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I. INTRODUCTION

Amici Curiae support the Respondents and urge this Court to deny the Relators' request

for a writ of mandanius. The Relators refer to Medicaid expansion as "the equivalent of a ticking

time-bomb for Ohio's budget" and clair:n that Medicaid expansion "would dramatically alter the

provision of health care and health care coverage in Ohio." Nothin could be further from the

truth.

To the contrary, as Governor Kasich recently succin.ctly and accurately summarized,

Medicaid expansion is about bringing Ohio money hotne to Ohio ai:id back from Washington

D.C. Medicaid expansion will retui-n nearly $14 billion in Ohio taxpayei- money to the 13uckeye

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 forefiont of achieving dramatic improveznents in care

coordination and managed care outcomes for patients while simultaneously modernizing the

prograin aiid significantly reducing the costs of plan administration. TheRelator.s' attempt to

portray Medicaid expansion as a i-un-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

adultsbetween 100% and 138% Federal Poverty Level ("FPL"). This translates to $15000.00

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 ti-ue 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 lasvful funding of Medicaid expansion in Ohio: filnding 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.

II. 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. Anlici 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 ruling 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 frozn 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 Govermnent. The
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organization is coniprised of volunteers dedicated to protecting and defending the basic values

that all Americans cherisl:i, 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 hasbeen the sheriff of Clark County, Ohio since 1987.

The Ohio Association of Community Health Centers ("OAC1-1C") is a not-for-profit

professional trade association representiiig 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 grovvth 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 wlio work in manufacturing in the state of Ohio and account for almost 17% of Ohio's

gross domestic product. Me7nber 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 terininal 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

limited to, with regard to healthcare and associated treatments and procedures. Further, The

Ohio Rigl1t to Life Society believes low-income women should have access to a priniary care

physician to receive quality healthcare.
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The Columbus Chamber of Coinmerce 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 Cotui-nbus region. It represents the interests of 2,000

member businesses and their 268,000 einployees.

Phil.anthropy 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 Ohio and to enhance the ability of members to fulfill their

charitable goals.

The Dayton Chamber of Commerce is a noti-profi't 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 Cointnerce 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 I'lans(*'OAHI'") 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.

4



1.11. ARGL'MENT

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.

Cade§5163. 03(Q. The limitation on the Director's discretion is if another Ohio statute

prohibits the extension of coverage to the "optional eligibility group" at issue. Id. Importantly,

no Ohio statute prohibits those eligible under Medicaid expansion froni 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 goverzunent 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 Departnlent of

Medicaid's request. Sectioit. 131.35 of the Ohio Revised Code expressly autllorizes any state
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agency to obtain Ohio Controlling Board au.thoi-ization "to make expenditures of any federal

funds." See Ohio Rev. Code §131.3501)(1). Furtlhermre, "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 functs 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 progranl shall not cover the group described in the Social Security Act, section

1902(a)(10)(A)(i)(VIII), 42 U.S.C. 1396(a)(10)(A)(i)(VII)." However, this provision was line-

item vetoed by Governor Kasich. Under the Ohio Constitution, a.ny 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 II, Ohio Constitution. Simply

put, the provision relied upon by the Relators is void and of no effect under the Ohio

Constitution, is not enacted Ohio law, and thus is not a nrevailin^ appropriation act. Id,

The iinproperreliefsought by the Relators would allow 6 members of the 132-nlenlber

general asseinbly to override a veto by a sitting Obio 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 governing the legislative process in Ohio.
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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 because six Tnenlbers of the

general assembly want that result. Rather, such a decision is within the sound autllority and

discretion of the Ohio Corztrollitig Board. The Relators have no right, let alone a clear public

rigllt, to have this Court order the Ohio Controlling Board to reach a different decision.

The Relators' request for a writ of mandamus niust 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, huudreds 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, wliile simultaneously not receiving billions of dollars in othei-wise available

Medicaid payinents.

The State of Ohio and local goveznnlents 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 stemnling from new Medicaid spending. See Health Policy Institute of Ohio,

'Che Ohio State University, Regional Economic Modeling, Inc., and the Urban Institute,

Expanding Medicaid in Ohio, Analysis of Likely Effects (March 2013) ("Ohio Medicaid

E.xpansion Study") (Appendix at 22). Ohio's small businesses and employers will be burdened
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with millions of dollars in penalties and exponential increases in the costs of insuring their

employees. See Brian Haile, The Supreine Court's ACA Decision and its H:idden 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

nlental health and addiction treatments and medications required to help them beat the cycle of

crizne and imprisonment. See Testijnony 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

Oliio. Medicaid expansion does not substantially alter the benefits provided by the program, but

rather expands the definition of persons witl7in 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 2013) ("HPIO") (Appendix at 32).

Absent expansion, only the following Ohioans will continue to qualify for Medicaid coverage:

(1) children and pregnant women in households eat-ning 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
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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. See 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 througll paytnents

received from the federal Centers for Medicare and .Medicaid Services. See id. (Appendix at 5).

Thereafter, the federal government will continue to fund at least 90% of non-adtninistrative costs

and expenses associated with Medicaid expansion. See id. The 90% federal funding figure is

fixed by federal statute. See id Tbe administrative costs of Medicaid expansion will be shared

equally between Ohio and the federal government, as is the case with regard to adrninistrative

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 otller states instead.

See Governor's Office of Health Transforination, Coverage Saves Jobs (Septeniber 30, 2013)

(Appendix at 102)(available

cc thtttp; //www. healthtran sformation. o hio . gov/ LinkC lick. aspx? fil eti ckel=pyzZ GSrppM4%3 cl &tab

id=160).

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

insurance subsidy program. LTnder this prograin, the federal government provides adults
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between 100% and 400% FPL with subsidies toward the payrnent of private health insurance

prenliunls if those adults either do not qualify for Medicaid coverage or do not have affordable

coverage through their respective employers. See American Acadenly of Actuaries, Implications

of Medicaid Expansion Decision on Private Coverage (September 2012) (Appendix at 107)

(available at http./Iwww.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 pai-ticipate in the subsidy progratn. 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.

ln addition, Ohio's Medicaid reforms over the past two years have been nationally

recognized fl^r leading to improved care coordination, iniproved health outcomes azid reduced

overall operating costs. See Coverage Saves Jobs (Appendix at 102). These reforms leave Ohio

perfectly 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 employtnent and Ohio earnings over the next decade. Sce

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 absent1Vledicaid expansion. S'ee id. The study concluded that Medicaid expansion

will create over 30,000 Ohio jobs between 2014 and 2022, bringing ove1- $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 1Vledicaid-eligible employees. As such,

Medicaid expansion will prevent Ohio ernployers from being competitively disadvantaged, thus

preserving and expanding the availability of quality Ohio job opportunities. The failure of

Medicaid expansion will thus cost Oliio 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 nlatter, absent Medicaid expansion, Ohio businesses and their

employees will see a significant increase in the cost of private health insurance preiniums. 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 tmplications 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 einployees are subject to penalties

if an employee goes outside of the employer's plan and instead purchases their own health

insurance througli 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

eanployers 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 $Mznillion in such penalties when the penalty provisions are fully impleinented.

See irl.(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 healtli

instirance 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 estinlated to produce a$1.7 billion increase

in tax revenue from 2014 through 2022, stemnling from increased federal spending on premiums

to Medicaid nlanaged 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%). S'eeic:i'. (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 pharniaceutical companies

participating in expanded Ohio ivledicaid. 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 significantly 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 S709 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, witl:l another $389 million in savings stemming from

additional adult mental health and addiction th-eatments becoming Medicaid-covered. See

id.(Appendix at 9).

As such, Medicaid expansion means a net gain for Ohio of over $4 billion ovetthe next

decade. See id. (Appendix at 12). Even faetoring in the estimated $2.5 billion increase to the

State d.uring this tinze 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 othenvise is unable to pay for treatinent. 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, Ohio 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 ainendments 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 payn7ent 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

einployees. SeeExcerpts from Institute of Medicine: America's Uninsured Crisis, Consequences

for Health and Healtli Cai-e (Appendix at 137-138) (available at

http:/%www.nap.edu/cataing.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:l/www.kaiserhealthnews.orgldaily-

reports/2013 /septembez/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.blooinberg.com!news/'2013-09-19/hospitals-brace-as-republicans-fight-over-

medicaid.html). In addition, as previously discussed, expanded Medicaid provides more regular

and cost-effective care for patients, ineaning less uncompensated and expensive hospital and

emergency room visits in the first place.

Along these lines, Medicaid expansion specifica.lly benefits safety net providers such as

Community Heaith Centers ("CHC"). 'These benefits in many cases flow to a11 patients, not just

those on Medicaid. Medicaid expansion funding provides the investment necessary to increase

the ilunlber 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 all specialties, shortening

wait tinies and generating a greater range of specialized care, such as oral and behavioral laealth

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

successful in blockzngMedicaid expansion funding. And, in.^.portantly, 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 othez-wise balancing budgets

without cutting programs vital to their constituents. To this end, similarly to the increased State
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revenues previously discussed, 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 icl. (Appendix at 16-17). I'hese

savings can be used by Ohio counties on other social services needs important to their

constituents.

7. Medicaid Expansion Provides lminediate 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 segmeilts of the State's popu.lation; 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 thiseategory 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, thev 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 inedical treatment until their medical conditions have significantly

deteriorated, leading to higher healthcare costs and reduced health outcomes.See Tnstitute of

IVtedicine, America's Uninsured Crisis, Consequences for I-lealth 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. Othenvise, 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 inedical 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 treatinent 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 tllat, 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%0, 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

catastrophicmedical treatments was vir-tually eliminated for those Medicaid eligible, as

compared to their uninsured counterparts. See id. (Appendix at 160).
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in shoi-t, 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 cui7:ently 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 treatlnent 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 ici. 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 successfi2l 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

progralns. 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 IJninsured. Crisis, Consequences for

Health and Health Care (Appendix at 129). Medicaid expansion reduces such risks and increases

the likelihood that children otheiNvise 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 wl:iom 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.

c. Impact On Ohio Veterairs.

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 Affoi-dable 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

httpa/www.mtsinaifoundation.or^fpdfi'Medicaid%20Expansion°io200hio%20Veterans.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 go untreated,

some of which are severe. See Robert Wood Johnson Foundation and Urban Institute, Uninsured
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Veterans and Family lVlenlbers: State and National Estimates of Expanded Medicaid Eligibility

Under the ACA (March 2013) (Appendix at 174).

One in three veterans surveyed reported afleast 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

detrinzentallveffecttroop readiness. &eExcerpts 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 fansily 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. Inlpact 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 salne is true for those suffering fiom drug and

alcohol 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

21



inability to afford proper treatment and monitoring causes additional harn-i to their minor

children, parents and other fanlilymembers 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

Anlicus Brief of The Ohio Provider Resource Association, The Ohio Council of Behavioral

Health and Fansily Services Providers, The National Alliance on Mental Health, Advocates for

Ohio's Future and The Coalition for Healthy Coinmunities discusses in greater detail the benefits

of Medicaid expansion on those currently suffering from a:nental 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 Medieaid

expansion will have on reducing crime, particularly crimes committed by young adults suftering

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 previously discussed, the expansion of Medicaid to cover poor young

adults will ensure these individuals continue to receive the treat».ents and prescriptions they

received as children covered by Medicaid. In addition, the expansion of Medicaid to cover

inpatient hospital services for prison populatioils will help ensure izunates receive mental illness

and addiction services, thus lowering recidivism rates. See The Cleveland Plain Dealer, "Could

Medicaid expatlsion decrease di-ug court costs, save local taxpayer dollars? Cleveland judge says

yes" (May 20, 2013) (Appendix at 182-185).
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Medicaid expansion ensures xnore high risk young adults and prisoners receive the

treatments and prescription drugs they need, leading to safer cominunities, 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

systein.

IV. C;ONC:LUSION

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 Departinent of

Medicaid's appropriation request to fiind 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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The Ohlo Medic, c' Ex^ansion 5tud d f'g"- 9. C^r^°^$ Mestica#cf elig#bili4trY (studyj vvas I 40ar rrr
canducted to infori , Ohio's feaders wh® must decide
whether to expand Medicaideligibiiityto Ohia
residents with Incomes up to 138 percent of the Fedetal
Poverty Levei (FPi..},1ye use two different approaches
to estimate the health coverage, fiscal and economic
effects of Medicaid expansion, but both approaches
yield the same conclusions. Medicaid expansion would: ^ zoo% firr ^
= IncreaseMedicaidenrollrrientand,withit,state a"'

Med icaid costs
Create net state budget gains for the next three
and a half biennia by generating state budget 100% rpE
savinns and state revenue that significantlyexceed
the state's cost of increased enroNment

• GaUSestate g.scaf costs and gains that roughly y,,^ ^y l
GdkfPibalance oui in fiscal year 2020 and thr=reafter

(although the state is likely to continue receiving
smal' aiet hscai benefits from expansion)

• Provide health coverage to hundreds cf tFK)usands
of Ohio residents who wo.ald oth2rsv;sc be uninsure

• Strengthen Ohio:s economy by bringing in federal
resources that have alreadybeen set aside for
Medicaid expansion, creating tens of thousands of
jobs within the state's borders

• Reduce heaiti; care costs for Ohio's employers and
eonsumers
Yield significant fiscal gains#o flhio's counties

Medicaid is a state federaf program that providcs health
coverage to people who rneetcertain criteria (see figure
1). The finar,ri ng of the prograrrr is shared between
the state and federal government through a federal
match rate knovvri as FPJiAP (Fe•derai Medical Ass;stance
Peecentage), Fni Ohio, the current FMAP is gener<,iiy
63 percent; the state pays ti-ie remaining 37 percent of
Medicaid costs. The FMAP is higher for ccrta3n beneficiary
grotips, such as children covered under the federal
Children's Hea4th Insurance Frr,gram (CHIP).

As originally enacted in March 2010, the'Fatient
Protection and Affordable Care Act (ACA) required statef
to expand Medicaid coverage to people with incomes up
to 738percent of FPL (see cha, t on page 2), According
to this federal law, the federal goverr ment wiii pay'I00
percent of the cost for people who are newly eligible
for Medicaid from 2014 to 20 i 6, gfadualty decreasing to

90 percent in 2020 and beyond. In lune 2012, the U.S.
d SUpreme Court effectively re•iacie expansion of Medicaid

under the ACA optional, rather tlian required.

The ACA also provides tax credits and cost-sharing
subsidies for people with incomes between 100 perc?nt
and 400 percent of FPL who are ineltgibie for Medica id
to purchase healthtnsJrance coverage through hea?th
insurance exchanges. Such assistance is limited to
residents who lack access to employer-sponso(ed
fnsurance (i=SI) that the ACA ciassifies as affordable.` ]f
Ohio moves forward with Aredi_aid expansion, most
Ohioans wfth )r cames up to 40U percent FPL v,rili have
access to subsidized health coverage becrinning in 2014.
IfOhio does not move forward with.Medicaid expansion,
thousands of Ohioans below 100 percent F FL will have
no subsidized coverage assistance. Citizens and lawfully
presentimrnigrants2leftwiti,outcovera e!ncisade:

adults witfiout deperident children and incomes
between U and 100 percent FPL; and
parents witi; incomes between 90and100percent
FPI:. (see chart on page 2)

The Health Foundation of Greater Cincinnatl, the Mt
Sinai Heatth Care Foundation and theGeor;e CSund
Foundation sponsored this study to provide Ohio`s
policymakers aniith neutraand independent analysis on
a key policy decision facing the state - namely, whether
to expand Medicaid eligibility. The study was conducted

t
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2013 Federol Poveety i.eveS (Fpa) Guld ePirres

Sq% '7fi % 1011-1. las'^., 2007^ 250S 400%

1 wl.•'.54 'J,341 $i 1,$90 $15,656 $22,9,WJ $28,I25 q45,960

$9926 12959 $15,510 $21,404 j.±1,020 $38,775 $62040

3 $12,499 $1i,577 $19,530 $26,951 $39,060 $43.i,S25 ' 78<lza

4 $15,072 $21,195 $23,550 $32,49y: $47„0:1 ,58,f175 $94,200

' Nete: Annual guttletlnes `or aA states except Aiako, Npwaii oad DC. For each ocdtfionolperso•L ddd.^ .

. . 91

91{ $4,1320

E Source; Fetlerat Regtstet, Jdmnry 24,2013 . . . . .

through a partnership ofthe Heaith Policy Institute expforedltere Involve two projections ratherthan
of Ohlo (HPIO), The Ol:io State University (OSU), the one.
Urban Institute, and Regional Economic Modeling, Inc. • Analysis regarding the state revenue effects of
(REMI), subsidized individuai coverage in the exchange,

which will generateinsurancetax revenue, has
7he study's primary purpose is to analyze the impac:# been iric.iuded. As a resuit, estimated effects of
of Meciicaid expansion on: the ACA without a Medicaid exiJansioninciude

The state budget additionatrevenuecomparedto thepreJiminary
• Ohio economic growth and jobs estimates presented irrJanuary. At the same

The numtrer of uninsured time, estimated revenue effects afthe Medicaid
Health coverage, jobs, economic growth, and expansion now include less managed cate tax
revenue for regions within the state and some revenue. Our preiiminary revenue estimates were
individual counties offset with the reduction in irisurance taxes that

will result if cltizens with lncet-tles between 100
The study partners agreed to conduct their analysis and 138 percent FPL receive coverage through
based on currentfederai and state faw: Medicaid rather than through the exchange

Since the release ofthe January preliminary
Preliminary findings were reieased on January 15, 2013 • report, estimates of state savings invoiving
and upciated on January 18„2013. Thie:flndingswere retroactive Medicaid payments and payments
released with the folfowing caveats; covering the period between application and final

Projections inherently involve uncertainty eligibility determination were developed, These
Estirnates were preiiminary and subject to change estimates generated additional state budget
Future analyses would include additional savings in oilr analysis of the effects of tv1edicaid
estimates developed using other analytical expansion as wc;i as estirnate> for the ACA's non-
methods expansion provisions.

