't
have access to ongoing care for mental and physical health problems.

"Anything that we can do that can keep people from re-entering the criminal justice system - which
Medicaid could do if it's done right -~ then it can only help everybody,” she said.

One day recently in drug court, a man in his late 20s stood in front of Matia and explained that he had been
too sick to meet with sponsors and foliow the court's detoxification program: "I've beern having a lot of pain

and just haven't been doing that well."
Matia looked at him and asked "Do you have insurance?”
The man looked straight at the judge and said, "No.”

After the court session ended, veteran case manager Dontia Woods said that if he'd had insurance, he would
have had a relationship with caregivers and could have turned to professionals for help,

"It's & huge point that people seem to overlook," Woods said.

,http://blog.cleveland,com/healthwimpact/print.hnnl?cntty=/20 1‘3/05/cou1d»_m‘edicaidhexp..,, 11/20/2013
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The suffering caused by being sick, she sald, isn't "Republican or Democratic, it's human:”

On Twitter @sjtribbie

© 2013 cleveland.com. All rights reserved.
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