• While specific preliminary numbers could change, • Crn February 13, the State of Ohio released
the basic policy implications would likely stay the Rhr rcer's analysis of ACA cost eifect:s, which
same estinaated the;mpact of t!ie ACA's insurer fee

on Ohio's Medicaid rn-r.naoed cate c trsts. We
Thisbriefinciudesrefinedandadditiona4estimates incprpc,ratediv1ercer`sanalysisc;fthefeeasa
bf costs, savings and revenues associated with a percentage r„f tota! mz-inaged care costs frnin.rs
Melficaidexpansion. The foiiowing additionai analyses `rippie"effects on sales and insurance taxes),
are ref[ectee4 in the results presertted irr this brief: which increased our estirv,ated cost of the ACArs

Or'tginaR projections were based tnsignificant provisipns not including h'':edicaid expansiot-i
part cn the Urban Institute's estimated cost and and slightly increased o'.rr estir nated Medicaid
coverage effects ofthe ACA in Ohio, both with expansioii costs.
and without a Medicaid expansion. Since then,
researchers at OSU have developed an additional Results from regionai and son7e courrty level analysis
set of estimates. As a result, many of the key issues will be availabie in late February or early t,Aarch 2013:

2
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Tnekeyquestians addrs:sser.r ir, the study are:
1. Qoesa Medic:.aid exparnsfortgenerate new state

Medicaid costsj,
2. Does a Medicaid expansion allow state budget

savings?
3. How does a Medicaid expansion affect state

revenue?
4• What fs a Medicaid expansions net impact on#he

state budget?
5. How else does a Medicaid expansion affect Qhioans?
6. What fmpacts will the state experience from the ACA

even if Medicaid is not expanded?

One of the study objectives was to use quaiitativety
differentm,ethods of estimatirig Medicaid cost a nd
coverage effects --- micrusvrnulatfor; madels arid
actuariaP-typE-'modeis --- to develop a tange Of possible
outcomes. We found that these different anatytic
approaches produced simiiar, thougte not identical
results.

Three separate models were used to address these
questions:

The tfrban lnstitvte's HnaPth insurarsce Policy
Sir4roulation Mou'e9 ( t:iPS7dt)
• HiRSfr1 is a'rnicrosimu!ation mode!,"like the

rnodels {ised by the Congressional Budget Office,
the t1.S.'Yeasury Deftartment, and the U:S.OfFice
<sf b/lan3gement and nildget.

• F9iPStO uses Census Bureau arrd other government
data to develop a detaiied picture of Ghio
resideizts and businesses. ln this case, HlPSM's
picture of Ohio residents was modified to reflect
recent cost and enroifinenfidata from the state's
Medicaid program:
HiGSrf estimates how Ohio's residents and
emp'soyers would react to various policy changes,
irrciudine: the ACA, vvith and without a Medicaid
expai:slon. These estimates are based on the
health econoniics iit.erat[rre and empjricai
observations.

• HiPSM is being used to estimate the ACA's cost.

and enrollment effects by the federal governmertt,
a number of states, the Robert'tJood Johnson

Foundation, the Kaiser Commission onMiediiaid
and the Uninsured, and the Cornnion-weaith Fund,

• 7=tif;Shl;'s methods are all a matter of pub'ic record,
See httf)://v. ww.urban.o'rg/Uploade^fPU;=/4124/9-
HeaitPS-insurance-po!icy-5imulatic.in-P,9odc-l-
Nlethodology-Documentation.pdf.
Urban institute researcheis used t-iEf?Stv4 to
estimate ttie effects of ACA irirp(ementation
in Ghio, bath with and without a Medicaid
expansion.

Regional Econorrtfc Mode3s, Inc. (^EM!)'s'i'ax-Pf
Model
• REMI was foi.indetif in 1980, based on the Idea

that government decision-makers should
test the eco:-romic effects Of policies before
(mpternerttatian. REtv9l modei; are used in nearly
each U.S. at all fer: is Of government.•
TheTax-PE rnodei affow•s users to simulate not
only the statewide i=npact oi' pol iry an such
vatiabies as jobs, income gross domes'ic product,
and demographics, but al,o state revenue and
expenditures.
The REfiAf modei Is a structura° macro-economic
simufatiert model that integrates input-outpitt,
computabie generai equiiibrium, econometric,
and new economic ge3graphy theories. The
modei is dynamic and generates year-by-year
estimates,

• The model has been used to evaluate the detailed
effects ofA/iedicaid exi:,ansion in other states and
broadly across <:li 5o, states.

• The underlying me4hods and system of equations
have al( been peer reviewed arid are available at
http3/www.remi;com/resources/docu nientation,

The Ohio State liniversity impact of Medicaid
Expansion on Ohio modef
• The OSU model appfies an actuarial approach,

generally 4ii<e that being used by Ohio actuaries
who are nrojecting tfie ACA's AM1edicaidcost
effects, ?^he OSIJ model uses data sources and
assumptions similar to those in the state's
published sources.

• The model uses 2012 Ohio Medicaid Assessrnent
Survey data to estin ate the counts anclcurrent
health coverage status of (a) residents who
currently qualify for Medicaid but are not enrolled
and (b) residents who wiil newly qualify for
Medicaid if the state implements an expansion;
The model uses the state's January 2013 to June
2013 Mechcaid managed care rates to calculate
expected per member per month (PMPM) costs
for children, adults, and seniors.
The model uses the projected annual cost growth
and population growth rates currentiy being used
hy0hio Medicaid's actuary to trend PMPM costs
and population counts forward {4.6 percent for
cost an d 1 percent for population growth}.
The modei use-,^ the participation rates for each
papulatiori suhgroup thatMi;iiman used in
its2011 isedicairf expan.sion report for Ohio

Medica"sd, fViifiinian assumer3 that enroitment

would gradually rise during 2014 through 2016,
reaching final levels by 2017:
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O5U researchers used tfie model r`
1 to develop estimates under two ¢tgure 2. r ercentageot health care ce;'su paid by the federeaP

scenarios, each w'rth ard +,vi*htrut government, newly eiigible adqsits vs. ott'ier acieaits; 2014-
anclusion c'seniors: 2920 and beyesnai

A scenaria in which Ohio did -eaeWiyeitgib;eaeu!ts ottmraaurts
not expand fvtedica;d but the ^^ loo x©n
ACA's other provisions resulted I i^ ^y

in irscreased participation -----------

bycr;rrentlyni^jible,butnot 7s
cnroi;ed ino vid ,afs.

ARA scenario in which Uhio
did expand Medicaid, which
i'estsiied in both (a) pazticipaticin

zs

by people nevely eligibfe under

expansion and (b) participatian ^ 2014 201S 2016 2017 2018 ?O,ta 2020 lster
by some currently e!igibfe, 1 0„^
b1it riat enrolled individuafs in
ddciitien to the ir;creased participation that
would result frorr irnplernentirrg the ACA i::t;
wnhr,ut a Medicaid expansion.

c ^,.:^t' . t_ gr •'^r•,i' . . . ..
The model is set up as a systenris dynamics modei
that allorya for easy changes of input assumptions New service costs dLte to l<ne6'E?aseC$
to examine hosvthose changes aiter the enrollment
projections ot spending and number of people The Medicaid expansion will generate new state
covered, service costs, in addition to Medicaid costs that will be

incu rred under the ACA without a Medicaid expansion.
In part, tiiese new cos;s:are due to the .=.ta;e-share
obligation to pay for the newly eligible, 19-64year

.. ;. ,.. ,.

2014 2"1s 2316 2017 ?0182019 rozo 2021 2072
Source: Urban Institute HIPSM 2413; (y5U 2013.
Note: Estimates inciude effects of ACA insurance premium fee, Figure does notinclude higher rederatrnatching rates for certain
current-fawbeneficiaries.

^_: . ...::^^. .... . ::

(iqrarE s.tntpastof Medicaid expansion on state Medicaid costs, Urban insgitulre (t3i) end OSU esiitizates:
5FY 2.414-2022 (rsiAiiions)

^XUi t^asU
-^ . - . - . . . . . .

..^ .. . . . . ^. .^^1^^... ,

{580,
` c,,r ,.5559

{ t„ i

If .^ ^ 5439 ^

7,•^

`.'<4:2ld

$14i '5E

53B at'^ `S13 $22 530 148
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ofd Ohioans who would be eligible for Medicaid only
under an expansion, The federal governrraent will pay
100 percent of these costs frorrti calendar years (CY)
2014 through 201:5. After 2016 the state wil( beain
payingsrsrne of these costs, wilh a share that gradually
increase5 to 10 percent by CY 2020, remairrtng atth'at
percent4ge thereafter. (s ,^ frgure 2)

A second new cost is associated +swIth people
who are currently e!igible for fv1edicaid, but not
enrofietl According to both the Urban !nstitute's
rnicrosimuiation model and the assumptions
underlying CjSU's a:-tuarial-type model, most of the
currenttyefigiale, but not enro!led consurnerswho
loinMedicaid after 2014 ;iill do so even if there is
no expansion. Such increased enrollment viriti result
from the ACA's individual coverage requirement, new
subsidies drr the HIX, the AC.A's nev3 and streamiined
systems of Medicaid enrollment, and, irrcreased
awareness ofttre avai!ab;!ity of health coveraqe.
However, some additional enro!Irrrent of peoplewho
are currently eligible but not yetenroiled tvould
result froni the expansion. We find that roughly 11.5
percent oft'rre total currentlyeiigible but unenrolEed
people who sign-up for Medicaid under the ACA with
an expansion do so only because of the expansion;
the remainderjoin the prograrn with or vi;thout a
Meciicaid eligibiiity expansion. Ohio will pay its tisuai
state match rate (currently 37 percent) forsuct- people.

Therefore, as Rgurc 3 shows, the state cost of
Medicaid expar:sion begir;s at $13 tc $22 million in
state fis:al year l;fY or F'r j 2014arrd increases to
betweei: $559 to $617 m!ilion ir, SFY 2022. SFY2021
is the first year when t'ne entire state rnatch forxtetti4y
eligible adults is at the"stErady state'of 10 percent.
The costs continue to r!se thereafter due to population
growth and the general trend of increasirig health care
costs, assumed to be 1 percent and 4.6 percentper
year, respectively, under th£ O5t) analysis.

Admietistretive costs
Our analysis did irot have sufficient data to develop a
precise estimate of the rffect 4f medicaid expar:sion
on state administrative costs. Fxpansion would both
add administrative costs and yieid administrative
savings; it is not clear vchether, u:i balance, the state
fiscal effects are positive or negative.

Many of the ACA's administrative cost effects will occur
even if Ohio does not expand Medicaid eligibitity: For
example:

Other ACA provisions are (iketyto increase
the number of Medicaid appiications, with a
corresponding rise in administrative expenses to

process thase applications,
Additional adniin?strative costs include major
changes to il4edicaid eligibilitysystems,inciuding
the irrapiementaticn of a new Modified Adjusted
Grass Income (FJ!AG!) standard, an expanded
use ofdata matching in both establishing
anc! renewing eiigibi!ity, and developrf?ent
of systerri; for coordinating applications,
eligibility determinatiors,and redetermiruatioris
witn the federa!ly facilitated health insurance
exchange that vvi!I serve Ohio residents.The
federal governrsrent pays 90 percent of the
costs of necessa ry intormation technology (IT)
development, but the remaining 10 percerit
must bepaid by thestate. This maJortransition
also absorbs considerable staff time from state
Medicaid officials.
The new Evtedicaid eEigibifityand enrollment
systerr !!1<:ely wi(i create significant efficiencies, in
ternis of being (ess paper intensive, less rnanual,
and more automated, Also, automated eligibiiity
costs wili receive a 75 percent ftderat match;
rather than the standard S; percent m3tch that
applies to most adrninistrative co5is.
Other aspects of the ACA require state
administrative effort, including the requirementtcs
deveEop new payment mechanisms to deliver the
ALA's tederaPly-funded increase in i;rirnary care
payments for CY 2013 and 2014,

In addition to the administrative casts the ACA will
generate, with or without a Medicaid expansicrr, the
following will generate new administrative costs only if
Medicaid is expanded:.

The state would need to process additional
ap}rlications for people who seek coverage only
tinder an expansion:
More redeterminations of eligibility would be
needed, due to a larger population of Medicaid
enroffees:
The amount of total fee for-sehvice paymerrts
would increase, since new Medicaid participants
receive fee-for-scrvice care durino the brief tirrie
period before selectirg aMeditaid managed care
¢raanization (PAC©). Therefore, the administrative
costs of ciairns processing wouSd rise.
)ncreased enrollnient in,^l;edicaid managed care
plans may raise state administrative costs slightly.
For example, the staie wouEd need to help more
consumers select c p(an. However, increased use
of Mledicai:i managed care mainly involves larger
payments from the state to fnsurers, which does
not affect adsninistrativecosts:The state'spurchase
on behaif of more covered lives would give the
Medicaid program additional negotiating leverage,
which might lowerthestate's overall costs.
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Any new costs in the above aaeas will be ofiset, to
some degree, by the follovv ino administrativesavir;gs,
which Involve a, 50 percent state share of cost;

lMth a NlNdicaid expansion, many whor,voutd
have quaEitied through spend-down - that
is, by incurring sufficient rnadical expensesto
qualify.as"med.=-a;fy needy"-- v,=ili Instead be
enrolled sin2p!y o r, the basis of income. That
would avoid the sometimes cun,bersome and
costly adrn;nistrativeprocess ol`verifyireg that
beneficiaries have incurred expenses that meet
monthly applicable spend-dovrn requirernertts;
which vary based on each tndividuai's precise
income.
With a Medicaid expansion, many who vvouid
have qualified based ortdisabiiity tivill instead
be eiigiblebased simpfy on incorne below 138
percent FRL.This wili redu::e the number of
necessarydisabiiitydeterminations,whichrartbe
quite costly.
Alihedicaid expansion shouicf reduce the
rYumbet of retroactive and backdated eiigibitity
determinations. tArith cor•,tinuous coverage

between 0 and 138 percera FPL, fewer

beneficiaries will have their coverage stop and

start based on income fiuctuations. Since more

will be continuousiyenro,led, fewer wili need

to have efigibility established tp cqver services

provided before the date ofa new eirgtbi!ity
determinat;nri. And fewer will churn on and
off the prograrn, forcingredundanr eligibility
deterrniratior:s.
An expansion would reduce the number of
requests foi fair hearing review of coverage
denials. Without an expansion, many people who
appiy at the exchange will be routed to Micdicaid
based on income too low for exchange subsidies:
iVieditaid will deny coverage to those who are not
eligible. These appl;cants have ar,absoluteright;
under federal law, to requestfairfsearings, which
the state must provideandfund, By contrast, a
fJr dicaid e?;pansion wouid cover ail anplicants
with iriCorres too lcw for exchange subsidies,
resulting ln many fewer denials and fair hearings.
A Medicaid expansion, with a corresponciing
implementation of tne state`s proposed
eligibility sirnpHficatlon, would reduce the overall
complexity of administering a program that,
today, maintains over 150 different eligibiiity
groups.

r ;::EE F s: :f•'e ^^ ^t:?iaC .lt?, iCcC:>t-

£:i'

Medicaid expansion generates new state costs, but
thatdoesnot rnean that Medicaid expansion creates
a budget probler•, for Ohic's state government. Along
with the new state Medicaid costs come two passible
sources of offsetting budgetary gains:
1. State budget savings Yhat result froni or are

allowed by Medicaid expansion; anci
2, State revenue crt;at2d by.Medicaid expans'ron.

A iv4edicaid expansion generates state budget savings
in firoo vvays:
l. ltsEiifts exist;ng Medicaid spending from the

currentstate r tatchratetotheenhanced
expansion matcii rate, which begins W%ith full
federal funding; and

2. It replaces non-Medicaid spendingof state
generaf revenue fund doiiars on health care for
the poor and near-poor uninsured irvith federal
Medicaid dollars as those people gain Medicaid
eligibility.

This analysis quantifies four primary sources of state
savings tJpportunities anci severai mincr savings
possibilities, Thnee of the primary cpportunities relate
to shifts in current hledicaid spending involving -
• Adults with spend-down coverage;

Breast and cervical cancer Exograrrt; and
Retroactive and backdated fee-for-service
spending.

'fhe remainirtg savings opport+~wnity, inlsatient medical
costs for state prisoners, shifts non-INedicaic4 spending
th+itis lM percent state-fin: nced to Medicaid
coverage for nev,=lyr eiivible adults, ior whom the
faderal governn2ent pay.s hetween9U and JQO percent
of all costs, cepending ontheyeat:

a^duEts with spend-down coverage
tJnder Ohio's coverage of the "ijg•ed, blind, and
disabted` (A8C?};-rion etd°_rlyresidcnts with disabiiities
qualify foi Medicaid so long as their inconzes do
not exceed 64 percen t FPL. Restdetlts with incomes
above that threshold on the first day of the month
can, under Ohio Medicaid's spend-down program,
become Medicaid etigible later that month once they
incur sufficient medical expenses. 5uch spend-down
adults who do not receive Medicare and have incomes
at or belowl 38 percent of FPL would no longer incur

APPENDIX 6



J1^

>>;

t%(J

;L2

$E^

s9?

Table t shows the net savings,after accounting for the
irttreased spencfirrg and the differenc:es in rriatih rates.
According to otirr analysis, the savings will be ;35
rn't!io<< in 5P'r 2014 amd grovJ to $96 rrsiiiion iri 2022,

with total savings of $709 milEian over the period of
SPY 2014 to SPY 2022.

Breasd znd cervi"aE caraceiF ptograrn (BCCP)
The breastand cervica( cancer procyam (BCCP)is an
optiortaE Medicaid coveragepopu9ation. To be eligible
for BCCP a woman must be unirrsure9 and diagnosed
with breast and cervica! cancer atabreast and cervical
cancer testing site approved by the Centers for rJisease
Coritroi and Prevention (CDC), The woman must also
have an income that is at or below 250 percent of
poverty:

source: OSt! 201 3Riote: rolumns may nottotadt,e to rountling.

the med:cal bills needed for spend-down eligibility.
Instead, they would 'rmrrlediately quaii°y as Hnewly
etigfbie adu(ts,"for whom the state vaou3dreceive
enhanced federaf matching fuiids.

OhioMedicaid'seligibifitysirnpliheationdraftvvaiver
appfieatfrar, (http://3,r;sa.gov/ZsaGfl} estimated the
cbsts associated vvith the spend-down population
between CY 2014 and CY 207 S. l;ccording to this
document, there would be 8,505 individuais v3 ith
incomes between 70 percent and 133 percent of
poverty in CY 2014 t,,,ith tota' spendirtg of $194 ntitfion
dollars and P,85i individuals withtotaf spending of
$241 million in fY 2018. In aur analysis we trendeci
these costs foriaard usir,g the same growth rate asin
Ohio Medicaid's nurnbers througftCy2022:

When sorneonerrroves from eligibility as ar, adrr ►t with
spend-down tioa newly eligible aduit, total h^,edicaid
spending on that person increases, as tdtedicaid covFr-s
the chargespreviously incurred bv the individual
ton'teet spend-down obligations. However, the
percentageof Medicaid costs paid by tiie state falis
dramatically. Instead of:i7 percent, the state's share
ofthese costsiszero during CY 2014-2016, then
graduattyrises to 10 percent in CY 2 020 arid thereafter.

Our anatys'is trended forviard Ohio Medicaid's
estimates pf both cast effects --- namely, total
Medicaid costs for#hese adults and the share paid
by the state.VVefpunef that tJiedicaid expansion tivi;1
generate savings, refiectirtg the differerte betu een
what the state currently sperids for these indiwiduals
at the regular rrtatch rate and what Ohio wou9d spend
under the enhanced expansion rrtatci) rate,

rabta t: Pet szrv,irrgs en spe.rc;I-ata;+vra,a..}uCtP (sr,'iBiians)

With a Medica'id expansion, women not already
enrolled would no longer need the BCCPprogram,
Almost all women who otherwise wouEd have qualified
for BCCP will ir2stead either be newly eligible adults
in Medicaid or quaiifyfor subsidies offered through
the heaitii insurance exchange,7hey will be ineligible
for the BCC.F program both t-,ecausethey are insured
and because, in many cases, they vJilinot receive a
chagnosis of cancer from a CDC- ap proved site.

According ta Ohio Medicaid's eiigibility sirnpfificaticin
waiverapp(ication, 617 women are expected to be

covered under the BCCf' progr3m in CY 2014 at a total
Costof $19 n-liNion, rising ;o 634 vvornen and a totai

cosi of <<24 rniifion irr CY 2018. This totai spending

equals $ 7 miliion state share in 2014 and afmost $9
mfliion in 7018, since the state receives enhanced,
CHiP-levei federal tunding for this eiigibi;ity gronp,
Otrr analysis trended these costs forward at the rate of
growth used in Ohio Medicalci's own estimates.

?"ahle 2 shows the costs savings to Ohio Cvledicaid

under expansion, assuming that v,,omen ivho

otherwise would have enrof!ed in the BCCP program
instead sigr; up for hicdica!id as ne',^;(y eligible adGtts:
Tiie savinos would start at $2 miliiori in SFY 2014 and,
ascurrent enroilees gradually leave the procgram,grow
to $7 mi't(ion in SFY 2022, for a total of $48 rtaillion in
savings over the perio8 SFY 2014 to SFY 2022. The

savings conEd be even higher if a portion ofthese costs
went entireEy away as the women got their coverage
tt rou;h the health insurance exchange ratherthan
Pvletficaid (although a portion of those savings wotild
be experienceci everr vvithouta Medicaid expansion).
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5aurca: CiSU 2013 P2vie:7he cutrent BCCP pr,gram has reier_
ai rnatcYiing rates between starsdard -and ACA leveis. EStirnates
assutre tr,at ol! i,=w SrcP ersrr,yees r_w{ve 7Jed;caid as pewly
elig[bte 6dutts ff som^ enroll instead in theeuehange; state savings
wo !fdi.n.creasF,becausethestatewoutdnotspendanythirigfor
tnE-i r care tiowFve t'r e latter savittgs would oceur with or without
expanston.

Retiresactirre elig i bi €itw and backdated
eligi86iliay

Dtteattribute of tne N,edicaid progrzrn is that it serves
as a kindcf high risk poo!_ Individuals who would not
quafifyforhAedicaid on one day might well quafify ait
another day iftheir health status chantges signiflcatit(y
enough. Often this change first shows up through
a heatth everit that requires expensive medicaf
attention, which may require disposing of liquid

asse*.5: Such impoverishment can qualify patients for
Medicaid. Also, sornetimes a previotisly etigib!e person
does not undertake the effort required for enroi[trrent
until experiencing a medical problem.

For those peop;e whose applicatior, is approved,
t+/edicaid wili pay costs incurred during the three
rnoriths before the application date. Such coverage
is knoevn as retroactive eligibitity. In addition; when
there is a r,'elay k-ietween the date of application and
the sa!titnate clQtermina*.ion of eliyibility, Medicaid
pavs the costs incurred between those tv 3o dates.
Such coveraqe is often caEied"backdated eiigibiPrty."
Both retroactive and backdated coverage rnvoive
fee-for-service clairns, People receiving backdated or
retroactive coverage enter into managed care p!ans
after they have been found eligibie for P.Redicaid and
selected a managed care pfan.

UndECcurrent Medicaidthese individualseither
applyfoi ABD coverage• or for Covered Farnities and
Children (CFC) e3igibi!ity. The processng time for ABD
apptications curierrtly aaerages 3 mrmths, because of
the complexities related to compietrng the disabifity
determination process. The processing time for CFC fs
typically under , one month.

'4Nith Medicaid eicpans9oii, all individuafs aged 19 to
64 with incomes below 138 percent of poverty will
qualify, with eligibility based errtirefy on income,
without regard to assets:They will not have to waitfor
a major health event before ol;taining couerage:
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Coverage will becomemore continuous for a second
reason - namely, with higher income eligibility
standards, and the eiimiiiation of all categorical
restrictions for non-elderly adults with incomes
below 138 percent FPt., fewer changes 4n household
circumstances will cause eligibility to end or begirt.
When applications are required for people with
dncomes below that threshold, theywif3 be processed
much more quickly, because a disability detcrmination
wiil not be neeessary fUioreover as th •

the percentage of people with backdated eligibility
who would seek to aualify as newly eligible atiuits
We calculate the re>ui`ing savings assuming tnat only
half of these costs would be eI}rninatec? by expansion,
recognizing that some of these individuals may have
incomes above 13Pi percent FPL aiid others rriay apply

for and receive cash assistance based on disability;
thus falling outside the. newfy e;;gib!e adult category,

,e t,nrn3ured garnti^ie also assurne that these wiiE start to accrrae insFYcoverage, the number of months of retroactive and
backdated eligibility experience will decline, u^hicM ZQtb ciiven the potentisl costs of pent..u^ dema d
will rpduce spending on retroactive and backdated d"rirrg the take up period and the lag in usc of
eligibilityy. spending data to set new rates for nzanaged care.

These changes should resri#t in two offsets. First,
we sfbtract the estimateti reduction in retroactive
benefits frorn the increased Idledicaid costs that would
fesult frorr: expansiorr. Cthervvise, those costs willbe
countedtwiee: once as''retroactive costs"ti-iatwql
tieincrlrred through the continuation of the present
Medicaid {rrogram; and a seconcs tirne as managed
carespending onthe newlyenroJled, In truth;the
latter spending will replace current retroactive
benefits:

Second, the backdated eligibility costs for people Vho,
today eventuallygualify based on disability should
diminish substantially. Such people with incornes at
or below 138 percent FPL will qualify quici<ly based
on income, with no need to wait for a disability
determiriation. .

As a result, the $tate should receive enhanced federal
match for their care, rather than the standard federal
match rate, except for people who seek and qualify for
Medicare or disability-based cash assistance. Further,
we assume that the state provides newly eligible
adults with the sarri:e benefits other aduits receive.
Thit; wiilensurethatpeopfFwhoqualifyasnewly
eligible adults have no reason to request a disability
determination, s,ncesuch a determination would not
provide tl- em witF, additional coverage;

We lin'iit our estimated savings in thrs area to theAdD
population, since most of the ir,c reased enroilment
within the CFC group v3 i'I take place under the ACA
without exp<:nsion. To estimate retroactive and
backdate<icosts for non-;t?edicare enrollees wit!iirt
the ABD population, we take the state's currentcosts
andtrendthem fc:rward, using the state's estimated
cost increase of 4.6 percent peryear. Vie begin with a
reduction in such costs based on the proportionate
decline arnorrg uninsured residents with inc.omes at
or below 138 percent FPL, which likely understates

using these conservativc a.ssum}^tion.s, we estimate
savings of:

$26 mill(on in SFY 2016 to $33 million in SFY 2022,
fora total of 5204 rnillion in savings from SFY2014
tt, SFY 2022 for retroactive eligibility;

° $44 ntiEiiora in SFY 2016 to $57 rni!lion in SF'Y 2022,
fora total savings of $352 million in savingsfor
backdated eligibilit•y fron; SFY 2014 to SFY 2022,

Ot'e-patiertt rrkedical cOst& Of stats prdsoners
Under current Medicaid r_rles, state prisoners can
qGali':y for Fr^edicaid coverage of inpatient and
i.nstitutional services if thrjy stay outside of the prison
setting for a.t !east one night, but only if the pr+soners
meet ali other Medicaid eliyibiity requirernents.
Almost all prisoners are ineligib}e for Medicaid
under current fau• because they are childless adults

who fall outside the limited categories of pre--A,CA
Medicaid eligib!lity. ?hat v, ill cnange under lvledicaid
expansion because eligibility will shift frozn categorfcat
requirements to eligihility based soie4y on irKotTie
below-l3S percent of pr^w2i-ty. ^

As a result, Lshio's prison budget should benefit
from: a Medicai:i expansion. According to the Ohio
Departmentof Rehabilitatian and Corrections, in 20t2
f}hio spent almost $28 million pn pfisoners' irrpatient
costs. Given utilization management stiategies usedin
this system, we assumed a lower cost trend (3 percent)
than r.tsed in atfier estimates.3 Based on these cost
trends we estimate that Ohio will spend $30 miUion ii?
SFY 2014 and $3 7 mllionIn SFY 11022.

'Cable 4 shows the estimated savings from shifting
inpatient costs of state prisoners from 100 percent
funded by the state prison hudget to Medicaid
funding for newiy eligible adults, with the federal
government paying between 90 and 100 percent
of these costs, depending on the year. Ouranaiysis
estimates that this opportunity will result in $15
million dollars of savings in SFY 2014 rising to$34
million irrSfiY 2022.
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Tteatmeatt
There are several cather potential state savinqs that
arechaliengingtoquantify. h4osto''1hesesavings
relate to state spending to assist people who are
ctirrerrtly ur,insured. Ghio`s health-related state
aaenries, ^uch as the Ohio Departments of Mental
Healtir, Aicoho! and Urug Addiction Services and
Heaith, cucrently fund some heattl- services for people
without insurance. Funding typically i; distributed
tolocal qovernrrental entities or iocal agencies that
provide tiiesc. services. Local governrnentaf Fntities
may also have local funding generated through levies
that pay foi s2rvices for people without insurance.
An expansion of Medcaid wi!! reducethe number
of uninsured and providefedera! fun;iing to replace
services ihrt are entirely funded by state and local
dollars today. These state and local dollars can then
bezased to provide serv ices to those who will remain
unlnsured or provide servlces that are not a part
of a Pdle,fi(3id b:^ne fit package, such as housing or
enip4oyment supports.

In the case of mental health and alco#iol and diug
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 gavernmental entities
known as county behavioral health boards"spent
$98.3 million on treatment services iricluded in the
mental health Medicaid package for the uninsured:'4
Based on the information available to us, we could
estimate neither the proportion paidby the state nor
the amount spent to serve adutts who could qualify

as newly eligible based on Income at or below 138
percent of FPL A similar situation exists for funding of
alcohol and drug addiction services.

Looking at the isstre from a slightly different
perspectlve, fri SFY 20t 3 approximately $60 million
c'ollars in state mental health funding (SFl' 2013

MH 335-505 aliocation) and apptoxirnately $ 10

mi(iion dollarsirr state alcoholand draig addiction
funding (SFY 2013 RDA 401 and 475 allocations)
was distributed to 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 vse of these funds:
N!e could not cfeterrr}ine, at this tirne, the proportion

that could be replaced by IeRedlcaid funding for newly

eligiblead(tltsunderanexpansieln,

Other fAedRcasd pa°ogram savings
Vi/ithin the Medicaid prograrr itseif there are several
other possib3e sources of saviries that we 11ave riot
inctuded in our estimates of the fiscal impact of'
expansian:
^ famifyPlanning'vYaiverProgram:Ohioans

quahfyincy for this program would become eligible
for coverage through Mpdicaid expansion or
on the health insurance exchange. Theyshotild
prefer either coverage option as the family
pfanning waiver offers a limited benefrt.package
that aniy covers farriily planning services. Their
pre-ACA coverage consisted of less than fuil-scope
Medicaid, so they can qualify as newlyePigible
adults if their income does not exceed 138 percent
FPi;
Tnansitionat tbiedica{Assistance (TNlft): Individuals
covered through TMA have experienced an
income increase that makes them no fonger
finaricidlly eiigible for Medicaid. Current Medrea'sd
rufes allaw there individuais to rnaintain thelr
t~1{edicaid coverage for betweerr six morrths to
a year as an incentive for people to sF£k. high ar
incqrnes. 9fthe federal Centers for kledic-are and
Medicaid Services fCMSj perrr,i Ohio to cover
these individuals as newly elicjitile, benefzting
from enhanced n'ratch, the state v.,ould receive
additional Meriicaid savirlgs oi rnore than Y100
miiiion a year.
Pregnant Iyo.men: Along similar iines, our
estimates de not incRtdt? sasing^ on preanant
women with incornes at or bef>vJ 138 percent FPL;
In theory, such s^•rcrren who would have qua{ified
fior Medicaid tinder the state'spre-ACA ruies
should be ineligiFale fo.renhanced €ecferiii funding
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as newfyetigible aduits, In practice, however,
most such women will enroii befor e they become
pregnant.They will receive coverage as newly
eligibteadutts, with enhanced federal func3ing.
CMS has ruled that states do not need to track
whether nevv!y e'igibie aduits become pregrrant.
Itis notyet ciear,whether, as a restiit, states can
simpty ciaim errhanced match for such wcamen
arnonp the other newiv eiigibfe adufts, ii theycan,
Ohio could realize substantial additionai savings
not showr; here.

f . . . r :-.. c ... r . <4 ^s 4 . .. _F.:.

Along with savings f, oni exrstrn spe zdrnu, tvlc.dicaid
spending wiEi increase state revenues in three different
ways, including:

lncreased i+ledicaid marjaged care tax revenues
tncreased gcnerai state revenue dollars
Increasad pharmacy rebate rever ues

Medicaid payments to manageci care plans are subject
to a t percentheaith insuring corporation (HIC) ta:<
anda5.5 percen; saies and usage tax. These payments
ate a`5o subject to local sales and usage tax, which
averages 1.35 percent across all 88 Ohio counties,

Thistaxapplies only on the spendin^^ that comes
through managed care plarrs in the forrro ofcapitation
paylments. The tax does rrot apqly tr^ that portion of
the capitation paymerrt that reirn'iurses tfre ti4edicaid
managed care plans for the tax ob'igation.

In estimdtfng the rnanageri care tax revenue, this
analysis esYiinated the portic,n of rrew sp:ndir:g that
is expected to go tc, managed care pians. Acco.>dir-rg
to the current N1Pdicaid state budget book, 12 percent

of total spending for the CFC popufation is fee-for-
servrc« (FFS) spending an.i 88 perce:zt is for managed
care. Since we expect the expansion population will

resembie the CF;, populaticn experience much rnore

ttian the ABCJ poptQation experience, we projectet}
that$IIpercent eftotai spending Nroutd be sub;e-a to
the tnanuyed care tax. fsefore caicuiating the tax we
then reduced that amount by 7.85 percent to remove
the cost of the tax frorn the amount on which state
taxes are fevied.

We next calculated the revenuc•sthatwou#d be earned
underthe 7 percent HIC tax, tfse 4.5 percent state
sales and usage tax, and the 1.35 percent local sales
and usage tax, in cafcuiating state revenues, we only
included the revenues from ttie T percent HIC tax and
the 5.5 percent state sales tax, We show the iocal sales
taX rd,'venues.in a iatel`SectioFt;

In calculating the state revenue, we offset a revenue

loss that will result from Medicaid expansion. Such
an expansion woutd reduce the number of people
cavered in tiae excharigesince it would prevent
citizens <:nd quatified irnniig;arrts wiih incorres
between 7 Er0 and 13£t percent of FVL frorrz receiviiiq
subsidized coverage in the exchanqe.7he iatter
coveragE generdtes cevenue through either the 1
percent HIC tax or the 7.4 percent insurance premium
tax. We therefore subtract this lost revenue frem the
state's increased receip; of managed care taAes in
estimating the net state revenue gains frorn taxation
f.Trf insurance premlurr'is. iO i3e conservative in <jur
estitnate, we asstirned the revenue lost estimate from
the fiigher of the two potentialfy applicable tax rates.

dNe do not offset the state s paynzent, tfirotigh
Medicaid, of part ofthese managed care taxeosts;
sirtce thc,se state payments are also inciuded in our
estirrtates of the increased stat2 ey,penditures that
would resuitfrom higherenrr,liment under the
MediGaid expansion. To analyze net state budget
effects of expansion, managed care costs paid by
Medicaid need to bz treated in the sarne wayfiorbotfit
the cost analysis a'?d the revenue anaiysis. VVe have
done trris by inciuding these costs in both places, but
one couid acfiie3e the same result by excitidiitg them
from both categories.

Table 5 shows the estirnated net state rev.entres from
tf;e Netiicaid managed care tay. for both the Urban
in,stitute arrd the OSU rnodel resuits, whici; rise f(om
$33 to 5279 million underthe Urban Institiite modei
and from $46 to $243 rni;lior; under the C?SU tnodei.

table5.Netittc:rease in stvte rnaeaagetii;a,00
tarrre'eerbues resu@qirag frcraa: ft,aedicaid
exparis6on, tr:,efe-r Urban institute €tli} znd
QSt; ectiEraates: FY 2014-2022 ( rnitl6Eetns)

:iC,

cI
r^c5 ^

Y?6i

> fq 2 $

^ourc:"U a^l.'s^tiit{L:FiiPaM192C13,GSi.12p13,
rent¢cxci may not tota! dpe to royrrdung.

it

APPENDIX 11



'^;`i:^ t . . ^, t .,^., c , ^• t-^.c .

12

'State generat revenue
A tKAedicaid expansion w®uid cause the state to receive
a large increase in federal daliars as shown in Table 6.
These doilars vary between the Urban institute and
OSU rnodeis:
• Increasing from $1 billion in SI=Y r014 to $S billion

in Sf=.2022 under the Urban institute rnodei; arid
• increasing frorn $ 1.3 biiiion to $4.4 biiiion under

the OrU moclel.

These newfederal Medicaid funds resulting from
expansion would be slightiy offset by a loss of federat

subsidy dolfars that crthenvise wotild have, funded

exchange coverage for citizens aFid ciuaiified aliens

with.incomes between 100 ar,d 138 percent FPL.The

net result of these ttvo trends is a substantial infusion
ofadoitlona! federal funds to purchase health care
sYrviGes. The heaith care provlder: receiving these

dol{ars in turn wouid buy other croods and services,

much of it from Ohio businesses.The resulting increase

In economic activity generates irtcreased state revenue
frorn state sales taxes and individual and corporate
incoti"ietaxes.

To estimate these rTlacroeconon7lc and revenue

effects, our Unalyse.<, used the Tax-Pi rnodei;rorn

Reaionai Economic Models, Inc. (REMI). in the past,
l2ENli's rnodeling has been used by Ohio po! y;iiakers

to estimate the e4fects of the Cornmericai Activity'fax
(CAT) changes. REMi's analysis qrrantifies the health
care doliars that are spent within the state's borders
and those are that are spent in other states, based
on data about prinr patterns of health care spending
by Ohio resident s. Put d+fferentiy, REPA distinyuishes
betvveen Ohio residents'increased demand for
heaith care, resufting from Medicaid expansion, and
the purchase o` heaith care frorn Ohio p-oviders.
Mostsuch dernand, but not all, translates into

taarte6: (ssEremse in fiederai E^ia ebiea3ef funds
raessrEtistg from PAedicaid e>:p°trosi2rn, vnder Llo
and C3;zt3 estirnates: FY2(S'94-2412a (M>ilierts)

; 0, ., 1,3; 9

^^7_,^ l: t f7

t;3,tSi S 4 6

F, J 1,`,

yS,i17; $i ^^30

:4,_'^ tzY, $

cn 31.9 1

:^,'^3 Y^^,P52

55,GZ6 $4,336

`33,165 $31,?22
Sour¢e, iJrLor, l^Wu:c 1iiPSM 20113, OSU 013.

increased s3ies of heaitii care goods and services.
Liicewise, REh3?! estimates the extent to which health
care provid-ers purchase other goods and services
wlthin thp state, based on histo*icai trend data.

The econornic impact in terms of errtp.loyrient,
parning>,and grovrth is described later. For purposes
ofthe state l.udget analysis, RE?N!`s analysis fou:id,
usingtl-;e results of both t3rban Institute and 05J
estirnates, tiiat a Medicaid expansion wrould increase
total state qeneral revereue bv lvetween 1,816 milliorr
(OSU modei) and $857 mfilicn (Urban Institute model)
from SfY2i.r1a-throuoh SFY 2022 (seel=ble 7).

tablQ r. Increased state sales and irrcorrae
4ax revenrne reser€fiiarg frorn Fti9eaficaief
expans"san under Ui and t3S11 cost
and coverage estimates and itEPR4
macroiirnulatiori: FY 2094-2022 ( rrtii#fieron.s)

'^ ^sr: . .

ir5

`jiUY

$.f8 a20fr

y?;=> $i^B

S,iurce; i)rban Instltute HIPSM 20t,; QSU 207 3, REr.1i, 2073;
::ote: coltjmis mav riot totat due to roimdinq

Prescription drug rehates
Under current Medicaid rules, Ohio receives
prescription drug rebates frorn prescription drug
tnanufacturers for pharmacy spending. nc<ordirg to
OFio Medicaid data, tfie rebates come to 46.65 percerlt
of prescriation drug costs for managed care adults
and 21.64 percent for managed care chiidren, and54.2
percent for fee-€or sez vice adults and 25.14 percent
for fee- r̀or-service (i"FS) c'rtildren. There is also a tn o
quarcer lag on co!fectiorrs of the rebate.-
To calcuiate the amount o`prescription drug
savings, this ana(ysis used the expected percent of
expenditures for children and adtiits to be occurring
under managed ci3re and FFS payments, as described
above, baseU on the state's prior Covereci Familaes and
[hiidreri (CFC) experience. The analysis then created
a biended per rnember-per month (PMPM) rate based
on these percentages and multiplied that percentage
across the estimated spending far pharmaceuticals in
each yeat.

Ohio shares these rebates with the federal
governntent, based on the percentage of Medicaid
pharmaceutical costs paid by the federal government.

APPENDIX 12



k F .
f 4•,^^r:i

zablee. €racr2a<ed Prescr€p Von drug cebates
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iliccordingfy, during CY 2014 to 2015, the state receive5
rebate revenue only for the ct!rrently el'rgibie but not
enro(led ind!viduals whn join ,°/ledicaid because of an
exparision.ln later years, as Ohio begir,s payir,g a smalf
proportion o`costs fcr r,ewiy eiigiErle adults, it begiris
receiving inc:reased rebate revenue for the prescription
drug r.overage fiurnished to those aduits.1"ahle 8 shows
the f0llowing;

According to Ueban Iristitute estimates,
prescription drug rebates resulting froma

Medicaid expansion start at 5 t million in SFY
2014 and grow to $47 infil•ron in SFY 2a22. Total
Prescription rebate revenue Es estimated tct be
5218 mifiion between SFVd014 and SFY 20.22;
Aocordirig to E)SU's estimates, prescrlption rebate
revenue also starts at $ if miElioi7 irr SFY 201 4 and
rises to $47 milficrj ;r, SE:Y 2022, OSU estirrrates
that presc'ription drug rebate re3enue totais $221
million between SFY 2014 and SFY 2022.

fr:%?(t('`r,'7

Addirg the Medicaid expan;fon to the rest of the ACA
XfouEd create state rQS.s, a!Envt state saving., anrf affect
state revenue. Putting cll these effects together yif;Jdsa
clear picture of expansiort's o'verall n-,pa,.t ort the state
budget:

4 or the next tfiree and a fiaff biennia - that is,
through F'r' 2020 --the expansion wouEd have an
tlne,iuivocat positive impact on the state budget.
Net fiseal gains would range between $350 rnillion
ind $400 mil3ion during Sf Y 2014-2015 to between
$1133 and $142 rnilfion'sn SFY 2020 (Table g).
State Fiscal Year 2071 isthe frrstcomp!ete fiscal
year dUrin3 which fsderal funding for newly
e€ie7ibie adults is at the 9G percent level - the

te6 ►p 4 O„n..iifmp
acto#tVFdreasdezp ontPteFnte huuqetUr,uertiBane4O5Urestimates(rnRfliorrs)

9^-
SS{1

^78, $57 $185
eiL^;/

°S 34i ^i? a:,>^• _.

$278 $196
^.._ ., jf

v3447 S333 1^ 2 3
;{ c1C£472$ 5439 $203

$58-n $525
S ^38? Sr.;^ ;r^.cr

^^^^ ^^ ^-m.n,a,,,m,^.,....^-^.,^^.^ ^4a°^>-,-... $4^31
^,^..^.a...^^,;e7 $TTi

,g5i : SI,92OSoqreF
. 12013 Urber I,,titete HIP:;1V 20 2; kE'S d1 ^. Ffote ' U,'refers tn ^Jrbar. r if.:re es irra,es.T:;b e doe; nainc!ude pesslb!esavings

frorn obtainn g highct c ' e .I tna c,ung funds to p^opfe s`^itftlncr ^ es beior 138percent FFl who c^rr ntly reea i ce M1-leaicaid
throuyhTrz ;rtionof h1cdical 1 is rce, tne f^mily pI n r n v aiver, pregpancY-6ased coyer ge, or ivledicai! But ir,_fo{ JJori%nno Pe.>pie withDisabilittes. [t also does not inctude sav;nr;s from exist ng state spendiog; other than on Gtpatier;t care fm pPisoners, t atmedical services to L'1e an(nsured coiumns may not total due to rounding. goestaprovlde
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same level where it will
staythereafter, under ftu,%^ 4.Trsenw-trberdbf Oliiourztr,Euredwho:raao6atd gairsraverage fenma
currentfeddral iav.,, fltepicaad er,paisasiots under tlrbar, Brsstitute arid OSfiesti;f9ates (thxrusanris't
During both Si=Y 2021 . ul t csu

and ^022, ihe net fiscal ^.. i30 430 0 Qh 134 49: 4 q a 3 143 4 4 a<) A56 452

gains renldln positive, - - - ,

with both the Urban and
Ci>U mode;s estimating
net fiscal sav!ngs of $67
tnillion W71 rr,ifEion

both years:
7 . . .[']0 2021 2ili8 2019 2.020 202: 2..22

rLsa! Year

The signihcance of positive
fe5ufts'forF4`2021-22s}1ou7d 'o3°•'re:Urbarl lnstltuieiilPSM2073;05U2013.P7ote:FY2014resutksareforJanuory[lxough

lune :014. rigrue shows the difference hethveen the total number of uninsurerJ, with a::d
not be oVer5tBtei1. The y;.v,t`,ou,l,Medicaid eFparuion, in ea:h vear It does not showthe number of additional
inherent tlncertaintle5 of urunsUrcd who wfli gain coverage eact- y^^ar I fgu!e shows ne• effects ofchanyes to t^edicaid
pCo)ectitlg co5t-s and revenues end pr%vatE cc-verage. Figure shows the (nTact ofA9eiicaid expnsion Figure doe<not
'Ehisdistani.elntrJthefilture indudet^IeuninsuredovfiowiUgaincoverageundertheACA'sotherprovisions.

are cor;siderable.That said,
what both the Urban instittite and CtSU modeling Ftt!ther, those who are r,itered employer-sponsored

show !s that, in the "steady state"that will begin in FY insurance (E51) where yti°orlter-only coverage costs no

20,21, tEie state's fiscal gains are roughdy comparable more than 9.5 percent of household inco!ne will be
to the states costs of Medicaid expansion, with a ineligible for HIX subsidies.'(he net result of these

reasonable like2Ehood of crigolna, smai! r!et budget¢actors is that, by the time it is ful'y phased ir!, the
gains. Medicaid expa7slon would cover, by the end of the

nine-year period for which we provide estimates, more

1`hissteady state should not be too surprising in than 450,000 C%hio residertts v,rho otherwise would be
Ohio, As noted above, Ohio's managed care tax uninsured (Figure4),

brings in revenues that equal 6,5 percent of capitated
payments. Irt effect, the tax raises approximately With Qrwrthout a Medicaic exparfsEon, the ACA will

60 percent of the states required 10 percent share reducethe rtunlber ofOhio uninsured. iNanv trilf
of spending fo, newfy efigible adults under the receivesubsidizedcoverage in the_ HiX. Others w»Q
expansion. All the other savings and rever,ues need o.^r,>ently qua'ify fbr Medicaid but are not enrolled v3 iii
cover on'ry th> rennairung 40 percent of the state's sign up, for rnultipie reasons expfained above. Still
costs. others with incomes too high for any forrn of help but

who have preexisting conditions that prevented them
F s, srorri obtaining individual coverage will be ab!=a to

purchase lnsurance due to the ACA's prohibitions of
`AY ^ r insc.irance cornpanydiscriminat!orr ag_rinst people with
PJec^di;=aid expansion ^<^culd affect state rerdents in health probletr^s. Artd stiii o t i i e r s will be motivate<i
many ways that go beyorid the state budget, to purchase coverage by the ACA's legal requirement

for individuals to obtain insurar,ce. The rte; effect is

Feweif u ri sp du 24a, d
fViany more people would be uninsured without
a Medicaid expansion. Aduits without dependent
chiidren with incornes belc;,v 100 percc^nt. FF'i. and
parents with incornes betWeen 90 and 100 percent FPL
would be ir!eligib!e for subsidi;.ed health coverage.
The va.st nlajority c`the>e adttits w,ouid be uninsured.
Fttrther, wiifiout a Medicaid expansion, people with
?ncornes between 700and 138 petcerit FPL might
qualify for subsidized coverage it: heaith insurance
exchanges (HIX), ratner than fJledicaid. 5ome who
would have e-nrolled in r^?edic-aid would decGne H!X
coverage, because of higher pre mit;rn costs o?the
risk 0' owing money to the Internal Revenue Service
if annual income turns out to exceed projected (eveis;

that, wit7out a h1edicaid expansion, the nutr)b>r of
uninsured in Ohio wikl dec3ine by roughly 532,000 as
of FY 2022. Adding the Uiedicald expansion would
cause the n_!mber to decline stiil further, t;y more than
450,000 people (Figures 5 and 6).

Whethe;or not the state imp(ements the Medicaid
eApansion, the state vdi!! continue to have thousands

of uninsured residents, for many reasons. For example,

according to Urban Institute estimates for CY 2022,
under the ACA with a Medicaid expansion (Figure 7):

44,000 uninsured vdil! be undocury-tented
immigrants who are ineligible for help;
291,000 uninsured wi!l qualify icrr PvSedicaid or
CHiPiaut itot beenrof{ed;APPElVI7IX 14
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Uninsured;syithout the ACA

Uninsuredunder tireACA, withoutMeriicaidexpansiori

^-- Unrnsared;:rader the ACA, with cxpan3ion

3r- 72

1>606

1 ,400 ^78 --` 1 1E^ --- - -
j C^Ja ^, fi1,200 1 U^: _ ^ 074 02^ 1, 'm 1 031

1,000
800 1,q^8

97G
600 - 783

- -
400 6 ? _- 623 - fi^7 C3Q 53Z 635
200

k. ^ _ .....__;- _ :: ^ .._._ _ _ _ _ . _ .-_ . _. .:.. .._.._..^ ..._. _ ._.." ......_.

2014 2015 2016 2017 2018 2019 2020 2021 2022 :
fiscal Year

F dan^trhrn^,^^ky 3,mP 7[19.q. ^.^ '

• 789,0010 urin;iired +r-illyuaiifyforNlXsubsidies
but not

More ^,rpy^pl^Y^^,nt^nd ecanomicgrow¢h
be enroVfed; ar,d With aMedicaid expansion, many more federal dollars• 112,000 uninsured vvilf be ineligibfefor ary form yrrouid huy hecith carefrom Ohio doctors, nurses,of assistailce and vvll r,ct buy unsubsici92ed hos

R
itafs, and other providers.Tho>e providers wili, ineoverage. They vJiil be ineligible, eitF,er t ecause

their itrcon-^e exceed^ AOC f^ercent l=PE. or the°
turn,pf^rchase other goods and services, mach of it

Y frorn o^her Ohio biisinesses. The net resuft is ir creasedareancvrne -eligiole for excFa!;ge siibsiliie, eeonorni: activity
vvithin thestate's borders;creatinbutdisqualiferi by an offer of ESI tfiat the G,CA 5

classPfies as affUrdable. erop;oyment.

tiguae s. Thc reuevabec of Oh m aer <s red, w it3, arsd wiithouttPae AC'Arlitlti and wit3eotat aAriedicaid
expansRore,un¢#erCr54.aesEdmates(tFaers^r^ds)
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5gure 7: Uninsured t3ftiea.ets under the ACA, with and iwitrrsist a MeetiCaitf exgsarasaora tsrsaiaar Cdibart
lrsstitute estioaates. Caieaciz;a• iiear 2022 1thosasands3

Total unimerr4:d:
; s 93 ^,^ fneligibtefor subsidies in the

exchangearltl Medicaid, income
underZpq46FPL

vlneligibfe for subsidies iri the 1
jrefzt urtw urei6: r cxchange because of LSt offers

635 or income above 400% FPL

^,zEiigibiefor but noi enrolled in
Medicaid {

i:v7

7,^9

{ PAc ^^al. „nlsiaEti

To assess these affects accurately, we considered not
just the increased federaCMedicaid dollars that would
result from expansion but also the reduction in federal
HtX subsidies, since a Medicaid expansion would
eliminate HIX subsidy eligibilityfor people between
100 and 138 percent FPI, Even taking this into
account, we found that a Medicaid expans+onwouldr
•. As of FY 2015, the end o`tne coming biennium,

create between 23,000 rUiban; and 28,000 (rS+J)

new O.hiojobs, both in health care and other

inciustr"ies;

* Increase the earn+ngs of Ohio residents by
between $17.5 kililion (Urban) and $116.7 bii€ion
(OSU)overtheentiret=Y201!i-2022period,and

* From 2014 to 2022, Increase t otal economic
activity in Ohio by between $19,8 bi; fion (Utbari)

and $18.6 billion (OSU) (Tahles ?C and 11).

We did notseekto analyzewhethor the ACA, as
a whole, wili help or harm the er.onomy, a hotly
contested issue on which opinions differ. Rather, we
focused on the narrow question raised by thespecific
policy choice that is before thestate'sleadership:
namely, If the Medicaid expansion were added to the
rest of the Ar!a, would that strengthenor weaken
Ohio's ecoFscrmy' C.tsing two different projection
rriethodologies from the Urban Institute and OSU to
"feed into" R<;Alil`s macroeconorr.!c modei for Ohio, we
find a clear positive impact of expansion on the state's
employment and econonticgrowth:

Lower health care >tcests for Ohio
businesses atedresidettits
Without a Medicaid expansion, employers will pay

2Li i^
^;Eligiblefor but not enro(led in

subsid'rzed exchange coverage

A Vndocumented immigrantsf^-

NoPJfeC ^a u e Nansiari Saurc+3; Urban instttute+E1PSM 2013.

more for health care. Some poor or near-poor workers
who, iinder the ACAs original design, were slated to
be enrol#ed in Medicaid will instead sign up for their
company's health plan. From FY 20,14 through FY 2022,
a Medicaid expansion would thus save a total of $ 7.7
billion for the state's empfoyers (Table 12), Also, ttrtder
the ACA, enployers v,,ith over 50 full tirne employees
can experience penalties if they do not otfer coveraga
oroffercoverace that is deemed tr, be unafiordable.
The penalty is triggered ,vheri an ernployee receives a
premium tax credit for coveraee offered through the
FiIlC. Acce>sing nfedicaid cov2rarte does not triggeran
employer penaity. Therefore, employers with full time
employees with incot7es between 1 00-i 3t3 percent
FPL could experience increased penafties'if h1edicaid 3s
not expanded.

An everi Teater effect will be felt by poor and near-
poor state residcnts. Without a Medicaid expansion,
many who afould haveje±ned Medicaid instead will
remain uninsured orobtain insurance withcost-
sharing well above Medicaid levels. As a result, a
Medicaid expansion would lower health care costs for
Ohio corisumers by an Qstimated $7.4 billion over the
nextnine years (Table12).

Fkird qM ns fc, r coeantie;$
{mplementing the Medicaid expansion would reduce
some counties'health care costs. Manypoor and near-
poor uninsured, who now receive care funded by
local levies, would instead receive Medicaid for which
the state and federal governments share finaricial
responsibility.

We were not able to estimate all of these savings,
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experienced by the retativelyfew idrge, urban
c?u;lties that currently spend substantial funds

oviding health care to people who are uninsured
e+ poor. Also, many counties have levies that

^pport mental health and alcohol and drug
acldiction services. Asdiscussetleariierinthisbrief,

`. artee:uansion ofMedicrid wilf redutethe.nurnber
`^'•r $733 o;unintured andprovidefederalfuridingtocover
$191 ^^^3 services that are en¢ire?y funded bystate and local
^222: dollars today. Th:ese state and locai dollars can

$865 then be used tc, provide services to those who
$236 $920 will remain uninsured or provide services that are
$252 '$q79 not a part of a tviedicaid benefit package, such as
$26£3 ^ 1 p^^ housing or ernp°oyrnent supports, or be redirected

to other local prioritEes.

$1`659
Counties would also achieve revenue gains, only

5®rrrcc.. urAan tnstitute HIPSM 2073. Note: Columns rnaynottotal due to some
of which we could estirYVate, fr1 particular, at6i n ^'tr^g

17
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taSEe 19. S riu aef arf PAgdica3d expasasion on
COunty salei tax ravzracae, tsnafei!'ti€ at:d; S3S6E
anodefis: FY 2014-2422 (millions)

:" ^12^

52i iz

,h

z a%:E

; `" ,l?3

3ourse;t)rban instltu`.r_ HiPSM 2073; 05L' 2073. Es?imate;
assurmeti^esaim tevenue laystha',.>.ppfyto state saies
taxes Note; C.olurnns may not'mtai dtAe to rounding.

project thesePffects attEze regionai tevel and in some
spec{fie counties.

4.tv. 4.tC <?-^^t ^Wit`i

F (y^^;tr rc^4<:`

Without a Medicaid expansion, many of the people
wi-io qualify for Medicaid and CHIP but have not
enrollecl u. il! sign up for coverage, for the reasons
described earlier: namely, the ACA's individua(
coverage requirement; new subsidies irt the HIX;
increased awareness of the availability of healtll
coverage; the autorraatic routing ofapplications fron^
'the HfX. to Medicaid when applicants appearhqedicald-
eiietibfe; other streamlined methods for Medicaid
efigibi3ity determination, enrollment, and retentiott;
anc9 general publicity around expanded health
Coverage,

Nledcaid expansion would increase the arnour Ybeing
spent on hledicaid managed care. Counties as av.hoie

receive sales tax revenue equal to 1.35 percent (If such

premiurn payments, as noted eariier, Over the FY 2014-

2022 period, these increased revenues wouid total

between $364 and W7 million (Tabie 13).

Counties would aCso experience genea+ revenue
gainsfrorn the increased econornic activity that would
result from expansion. As expiained earlier, more
federal doiiars buying Ohio health care increases the
purchasirig of goods ancr services in manydifferent
sectors.This increases general revenues for cotinties
and the state aiike. At this stage of the project, we
were not able to provide est;mates of these effects at
thecounty!evel. Afarthcomingana(y.s7stivi(lalori<to

When currently eligible people enroll in larger
nilmbers, Ohio receives the standard federal rnatching
rate for Miedicaid, rather than the highly enhanced
rate for newly eligible adults, in addition, the ACA's
fee imposed on for-profit insurers wili increase state

costs for kledicaid managed care arrangerr,ents

that were "in effect rega'rdiess of the ACA. Because of

these two factors, the state's cost of the ACA; without
implementinr, the expansiort, rise from 593 to $119

million irt FY 2014 to between $436 and $457 in FY
2022 i.Figurela).

At 2he same time, the ACA's norrexpansion provisions
tv;El result in offseEfintt state budget gains. !1lost of those
gains are like those described above in cornnection vfith
the expansion:

faour^ s. drttgucr o5 the ACFss rixr exP- artsiu,s tssr,t r>a ^s -; stace tiffec9icairl caxsts vesttlting from
^ar ve^;eu gsartiripatiorb uncrer sJr#oatt Irssti4ute estimates (miEdit7res)

Statc, spzndng wiri tlc ACA`s non-expansion prov?siort; -- -

State spending ovithout tite ACA

s30,GU0

r7)6s
£3 2F!

til 283
57,SOC! ';6 zsr3 Sb Sl'9 bS,Q^6.:.

^5 5 i8
$5 957 $7 944

5,1 57 454
63 $b 552 Sfi 9^4

$5,bO7 bb^.

55,087

r ..

50 - --...;
2014 2015 2616 2017 2019 2019 2a20 2021 2022 fj

fissal Y®ar

Source: Urban Institute HIPSM 2013. Arote:'f}iis figure cioesnat Enciude the effects ofttie ACA tnsurer fee.
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gsarticiiaatioaro aendesOSU ssti<asss tmiiliarss)

-State sp>sndinq with the ACp's nonmexpansion provisions

-State spend ri8 without the ACA

S$ ^23
^ EU3
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j Pdote:
These estimates ir clude the Urban tns itute'; basetineproje::tion ofstate rion-Ai=? Aledicaid co5ts. This fi gu, edoes nr,t include

the efiertt o'the p.C.4 surer fee.

lncreased participation reduces the ainount of expansion:

Medicaid spendirig on retroactive eligibiiitv; 1'he ACA increases federal matching rates for t'H{F;
1lvhen more consurners receiv^ Evledicaid, the state Subsidized individuai coverage in the HWovill
receives more 1>rescription drt!g rebates; and provide the state with premium tax revenue; and
With more Medicald managed care, the state Federal subsidies in the Ft?>, wili purchase
receives additional managed care tax rever;ue. considerable Ohio heafth care, generating economic

growth and yieiding genera! state revenue.
Howesfer,othero4fsetsareeitherentirelynew•orditterent Othrrpotentialcosts,savings,andrevenuescould
in cha}acter from those that apply to the h1Pdicaid not bt: estirnated, (ncluding the fo(Eovring:

.----fr8:nre to. S4a te budget isnlsact o? F?rA ,aor,-expansion }rrowisscan,; cost ut irtereaser9 participation
( by currerticiy e€eqUe but nest estr{o{ied ccs>3susraea•s and ACA ivtsuser fee, unci:ea Ui and t35td eatim;tes

:ui;,osu

Stffi7
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^ in ct^^ s
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Source; Urban Institute F11D5M 2013, OSU 2013:
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• The administrative cost effectsdescribed
previously, and
The potential state savings achieved by moving
adults with incomes above 100 percent or 138
percent FPL from Medicaid into subsidized
exchange coverage.:

Tabfe14 shows the size of the offsets we could
calculate.

Table 15 compares the cost of increased Medicaid
enroStment, under the ACA's non-expansiol7 provisiorts,
with3he offsets to those costs that result fram the
ii icreased revenue and state budget savings itemized

above. According toboth models, the state costs of
the ACA's nert-expansion provisions are greater than
the savinas and reven tie offsets. For the entire 4-yesar
period covered by our estimates, these costs exceed
the total rPventies and savings by between $2Q million
and $9 85 mil{ien from SFY 2014 to SFY2022.

Taking into account ail the above described costs,
Table 16 analyzes the irrtpact of the ACA as a whole
on the state biidget,The first two columns show the
effectt of the key choEce withirt the coatrol ofstate
ty6ficiais -- nameiy, whether to ey.pand eiigibiGty. The
sniddie columns shotv the state kziudget effects that
v`+;il uQcur without 3n e.xpansion. The two columns on

tabte1aSav;nqsrsedr't.ent'c"Irom 4r'}';prav¢sir ►nsetheEtl^ar^e r^ansi^^n(r^7sii^os^s)

tZ

O`t^ Ji ost;

t; 533 $g5 > '.' $27$ ;[yr

.-] 2 7 G•13 S9^ 0 r55

iC; ll ^3^?. 7^56

c;) 2 I '- $352 C375
2U $1;';i f i 8 ;• 3 1 4 4 i 7..q

C:,
S,. "J1Y

,: ..J'.^ :.lll ] 59.4 j.i< . ti!j$: $1^a

^ $2;^C)t

^:qvi ce c75UZO3,urban in tt ..:;;M- t.'...li:REMhtul;3`ot' OP'refar:stoUr<?aninstiesurttate>1_uicdoesr,otindude{rasslblesav,ngsfrom
adrm istrative s;mpPricotio.r . nd po:.,,,oie revenue from increased fe^i_ral matching funds ior .Jigibilitysystem and shitUng iaigher-income Medicaid
adutts ;nto suE;idized t-IIX coverage.

tL",tn ts. CzveaaH imix„c€ cft6te pCA's eaern e:;:;:,ansi .,r; psrav<siatns an the s'*te budget (rt;ilttoras)
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$375 $410 $373 $396

$446 $433 $396 $417

$436 $457 $418 $436

$2,747 $3,088 $2,J27 $2,910 4
Ngeea coiunm ii I ay not total due to ro u rrding.
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tafAte !C. ? heACt:s:snparties-: thestate l3tccgeg,witteand witihoea4 zu F(sat;jsa€ci expansEcsM (r,lvfFldarl)

-:-

'00 ^ .J1 . . ,. . . ..

c^ -.7
rt_a^. r.. .. . . . . t^^^

a5:7 x ; 31'

ic, .i :

5iE .Ls. - . .... f.4.: .

U,..,,.f.^..^.. ... ^.,-,..._ ..,,^..._.:_..^.,.^_.,.^ '' ....,..r._r

. . . . : _ . . . 9"?., J^.a'^ . . .

the right sho:M11 the combinect irnpact of al) the ACA's rom the perspective c:`state policymakers, howeve ,
prvvisions, if tt,e state adds the Mledicaid expartsion to the mo.,t impo rtant coiumns are those on the left of
the remainder ofthe ACA. the tab1e. These .shos^- the state budgetary irnpact

of the ori!y decision wthin Gnio contro! - na.mely,
This analysis oftotal budget costs, revenues, and -whether or not Obio sh:ouid impPernent Medreaid
savings shows that the netfiscal effects ofthe ACA e>:pansion.
as a whole, if the expansiorFis added, are positive in
every state fiscal year. It also suggests that, witf7out
a Medfcaid expansion, the remainder of the ACA
would fncrease thestate's bucfgetdeficit by a small "• ^ _^` ^ ^ . ^:i . ; ^%`
amount during fY 2014; but that addiog the t,rEedicaEd
expansion yields a net fiscal surplus for the state of Ohio's PJledicaid enr4lErnent wiii increase, even if
between 1.6 billion to 513 biliion between 2014 and iVledicaid eE!gil>ility d-De.s not expand. As expdained
2022. Farlier, ALA's non-expansiorr provisions wilE cause

z #
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eabte t7. €0creased nAs?cicatrz eesra°hneni s;rtder ti'sg ACA, a7€tf i,raoi viritEssstata Med€ea€atexparasion, tassa€2r i.t€ and
OSU asbe,c€eBss FY 2014-2022

o r jF t^ s t^ rRv
- , ^. , . , ^. 3r^a`o: /,<,; . . , _ ^ _ ^r,

fii O514 tS3QJ5t3 l1'
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1ill;"^3b 9,'3S #:,1iG &,[>>/tiJ;'%" f4^,^54
175,7: 221;7: .^.',7,A.`iv^ 't7,Q:3Ci li? '_ i 3ST-

224,217 38,1 .3 :7,SGi E";?.2,5G:1 Sr'r, S

18 d,3S3 c,49 38, ii t,S,r7 ; ±I? l,`15i
°:3 i'; 2 b 6 20 rf .. , . "'. n ^̂  c

; fr 193,525 231;010 40,571 49,003 638,244 675,120

56GPte: Urba: intitute Hl?S'M1'2U'2; USU 2013. ^ - ^-^

sitrne cut reatfy eligibie pe,ople who are not yet enroiled to sign uq for Medicaid. A ielativelySmalE additional
group af such currer,ily ciigit;fe peopie vvili join t?,e prugran-, ifa Medicaid expansion is added to the ACA`s other
provisions. Nowever, tl,e vast rnajor)ty of t,ew Mledicaid enroiiee5 under ait exoansion vJili be newly eiigible.Tabie
17 shows the nun5ber and characteristics of new Medicaid enroilees, with and without a Medicaid expansion In
Ohio.

^,..t;;}^> ^•, -
The purpose of this study is to assess the cornprehensive economic and fiscaE effects of Medicaid expansion for
Qhio. The report also estimates the net fiscal effects that wi€i accur even without expansion.

Our analysis finds t€ ►at Medicaid expansion creates net positive state fisca4 a;,d economic effects for Ohio in all
state fiscal years; including in 2020 and beyond,;vflen the state match rates reaches 10 percerit. This finding
results from the following srpecific conclusions:

Pvledicaid exf ansion does generate new state costs, even beginning •t;, SFY 2014. C)ver the SFY 20i4-202?
period, these costs total $24 billion (f35U) to $2.5 billion (Urban).
Medicaid expansion also gener:,tes stab>tantia' state burJgt:t savings (S 1•6 bil(ien). These savings result irotn
both increased federal rnatching rates far current MQdicaid spending and frotn reduceri non-Medicaid
spending on hea!th care for the poor and near-poor ttninsured, who wouid qualify as newiyeiigible under
expan;ion.

Medica!d expansion increases state reversue, eve r afteradjusting for an,vlostgerteral revenue c,r managed
care tax reveMie frorn fewer people obtaining coverage through ti-ie health insurarnre exchange• tlver SFY
20i4-210,22, the net increase in revenue resu(ting `rom expansion to.als betv•leen $2.7 biHian (rJSll) arid $23
billion (Urban).

• The cornbination of budget savings and increased revenues resufts iri Medicaid expansion producing
gositive net fis(a? effec?s in each state frscal year, inclitding after the state riiatch rate for newly eligibfe
adtiIts reaches its "steady state" of 10 percent in 2020. The net fiscal gains from exparrsiorn, over tiie 9-year
perirad for which we provide estimates, totai betweert $t •8 biliion (i)SU) and $1.9 biilit,n (lJrban). Put s?mp!y,
Iviedicaid expansion pays for itseff- ar.d creates a posit!ve state budget impr:ct. In additton to payinrt fcr
itself and cteating a positive state budget imitact, Medicaid exparrsion generates several additional benefits
to r3hios economy and (lhioans khat would not occur without the expansion, including rnore tl3an 450,00Ct
uninsured Uhioans obtaining ftealth coverage and more than 27,000 new jobs fcsrGhio resldents.
4Vledicaid expansion a;so creates local fiscaE and econornic benefits, includirtg between $354 million (0Sli)
and $387 mi!lion (Urban) in rte-w local nianaged care tax revenue
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If Ohio does r,otexpand Medicaid, oth.yr AGA provfsions will produse net budget shortfalts. Fiowever, if the stateadds Medir_aid expansion2o the remainderofkhe RCAthe state wifl experiEnce net positive budget effects inevery year frorrr Si=Y 2014 tElrough SFY 2022,

Many aspects of ACA irrspiementation in Ohio are olitside state offic,iafs'co: rtrol. But one key choice is iri state
po(icymakers'hands-namefy, whether to eypand Medicaid. tlsinc, two very different methods of estirrrating
the effects nfthat cfecision; we found adding expansion to the rest of the ACA. would improve the state's

buF.fgetba(ancp, impravra the staie's economy, and reduce the number of uninsured. _-----

___

1 !n ahdition to premiurn subsidres cost,harir;q subsi^9ies are avaiiable for peoFfe wft^ 9ncorne up to 2';0 percent cf FPL,
2, La-^uifypresentimrigransfafJin:ot -cgroups:socalfeJ"ruailfiedaliens,"whoseimmrgrationsiarirspermitsMedicaideGgibifity

under the Per.sonal ^nesponsbdit+; and 4Vork Opportunity Recorrciliatron Act of 1945 (PRYJORA,); and other IawfuOy preNent rron-citizens.
The largest numbc•r of irnmigrants in the fatter categoryare Immigrants whose =*

.etus hes t•eerr lawfuf fer tess thanfive years. Med(caid
can rmver chitdren a d pregnant wcrnen in thds group, out it carrnot cover other adufts un!e>s they are"qaalified atiers"As noted etse--
tiahere in the teXr, the ACA genc ralri

limr45 t x credits and other subs.drEs in tne heafth in ur.,Ice exchange (H?) to c;t;zens and (awfu}iy
present mrmgrans etiho a•e rn rg bh for Me trald and CHiP arrd who h=.ve o o•nes betn een 70u and 400 perceni FPL. There is one
eaception to the lower rr,come-tdrgrbrfity thrr_sho?d, ho.vever. Lawfully present inrmigrants

vrhose ir,rmigrafion status disquafiftes therrjfrom Aledicaid can qu-alitir for fiIi aubsidies even though theinncome tvcu!d ordinari!y be tea lovt for HIN, subsidics Accordingly, If
Ohio does rro<expand taledt:.ald,'qualified atiens °under PRlO'ORA, fiF.e citizens, wili be ineligfbfe for anytrefp, vrhether from IlAedicafd or
iilX subsldies,if they a:e ciuldiess adufts under 1OD percent FP!-or parerrts with incomes betwecn SUand 700 percentFPt. At the san.e
time, otiter"lavAuily preent tmmiorants,'induding those vrhose authorization to five and work in rhe U.S. has not'asted fono

enoughtc quaiify for Pdediceid, wlli receive federal!y-funded HiY, subsldies ever, though they are childfess aduits I^ving below poverty or parentsw;tY, iocomes between yG arrd 7o0 percent FPL.
3, 17us likeiy ;rr.derestimates savings. With the avail.a.hitity offedr.raf Medicald dollars for inpatient arrd insr!t,utiona! care furnished offprison yr.^,unds, the state may charrge it-> approach to determininq which services are furnisfsed on and otf}:rison gruunrd.s
4 P,aentafHe thAdvocacyCoafirrbnandCenterfrrrCommunitySo;utions"i3ytheA;umber, 2f?evelopjnyaComrrronUn¢er6tandinglqt

the F;.tu^e of Se;iaviord'!{ealth Care' Novernaer 2012.

5. FY'2075,thetoptensr torsthatw'fexperiencearrseinempJoymentbecauseofMedlcaidetipansionare; ambulatoly services
(36 t ga); hospitals (19.8Yo), s.ate ar•d ,oca oovernmenr

(7.86k); retail trade (6.1 %); edmfnfstrative and supportservfces (5.34lu)i eonstrut-tion (5.3%); insurance carriers and re a:eo actrvities (4.0%); #ood services , nci drlnking pfaces (2.9%); real estate (2.2%) andprofessionai,scientifst and technica(services
6. Laura 5nyder

Robin Rudowltz, Eil zTi Eflfs and Dennis Roberts."Medicaid EnrollmenL• June 2011 Data 5napshot°f(aiser Commission on
Medicaid and the Uninsuredand He.a.lth Management Associates. June 2012: Eifeen R. Ellis, Dennis Roberts, David M. Rousseau,TanyaSchwartz:"Medicaid Enrollrnent in 50 States:

June 2008 Data Upiiate.°KalserCommission on Medicaid and the Uninsured and HeattM
P `anagernt L Ass_c:iates.5epten7ber a0t
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The Supreme Court's ACA Decision and its ffidcPe7 Surprfse for Employers

Without Medicaid Expansion, Employers Face Higher Tax i•-lenaltiestlnder AC,A

By Brian Haile
Senior Vice President for Heafth Policy

Jackson Hewitt ?axService Inc.

March 13, 2012

Key Findings

^ States that do not expand Medicaid feave ernptoyers exposed to higher "shared
responsibifity" payments undet the Affordable Care Act (ACA).

^ The associated costs to employers could total $876 million to $1.3 biilion each year in the 22states 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 each year:

a Any projections of the "net" costs of Medicaid expansions shoL;ld refiect the very real costs
of the shared responsibility penalties to employers in any particu±ar state.

Background anc! Cnntrxl

While upholding other provisions of the ACA irt June 7012, the U.S. Supreme Court ruled thatthe federal governrnerit coijld rtot compel states to exparsd Medicaid for certain loar-income
adults. Federal and state law prior to the enactrrrent of the ACA firnited Medicaid eligibility k)
very lovv incorr,e persons bvbo are ageci, blind, disab?ed, rninor children, pregnant wornen andparents. Congress attempted under the ACA to force s,ates to expand Medicaid to all
categories of iow-ir,c:ome autiZts under age 65 who were at or belowr '{ 38% of ttle federal poverty
level (FPL). Under the Coort's roling in NF-lf3 v. Sebelsirs,^ t^augtt, stai.es now have the option
rather thrn an effective requirenient to expand Medicaid to such adult residents.

Caverage opfions for 6ovv income adult residents may be limited in states that do notexpand
Medicaid. In c.fratfinq tl^e taC.A,, members of Corigress as:st^n^er^ that in^;:viduals under 138%
FPL would be eligible fur fhe Miedicaid expansiorf. They conse.uentfy Eimited acce,sto the

§ 1902(a)(1 n)(A){^; of the Social secur;ty Act (42 t.S.C. 6 1.396a) as adIded by § 2001(a)(1 ) of the ACA. While this
provision rei.c-ences a 1335-0' FPL fnoorne ismi° a srrbsequnrzan-iendment tc, § 1902(e)(14)(f) tyy§ 90Ne)(2) of the
Health Care and Education Reconciliation Act {tdCEfZA) of 2012 adds an ariditiona; ;ive percent income disregard.
For referenCe, the federal poverty level (FPL) is a construct that var;es by household size: 138%a FPL in 2013 is
$15,856 for a household of one and $32,499 for a household of fovr;

567 U.5: _ti (2012).
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premium assistance tax credEt programs to eligible individtaafs between 100% and 4(}0°la Ff'L.
ln states that do not eicpand Medicaid, then, otherwise-ineligible persons uncier 100°/a FPL wiil
not be eligible for a strbsidized coverage optiort under the ACA. Those be?woeil 100% and
138% FPL Would be e6igible for the premium assistance tax credits, but they will have to pay a
monthly premium for coverage through a qualified health pian.

The coverage options are alsotied to employer penalties. Employers will generally not face
penalties because their employees enroli iri Medicaid.4 Under the "shared responsibilEty°'
provisions of the AC.h1,6 though, ernployers that offer heafth coverage and have 50 or more full-
time equivalent employees tn4st generally pq up to $3,400 penalties for each employee who
enrolls in the premiumassistance tax credits. The "shared responsibility" provision also caps
an employer'ss 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 states.8 While the ACA ensures that the federal government wi(i pay 100%
of the costs of the Medicaid expansion through 2016, states the expand tiledicaid become
responsible for some portion of the costs thereafter (rising to '# 0°!o of the total costs in and after

3 . . . . . . . .

See FAQ #31 in GF nters forMedicare and Medicaid Services, U.S. Department of Health and Human Services,
"Frequenf!y Asked Quest;onson Exchanges, AAarket Reforms and tutedicaid" {peremoer 10, 2012), availabis at
^ttp:l;cGio.cros.govires;urces,ffileslescttane^es faras-12 iis-2012,pdt, aecc3ss+3dz^n h4arch 1, 2013.

lJnder,§ 4880H(a) of the ?nterna! Fbevenue Code, employers wiYh50 or rnore f^jl!-titrie eQuivalent emp;oyees wiil be
liable foremp!oyer shared resfionsibi!!ty payme,nts if they do not offer coverage mnd at teast one of their emplovees Is
eIigib!e ior d oren-dum tax credit, In ihis sense, employers couid face penalties for e,^ p'oyees who enroti in 7Jedir;airj
^but the.pena4ty is unrel3ted to the emoloyee'sQnroliment in the Wdicaid qrogram and is instead triggered by
another employee whc enro'led in the t,^zx r.reditprogram. Also, see note 14.

§4980H(b) of the 3nterna.i Revenue Code (IRC) as added by § 1513 of the ACA, as amended. See internal
Rr,venue Service, "Questions and Answers on Ernployer Shared Responsibility Provisions iJnder the h.ftbrdabte Care
Ac+ Decernher 2$ 2012 availab'e a+ tj' ^ 1 , -,^

j r sig ,iii. Ir_ ^c accessed March 11 2013, Congressional Res9arch
Se vi.^(; Report R41959 Sumrr,ary of Potentiul Employer Penaities Under PPF CA" Llu^e 2 2040), available at

accessed Narch I, 2013

V Em pIoyees el.gibic f,,r covcrage through their en-,pluver may still qualify f7r the premium assistance tax credits if
their emp'oyer plan is r.naffordabEe' ir that it costs rrore than 9.5% of the employee's ho:;sno!d hncome, the plan
does not cover the essentiai heaith be;netlt package as deflned by HffS, or the plan c!c,es not provide "minimuni
value' the p!an's deductibie and other cast-shar"sng are too high). § 36B((-)(2)(C) of the IRCl as added hy §
1501(a) of the ACA, as smended; 77 Fed. Reg. 30377, 30388 (tvlay 23, 2012) (to be codified at 26 CFR § 1-363-
2(c)(3)); 78 p"ed. 6deg 7264, 7265 (Feb. 1, 2012) (to be cs,di8ed at 26 CFR § 1-:3613-2(o)). See Congressional
Researcn Service t?eport R4'f 137, "t-lea!th insuranc%; Premi:im Cre(firs tti the Patient Protertion and Affoi-dab!e Care
Aet (ACA)" (Decc;rnber 30, 2041), avaifablr nt ,.;;!
aacessed (t4arch 1, 2013. __ .

Afieipfu! flox c»ari in regard isavai6ablefrrsm the Kaiset Famiiy Eoundatton at
b2si Note that errip(oyers that do not offer c,overage are sub;ect to a different set
of rplated pcnnlties under § 49£30H(a) of, the Internal Revenue Cod,e; however, the prot;ortion of erriployees w orking
at such firms is refatively fo+,v. See raote 14.

See, e.g., Letter from Governor Bob P^9cConneli cf Repub!irzn Governors Associatior, to President Earak Obnma
(July 10,2012),avai(at,ieat c-j< u^r_^, aod
olarr:ai, aecessedon P>fsarr#i 1, 20133.
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2020).9 These costs have generated substantial discussion among state policy-makers as to
the feasibitifyQf such expansions of ti-:e Medicaid program.'°

Paradoxically, state governntent efforts to constrain Medicaid costs growth in and after 2017
may lead to higher net taxes for employers in such ;rarisdictiorrs beginning in 2014. if a state
foregoes the Medicaid expansion, ther eligible employees between ?+3{f-13g®/p FPL tnny enrollin the prerni,;m assistance tax credits. In such circunistanc:e^t

theire^tployers wili €a^liaoilities
for th+r "shar-fd resiionsibifity° tax penalties ^iisi,trssed above>

Mefhasts

We tised data from Current PopuPation Survey 2011-12 frorrt the U.S. Census Bureau toestimate the number of tjnansured adults working full-tirne uiZder age 65 by state who arebefwecn 100-1500/1,, F f't., To estimate the number of such individuals who may be eligible to
eriroll in the premlum tax crec3it prograrns, we asstrmed that:

® Persons between 100% FPL and 150°!a FPL are equally distributed (i>e., they are equally
likely to be at 124% FPL as 139% PPL),12

a 46% ol tinittsurer9 €ndividcrafs who are e;nploved full-time and earn l7ettiveen 100-138%
FPL work for companies with 50 or niort; eniployee.s; and

91% of the firrris at which these employees work would offer some form of fi£a(th14 :. . . . ..
coverage,

Results

------------s
§ 1905(y) of the Social Security Act (42 U.S.C. 1396d) as added by 2001(a}(3)(6) ofthe ACA and amended by §.t^201('! )(S) of t3ie F3£.'E^L;.

See, e.g, Bavtrerg Randait,Barbara A. Otriiund, and Vicki C;hin, ,.State Sudge:s underfederss! HeatthReforn,.Ttte Extent and C'au es of Vara+o s in Estrmatad tmpacts," Kaiser F;rni;y f'oundaiion lssue Srief, f;ebi'uary 2011,avarabie at i^ :;_nrr, . accessed P^arah 1, 2053.

Sea r p., Radt-^ofsky, Lor.ise, tn Pledica d a Ne u Heaith-Care Fu;ht, Vtlall Sbec?.tournat, February 11, 2013, p:^1; ffl!man, Jason, `L.a c^ of Medicaid expan,s.on coutd peno.tlze errg^oyers," Pohtfco, A^^9ust29,2012.
Usin; this assurr,ption, thc proporiirun of th.n, pnpu;ation belo,.v befiween 100% f PL ar;d 1361IX,

FPE.,,voirid bereoresented r:s. 4 unirisured. full-time employed between 100-150% FPL `(138-100) !(
15f7-1L'0).1,,•

Ava'ere Health analysis of the Current Popuiation Suniey, Annual ; or;ia; ard Pconornio t^up 'e-r,ent, FJrited StatesGensus Sureau, 2012.

Among employees th<~:t work at firms v;ith 504 ernployees tflat atso have a rr:ajority of fovi-vage
workers; 91.4%work at firn-is that rJffer health coverage Agency for HeaitFc-are Research and Quality, Ceriter

for Financing, Accessand Cost 'rrends 2011 Fv'r dical Expencditure Panci 5-urve. -ir:surance Componeni, Table
I.N.2(20i t): Percent of

private-sector en?ployees in establishmen?s that effer heaith, insurance by firm si>e and
selected charaeteristics:tinited States, 2011 availabe at

accessEd fl,aroh B 2013 Lmptoyera that afferheartp coverage wo€,ko not be „ubsec, to broader penartics under ^ 498OH(a) of the fntema! Revenue Code, but theywouid be subject to penalties for a smaiter subset of empioyees under ^ 49$0H(a),
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Applying these assumptions to these data, we estimate that approx:riateEy 1.01 million fufE-tirrre
uninsure d errrployees under age 65 couidenroti 6, t¢^-te premium assistance tax credits. !f 10t:!%o
of such employees were to enroll and no state were to exoanrt Wedicaid, the coliective employerliability each year for the shared responsibility payments vrould be between $2.03 anci $3.04
bitlion doSiars.

CPedriy, though, some states are expanr#ing tsAedicaid. Indeed, the Advisory Bo3rd estimates
that 24 states and the District of Cofun7bia have moved fnrward -with such ex.pansions, and an
additional four states are lean;nr tnwards expanc;ing Cviedii;aid: 1n coritrast, 14 state:s are not
expanding Meclicaift, while three sEates are leaning against and another f ive states are
undecided about such expansions.'J If the 22 opposed and undecicied states were to rejeCt the
Medicaid expansion and the ellftEbie employees between 1 g0-1 36% i; PL were tct enrol! in the
texcredits; then employers in those jurisdictions niay incur liabi ;ties fcr the shared responsibility
pena(ties of up to $876 million to $1.31 biliion each y,ear. i=car reiererce, we shaded thc:se
"expansion avet°s4„ or uridecided jurisdictions in Tabie '1 t;eiow. PPease note, however, that
some Govemors may have indicated a srtil;incaness to expand [vlECiicaid but have riot yet
received the required legisiative authorization (P.g. Flc,rida).

Table 1: t'otsrttia! Employer Tax Penalties by State
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Tt.e 7advisory Board Corripany, "6Vhere eac« statE = ands rr AGA's t'e`l ^id xe^3rsion A rr urdu7 of what eachstatc. leadership has said a'aou, thei Med!caid plans, avai{uGke at e^ ,!^
accassedMaroh6.2013,
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Our goal was to estimate the order of magnitude of the Potentiaf employer IiabiEities by state.
WhiCe we acknowledge that data limifations require us to make sampiifying anaiytical
assumptions that affect the specific point estimates reported above, we believe these results to
be directionally correct.

We have been reiativo;y coiiservative in our assumptions, though we und erstand that policy-
makers may want to refine tfie estimates with state-st3ecific data that they may have at their
disposal but which are not freely available to the pubiic. For precisely this reason, we have
a#tempted to be fu(iy transparent about our methods.

APPENDIX 29



6

Ttre actual di.abilitieas that employers incur will depend on the "uptake" or partic ipation rates
among eligible ernployee.s in the new premium assistance tax credit programs offered through
the new ir)surance exchanges. Because we seek to quantify the potential liability, though, we
do not adjust our estirnates for esiirnates of partieipation rates (which vary widely among
experts).

This analysis explicitly excludes ernpioyees who are cufre.ntly )nsured. Data from the Current
Poptrlation Survey in 2091-12 suggest that sorrre 2.4 million adults are age 19-54,working fiill-
tirne, are between 100-150% FPL, and have employer-sponsored health insurance. It is urtclear
how many of these individuais may drop coverage and migrate to the exchanges arrd the
premium assistance tax credit prograrns. If this phenomenori were te E;ecome wides°pread, the
potential sharedresponsibility paymentliabilities for employers would only increase.

For the reasons discussed above, states that expand Ntedicaid may effectively lower the
penaities for errrployers that do riot provide health coverage. A state's decision to expand
Medicaid, tiiough, is unlikely to tlave a material effect an ernployer's incentive to provide
errrployee coverage for several reasons, : v'Je acknowledge, though, that Nledicaict expansions
could theoreticaily alter the employer's oa9culus in the provision of health coverage -- and poiieyp
Makers shoutd at least be aware of this issue:

Conclusion

These estimates sugges: that en,ployer liabiiities for the shared responsibility paymetits may be °
substantial. Such costs +;ould exceed $1 biii;on across those states that are now facing the
decision about veheiher to expand ftilediccid or that have thus far declined to do so. Any
projActic,ris of the "npt" cos.s of tV!edicaid er.par,sions shot.dci reflect the very real costs of such
habilities to empioyers in any particular state.

16 We believe this to be true for several reasons. First, employer plans covera much broader group of employees
than just those 'f 00-93$% FPL. Second, the employer's tax benefits for providing compensation in the form of health
benefits remain intact. Thrrd, an employer may not be able to accurately forecast the effpr,t of the Medicaid
expansion on the firm because the employer lacks complete information about each amploy®e's household size and
income (and cannot therefore estimate the number of employees who fall between 100% ag0 138% FPC}.
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Good Morning Chairman Gonzales, Ranking Member Foley and members of the
Health & Human Services Subcommittee of the House Finance Connnittee. I
appreciate the opportunity to testify fiod.ay. My name is Michael Heldrnan
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
i=lealthy 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 onlyhave the number of individuals in need increased; but so
has the level of severity. The number of cases involving rnental illness andJor
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 1'i:rst time in
twentythree years, therewas 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 coi.tnty commissioners and through the state
Attorney General's Office.

The zndiViduals we see thi:ough our justice system are :in need ofn:uiltiple services.
Many of these individuals are single males, not eligible for Midicaid. Board
dollars are cuirently being used to pay for their primary treatznent,• leaving little to
provide other services such as housing; employment and peer support. 1Vledicaid
expansion would go a long way to assist with this problem. At discharge, Medicaid
would pick up the primary treatment costs. I urge you to suppoit 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 created Medicore arrd alfhough sf Ites rni ct n rse± certain
Meciiccsid in 1965 through the rninimurn standardso The federal
Social Security Act. At the time G°nters for medi,,are: & Medic.ttid
of passage, the programs were Ser4ices (cw), (oceited withir;
herolded as opening " ainother the Department of t fea!?h and
frontier, thaf of health security,"! Numon Services (HHS), oversees the
following the origiriof Social Mediccrid prograrn.
SecurityAct of1435 wnich focused
on income securityfer vfder A!►ediccjid is voluntary ;or states,
Arnericpns. bu; eYery sta'e parficipates and

odministers its own prograrn .
Medicare focused on health C)hio's Me:^iicaid prograni started in
security for olderAmericans, whiie 1968 arid is administered currently
Medicaid, known as ;it{eXIXof tf1e by the Ohio deparirnentofJob
Social Security Act, was cieated anct FamiEy;ervices (UDJFS):
to provide health care to certain
categories of people who have Medicaid is ari en',ifiemenf
low incomes and cannot afford prograrn. irieaning that siates
health services or healthinsurance cannot limit the nurrt>er of eligible
on their owri, Over the year,s, persons enrofied in Medicaid
fuledicaid <coverare has focused or deny qccess frD medically
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worri _n,n, as we(l as the L!ind, aged,
nrtd disahled, In sfafe fiscal year (SFY) 2012,
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Medicaid is funded ancl Pviedreaid prr^grcrn was $17 biilion,2
ctdrn,inistered joinfiy by the stafe inciudin,g both siafe ()nd federal
and federal governrr,ents, Under t.Jnds. Ttiis ctccounts for about 3.51T
broad t'Pderai guidefines, s'afes of Chio's econc?my.' Sfate funds
establish their own ste.rndard; ,were $6.1 ^;illion of #he $17 k^il#irin
forMeciicald eE:cibility, L^enefits, #otcs[ MeCtic.ctid exi,^enditure.
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pays ^^r Medicakd?
Total annuc! Meaicaid spending, SFY2032

$17e0. 1 b 1, 111 o vt
(CCfGSs C^1 Uf'.IC Y70erwCles)

$10.9 b;fllon /
$6.1 billion

Source: C!JS-64 Spending aCross all agenCies, SFY 2011 " ^!fS Data:Run, 1124/2013, Additional
ca'; ^ a'lor^s by I1PIO.

Ilf.r; Gr W^^ai ^l'^ u^'7.C L Ur`t t i'^ ^r, tOI:?, r^^i,^^IC U rF^t^7r, nfl`l
^^^:^l.i` J : if r ^ra' r ^ :J. ^ r;.:_^l 7^ ^r^ r1 ^1 i< ,,. , t,^^ ,i"^• li: i"
O _ i , _ A ^or 1 Fi,l 1ilc ^.d

r_vr I 1^': udCi,

i--CdetM Mveaa+coE Assistance Percenfagre (ri`V^,;'^V)
State Menicaid programs receive rr,c.rtching funds trorn ihe federc+tgovernrrlent fd help pay for t0ed;ca:ct
servic-.s anc' admini,tration. The Secreiary of the Oe1r,ar1menf of Health and Hurncsn 5ervices (Hi ;S) ca!culo#es
ihesr: r7iatching furids each year using the Federal Medica! Ass:stance Percentage (FtJiAP). FlvlAP is ca!c;u(aled
according to a forrraula conf _n.ined within ihe Social Security Act, which tak¢s into accountca staie's average
per capita income reiative to the ncztiond rn,'erage. 5y statute, the FMAP for a stale cannot be fovder than SrJ%
or rnare t'hon 8:3%_ FMAP ruris according to the federal fisc(:^i yeor; itie 2012 FMAP was effective frorri Ocioh,er
1,201i throug ^ Scp'err^P^er 3U, 2012. Qhio's 2C12 FVi7.P was 64.1 S%,s meanirig fhof ivr F:very$1.i}0 of state
expenditure, ?he federal governrnent ccn?ributed $1.79.

Ahigkter FtAAP,known ps"enhanced FMAP" {eFNiAP), is used in the Children's I-feaith'n;urance Program
(CHIP). Ohio's 2012 eFMAP for CHIP was r<iec?n:ng itiof for every cioiiar t:t state expenditure, the
federal government contributed $2,99: These FMAPs GF>ply to health core costs. Medicaid administrative
expenses are shared equally between the federaf and state governments (50/50 rate). Medicaid administrative
costs were 3.2% of the tota! Medicaid budget ($544 mi{Gori) in SFY 2012.1

2
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total 2012 Ohio
Population
11.54 rniifion)

f <r^,

p^rl

^;^.

(2.21 rnlflion)
Average monthly

enrollment of Ohioans

Covered
forYtilies and

ctiiidren
(C- FC)

i.66 apaitfiors

Ir SEY 2012, a iotai of 2,64 mil(ion t7hioans vvpre
enrolled irr Medicaid af some point dul^ir7r^ tiie year;e
fiowever, be,.:ause oeople enter and exit the program
thraughout the year, Modicaid's SFY 2012 averesge
monthiy enroihnent was 2.21 mitlion Oiiioans °9

Becou,e Medicaid eligibifity is based on income,
changes in the economy have a direct impact on
enrol!ment, especiallv tor children, pregnant women
anu^ pr rents. in aod tion to the economy, other factors
that impact enroi(rne'7finclude:
Q Changes in the overall population (demographic

changes ,Jre driving a steady increase in enrollment
tor seniors and people with disabiiiiies)

a C'olic>> changes (Ohio's adoption of the fcrrr7iEy
E>ianning option has added new people to the
Limuted fiensfii Medicaid cafegory)

• Rising cost of >- ea!th insurance in the individual and
employer-sponsored market
ivon9irruing ciLcline in empiciyer-sponsored health
insui ance

e r;> ?s ntr^

Aged, blind
ordisabted

(ABD)
421,000--

Ofher
130.Qtt0-

Saurcest QDJFS Da(a R, in,
1/16/2013. Urro populativfi from
US Census Bureou. Additional
cafculations by HPiO.

j^_.
j

" Gcrrtpared to the annual ur,i^,plicnted c.ount, average monthty
enrollment is a more occwot;: re^eGtion ot MedPcaid enrollment
at qny given time. In this public.ufion, HP(C) uses averrJge monthly
enrollment unless otherwise noted,

3
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In order to quaify for Medicaid
coverage, a person must be
a U.S. citizen'0 and an Ohio
resident, have or obtain a Socirii
Security number, and meet
certain income and categodcat
requirernents.

Ohio Medicaid covers low-
income children, parents of
dependent children, pregnant
women, seniors, and peopte vrit'-
disabifities. The incorne level
for each category varies, as
outlined in the table below.

r..... . - . . . , ...:..:. . ...:.: ...,.^, . . ,... .. . . . .. .. . ...--. .

What as FPL? How is it deterrrthneds
Federai poverty level (FPL) ouidc-lines were e i^'naHy c6cuiated in
1963by theSoeial Security Adminutratiorr. The forrm;ia was set as
three times thE,:_:os? of tood wir-ig the USDF. economy food plan. FPL
isnowupdafed using f7e change in'he ConsumerPrice index for
the previous colendaryear.

Current Medicoid e#igtbitdty

250% iPL . . ..^._,. b ;:... . .

2013 Fec@erat Poverty Level (FFl,j Guidelines zoa%
{bynouseF ^s'se^ 3 ^ -

( 64/ M 100% 138% 200% 250.°/, 4w%
1381 FPl - - ----------

1 j7.354 $1 C7.341 $i "490 $16.85E: r L$22990 ?,23725 $45,963
i00^,FPl ° y ^ ^3 ^J-,y,

2 $1,926 $13.959 $15.510 $21,,10 4 31.020 $33,775$ $.5?,Ci4 t3

3 $12499 $19:530 $r6,9: $39.060 ,43,52 1,78.120F
r , ^ r^;

4 $15,072 $21, i 9.5 $13,55v $";i,dr+`i .G,4',10U =f 5^+.u'S ;9e
Cliild'er ^regno o 'an9s r r q>^ Gc , icd.

20 ome , cou n workers

Sd;!>ce Fed&ra!RegsfeT,J^ruary24,2J^ ^'. .
-^ Nol . ryafy itl,(nes c'S1c.>sc H.r -n^icnorCr.,,^OCh

Tt-relF- are three 'r->rr,ad benef;t groups in Medicaid, bcys^d on eligibility sfandards: Covered families and
Cniicir6^n (Ct C), Aged, Blind andJ I?Isab(ed (ABD) and "oflher MedicaiG."

,....
..' c.,:^:'.t,, i ^:il•`r ri .. ..':€.( o , fi.It ;4-.''ao Ll^ t , .,^ .

Children up ie :ge 19, pcarFnt.: of dc.i>endenf children, and pregnant women can qua!(fy for P,rsedicaid
based on farnily income. Fciiiilies who oartrccpate in theQhioWorksf+irst (OWF) cash assistance program are
automatically covered by Medicaid. In addition; CFC includes certain youth who may continue receiving
Medicaid coverage until age 21, and Transitional Medicaid." Children, parents, and pregnant women are
generolly healthier arrd less expensive to cover than seniors and people with disabilities. Accordingly, the CFC
category represents 75%of Medicaid enrollment and 36% of total Medicaid health care spending.12

4

...

Ho°,&,s does ^hVs edrglb:a;t;r ^o rztFBe-r

Pa^tsl^stirrn +^ i5 i^te,Yi. ^^.:: 1:nte>s
JP:r:r,tT3£' r ,s9^a'>1iS

C lu..,,:

Y f'uF^'?n? _.. _,.. . ^-.

^ r3a }^?r2tler^;
L, o ir'rc.is;

ALis n,.%fi

^hilcir^l; !,.

5oucc,.. . ^. r
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WiShin CFC, 01-tio tias sever<sl names for 1heMec{icaidPrograr.n 'arge#erJ to ttioc popui^fions.^
6,'s^t2QEY^,^ Sfi,'<i ^^: ^ C:•`,? ''e:'r^ (Uf i^ , ^U;i ^^• Ff'Li. ^ ^ ^ ^

e pn k n:_,, eMO, tn SFY2012, 1.65 B4tion
fft^ ri ^(;l?LZ.i^fiC:Il(iJi)+;;2^J°..FP^^f^ f ^'i:^iC7n; peG'^iE^NPrE^GVerEC{tl1C^G(

r on , r QU- fo' F _.F','r S+rsf r': EJ^ r;r -7y ^ CFC each rnontt"'r:
o

^^ + 1.15 mitfon^
Oor i 3c rt ,+^m5^^;.r,^ iirirPh,^O-i$^^^

f ^ i 0 +^, f, I J^
^., age_ I`. 5`'+^] . ^'Y E'^r^t^i.,. 1 o rt •oi', ^. SG

^3^.^'. . . . ^ ^ ^. . . C r I:1;iC^ I.^f l-,^1P ilf yi`il t(V?i3 t^,. .^JfC C^lf,^;^,
sr.

7 f
i's

;5, 205 7 4 am A 1o ,ri lst re ri }U bG F ok^ .̂
fc.^

+ , ^r^,:_^+ _. •^i; ictr r F^^ L ccYn ^-rCtw, C,1}1i^r ^ ^ ^^'^
Naurce. ODJ^S J^ifiC i °! ^J^ f 3 f , ^ a P.u i/15/2013,

'.-`,er :,-̂ In fhC^SE _uSC,. f^1t-Ci1C I.; ^̂ c1`
_, ^ Addih^^r,ai Ca'^^uIctr,ris by o{Q.° --^ ...i },^

^F^ i, 1;.. r f r.. ^ C ^^^iri';f ^ ]t' 31 ^:. C'I ^r r iE-•^ '( uL! ^ i +. ^; i il^ CF J^ d^t fC
r'n ^'^(::<li. ^^C^Cr

,g IlCi-,fS,A`Qr.tcCd neaS`7, )l^eEU,cif>f!r1frF.:r7,

. . . -. . . . . i - . r-:i ::i.

ChYdre€^ erg>"o@le€z in 201 I
Percenf of Ch;ldren Acsm 04 Fnrulled in ,°erceni of Children Arges 0- 19 Fr;roiled ;nMed'rc rid ;y Co^Jn1y (-)f Residencc-. N.edicc3zd, by County of Residence

,. ^^.: _ .. _ .

Soafce: ODJFS D7;c Qu^, Ili5/2013. Add^fioiol caiculafions by HPfiu.
tdafe:BOcawse it Ps _a rr;wp^ us' Census dctq f,cr r;-sicenl pop;ulot'on F;firnc^tes, +ho oge rctnge is Mcdcuia el;yib:^ity formcj^ry cYii!dren;<for oges 0-18: s
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The Ear[y and Pedodfc.Screentng, Dl®greczsFx, arid Tr^atmene (ErSDT) prcagram
The EPSf3T prograrn is ftie federa(iy-iY;rsrxiafecl pacl age at Medicai<i bnneti#s for ci~itdran, Undef EPSDT, stctfes
musf prowrae comprehensive heaifh arld deveiopmental asses:mer;ts, as vvefl as vision, denfal nno'Iieuring
services #o ch;{dren and youlh up io age 21. The goab of 'these prc-ventive services is tfze eariy identiflcation ot
conditions tflaf may eomprornise a chiEd`s grovAh and devcloprnent. if a pofienfial healfh probIern is founc{,
Medicaid covers the cost o;furfher diagnosi=r and any necessary treairnent. nhio cal!s its EPSDT program
HEALTHCHEK. A HEA[THCNkkcoordir;a#or is avaiial;le in each county`s offsce of job and farri€y services to hetp
consumers get these.services. t'

C41Edrian's Health lnswc;race Program (C:W)
CP fIP was qriginc:iiy established hy i_ongress in 1997
fio proYide COVerage forc`rilidren IIvInC,J Ir4fCfn'lilie5

tvrthincornes fUo hin„h io ctuailfyfor t^iedicaid, but
wtio cqnnof cztfotci private coverage. E.1hio is or?e us r { r', f; ;t ff ,t %F̂

L't
t?f jf4Ve{'t states to IrnplerTleni C111P as aPti^edlc'ad

exporision, rpEtier thon as a sc-porafe C! {IP urogran, 1r..1i Nlr"^A rIr
or a parabinafiorl of the two approacF3es. )t dld so by
+';.'Kpanding coverageTochilClrentivrflgirtfC7rnilieSwith _tr.l tjtlle5fa^i';1^f,"
incomes up fo 150% FPi in 1998 and then io chifdren of^^;,t
i!virig intarnilies,wiih incornes uc; to 204% FPI_ iri 2000.
!n SPl`2012, 14% of aIl Ohio chifdren agestl_l8 covered
by h!redicaid evnre covered by CttiP-- arr overage of
near(y 162,000 ch?dren per montn.'S C! iIP prc,vides cin
E'n{ianCed fed r(71 n':a'Cf ing C3sSlstance percerita<^e 1(1^
fePMAP) rafe for states 1n cover n'tore children; Ohfio`s
5FY 2012 eFMhP for CHIP was 74.91% (as oppased fo
the reouiar FMAP of 64.157.) ,-"'

c I..i
Ohioans age 65 and older, and people of any age (irrcludin_c, children), with a rnajor disabling c, ndition may
quolify for Medicaid coverage if they meet certain financial requirements. ABD enre.-Aiees have more complex
healfh core needs and are rnc;re expensive to coverthon the CFf' p;.^pufation. Accord:ngly, the ABE) category
represents 19% of Medicaid enrollment cnd 61 ro of total fAedicaid heafth care spending,=2

When determining eligibility for ABCi Medcaid, Ohio counts cerfain assets including an irldividuci's incorrie,
cash, bank accounts, stocks andother assets, Regulations are in p;ace to prevent ind'ividuais frern:mpropcrly
transferring asse';s in arder io qualify for Medicaid.2-

Peoihle who qualify for A3G 1Jedicaid ore covered for ff ie sanie comprehensive benefit packagc tE,at is
avoilableto chi!cfren and parents. Ir; addifion, fhose in ABC^ ti<e:dicai can qua(ify for Medicaid dong fierm cc^re
services,which include a broad rahge of rnedical, perso 'r:,-r 17^-? ;'t tcrJic^es th,_^;^
home, comrnunity, and taciGty-bosed settings.

, t.?.

^ . .. .. ^ ^'.

, , . .. . ^, . , _ . . ^ . , , . . . _ ,. .. ..... ^.^ .,,..,. . r..^. _., ,

6

In SFY 20i 2, 420,600 peop'e were
covered under A(3D each rnonth:

^ sa./4 oo
i 13,0,^ adults /ckildre,^ o-i E

age:t5i
i

. /.,,,..l.i

t gt.,^
19-64

^ yf

5ovrce: OC.1PS Do`c Run, 1116h013. Ad=iHior-
af c.aicu!o?ions by HPIC):
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Fi' . _ ....

Six percent of the Medicaid
caseiocrd and 3% of tofai
Medicaid heaifh care spendi;
is in categories other than GFC,
or ABD, in what this publicatic n
refers to as " Ofher Mediccid."
Exdrnples of categortes witPrin
fhis subset inc4ude Alier.
Emergency Medicaf Assisfance,
Breast and C'ervicrl Cancer
Projeet, certain people who
are leaving pubfic institrtfions
(inclrtdina menfal t-reaifil, yc)uth
services, (ind corrections),
presumptivea y eligible children
,andpregnarit won ien r.^nd
deemed new;borns.ld

lhelqrgest °Other" category is
known as ``Limited 8enefits" ar^d
inciudes:
° (Mecdicare) Preerriurn

ktssEstance: Medicnid
pcays Medicare premiums
and, in some c-rafegories,
cOsi-snaring f6r certain
consu;r.iefs c.overeci by
Medicaid. An overage of
106,000 C3fiiocins rncnfl-rly
rec,;;iveo Mediccre premiunt
assistcince through fhis
progrcrrr in SFY 20t2.2Z;
Family PEOnnirfg: Medicaid
provides a fmited set of
benefits for men anci v/omen
with incomes +_Ip tr, 200%
FPL, to help prevent or
delaypregnqncy. Since full
impiementatior-, in february
2012, this program has
seen significant et;roilmen#,
increcti§ino by over 15,000
individuals each month
from February through June
2012;?6

Benefit ceategories vary
wide8y
Ohio Medicaid serves a ^.vide
variety of people with low
and modest incomes: Clients
range from newborns to elderly
nursing home residents, from
healthy chifdren to workers
with disabitities, from working
parents to children with chronie
diseasQs. Because of this, costs
for different populations vary
widely.

d^os^ differences betweerd types ©f enro{lees, SF'Y 2012

4...'.

t^K^s

Sourr.C ODJFS Data
Run, II16l2013.
Add:^ioncl calculations

irlc?: adaPe: Payment
dat(^ forsFY2012isnat
cerrplete. Services for
vster c g,-nc'es (those
c^',i ;c_, G7JF^} qr2
nc!uded, bu+ du2 fo

da'c i<suc^, :^n!y tbe
federc,{ portlon of the
paymeni is reflectedin
f he data,

Average manth9y* Medicaid cosfs per enrolfees, 5FY2t31Z
a2n^j SourCe: ODJFS

Data Run,
+ r't a/2013:
Additidnat

. . . . . caL"ulcations by

HPI^. Pso}es:

many
t D1eJicu d

, ' - copsunn^rs ore

nof ecrolied for
G fuil 12 f i'orfns,
ttitsd 11 umbers

$7,1et3 F <houlcl no+ te
used to estimrate
annual costs/.
per person.
These costs are
'7 red by the

ieueral and state
government,

e^^ ^ ^ Se iceSfrbiri
State

? p5 ^ jencfes are
incudect, but
d.^e to dqta

ue_<, only the
0-16 a i6 :s-Gm iv-aC b `ei%°rC3'lportion
cFC ABD* Crr ce ° CFC AW cf Yr;e payment

"A6D in thaanalysis includes MBIWD and excludes dua( eri ibtes r5 rpflecfed in this
9 dofa,

7
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With`n Ohio Medicaid,long ¢erm care ^^p^'e St-a"ved n &.e+ng-TerP7@ CaretrSfdffuliCans
services can be either faciiity-based. or C:,o^^paraC,! to l,ay^^ ^^^ ^ommuni;y,.Base^t Wapvens
home and ccrr,^r-iunity-t-ased. Home & ccmr^ur,ity-based

FCRCillty^ba'cet$ 1ong-te6m care seiviCe5 Fa:'iGty-basedcare
are provided in nurSng faci!ifies,
irrterrnediate care facilities for individuals Gôs
with infe(fec:iual disaP'rities (!CF-I:D,
forrrer(y,cr:own as rCr-MR, interrned'ate
carc: facilrlies for t'tje n-,entarEy re'arcied x
(ICF-MR;)and state-mn devc!apmentcri
centers for thedeveioprnentally disaole ,

Home and community -baseet services
(#tGBS) allowpeople with d;sabilities and
chronic conditions to reec ive care in
their homes and cornmun'rfies instead of s S
in long-term care factkities, hospiials or
intermediate care faUiiities. Horrre a n
community-baseCt services are vraiver {
programs because un der current edea^
taw, e6raibte peoplev 3:th disabilifira cnd
ahro_^r- conditions ore entitled to facil'rfy
based care, buttzorne and comniunify
basect care are cr•,nsidered optiorral.
Therefore s'ates rnusi appiy tar a wvaiverr;,E
from the federa( gotiernrnent in orcier
for Medicaid to provrde home and
commurfity-based services.

2006 2007 21'008 2009 2010 2011 2012
Compared to other states, Onio Medicaid Source: oaJrs Data Run, t; rs/2ot3:
typically has delivered a hi^he. r proportion pgote: Average rnonthiy numbers oi resdenis and woiverrecipients
of long-term care through facility-based
servicesrleading to greafer expense and
less consumer satisfaction. For rnany years Ohio has worked to reba#ance the mix of long-term care and
e^cauruge Med"cad consumers i) c:hqose more cost-ettect;ehome and cornmunify-based services:

armerly!;riown as "dual e! g!b'e>,' t^s,ed!caie-Mecdreaid enrollees fM,VEsf are enrolled ir^ both Medicaid
and Medicare. Ar«:c+icarr: was created in 1965 fo cover ttie medical naeds of senior citizens and later was
expanded to cover some peop;e wi1h disobilities; However, Medicare'_^ coverage is limited and does not cover
long-term carc: s.:rvic:es. tvledicaicl pays `or most of the cost of nursing homes, home and community-based
long-term care, ar;ct oihex medical services forlow-income people enrolted in Medicore. In dddifion, Medicaid
pays for Meciicare prcr;:iums, coirsurance, and deductibles for some low-income consumers, and a share of
the cost of Medicare Part D pharmacy c:overage.

ofF^ nid
d n,s .., yet MMEs occount for

ifr Es... 30o
E ot tota! RAedicald spending

Source: ODJFS Datc Run, 1/15/2613: Additional calculations by HPlO. rdote: These
dcta include Medicaid cosis only, cind exclude costs paid for by Medicare ond/
or olher third partyliob(lity carriers. Therefore, these do not represent the total

B cost for Medicare--Medicaid Enrollees.
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Medicaid is func#ed and adrnnislerer.i joinliyby fhe sfrte
anc federesl governr.aents. under brood fecieral guidelines,
states estaol;sh theirown siandards f^r tv1edicaid eliaidility,
benefits, anci provider payrnenf rates, olthough siafes mrJst
rneet certain minirnurn standards, .I.e federcal Centers for
Medicare & Medic--cid Services jCrv'^Sj, locafed within the
Depart'?reni of Ht!aii^i and Hurnan Services (HHS), oversees
the Medicaid r_,rogram,

Si,tsr state
The federal government requires each sfate to designote c) ^yer^cie> ;
"single sta!e agency: fo adrninisler its Meaicaid program.
Ohio's single siafe agency is #he (Wo (7e}^arfrnenf of Job
andFarniiy Services {ODJFS). "wJithin OD.1f=S, the Cifflce
of Medica! Assistance (Ofv9A) {iorme:rly known as the
Office of Ohio Health Plans) is responsibie for day-to-day 666
rnonagement of Medicaid. Ohio piar;.s to elevate Medicaid
fio a cahinef-level agency effective suly 1, 2013,

1nJanuary 2011, Covernor Kasich creoted the Gavernnr's
Office of i-!ea(th Transformation {Ok-t7). AIE sfate agencies
that have a role in ad rriinistering the Ohio MErdicqid prograrn
directiy retaori toGhF. More intorrnationabaut C7HTcan be
found af www.h4althtrctnsforrnc;iion.ohio,gov.

ODJFS delegates authority to five state agencies fknown
as "sister state agencies") to administer some Me-dieaid
programs. As a resuit, Meciicaici is included in the budgets
of Ohio Departments of Aging (ODA), Alcohol and Drug
AddictionServices (QDACJAS), Devedopmental pisabil'sties
(ODODD),i-taolfh (Of)H), cin(! Mental Health (OEiAH). Ohio's
2012-2013 biennial buclget transitioned sorne Med;caid
budget line items between ODJFS and sister agencies; rnost
notably, the f?epartment of Aging Medicaid bucigei r,;oved
to CQDJFS in SFY2Ci b2. As G resuff, fhe rnaJorify of Medicaid
financing continues to be hund9ed through ODJFS, but the
proportion is changing.

Beginningin SFY 2012, the financial responsibility for the
non-federal share of Medicaid funds for cilcohot and
drug treatment and mental health carve-out benefits-"'
transitionecf from community behavioral health boards to
the state. Full integration occurred in SFY 2013, This transition
is known as "elevation" ofMedicaid behaviorol heaith
financing to the stctte level.

c)D JFs

ii

Percent of sta#e spendins
eari MfIdlCo9ct Paid by aWIFS

Sp.jrce: ^ IL , ^ [)0'1`1 Ku1l, i/S,'101 ;.
4r^ :i,^^ol cacu'ai'ar;s HP:C?.
F^ 'rc: Tne Aging bucioei moved tc JF5
hSFyli. P.ema'nder of expente; po:d
b Onic Deoar`rncnr; of Deuciopren'a!
Drs7bilii ,V-.;iah lea!ih, A,.:onol e,nd
Dlug Addicrior, Servico<., Agirg
HeGlth: Anicjunts exclu(jo 1ran ' ;s ;i,e.,
sisterogencyspending), adrninisfration,
andDepartmentofAdingforSFYJt7fil.
The dmounts for SFY 2012 a{,o include
HCAP and Supplementai Day,nents not
inRcuded in previous yEUrs.

9

APPENDIX 40



^._

Ohio's Medicaid prograrn includes services rnarr-.ialed by the federal governrrienf plus optional services
the state chooses to provide. Ohio has some di.screaon to vary the covered services buf by federal law, in
all cases,a sevice must be "sufficienf in arnorrnt, duration, and scope fo reasonably achieve its purpose."V
Some services are iimifed by dollar ornormt, the number of v?s'rts Per year, or the settina sn wlzich they can be
f-,rovided. Sonne services reqrrire ihc consumer to shorP in the cost.

l^.v7 4^) +.t€;:l(? 0 C.ZK.^.SS^ 3̂ 4^L <<2Y^ .^M^

sc;rv^

or1C;t"^

._.-

^ . C

^ ^ ^ - •;i Fd < t^ ^c:c^^r <, ^ fl:^ ^ e ..,

4

y

r J 1!i;._1 1:<=:_!

:S.vaiCa„IO'. ,:-G^fsUfY76fs^GE^tiBfiiS.3tGl^ . . - . -

Gerfqin medica! services ; equ im a copayment, includina visits for non emcrgency services t>btoined in
a hosp?tai, der,tal sewl:,es, routine eye exomina#ions, eyeglasses, most brprtic:-rio!rre medicat(ons, and
medicatian; ti-iat require prior aufhorization.3'

Not all Medicaid consumers ore subject to copayments. Consumers are exempt if they meet at least one of
these conditioras?2:
$ Younger thara age 21
W Pregnant, or pregnancy ended within the previous 90 days
@ t.ivingin a nursing home or intermediate care facility for the mentally retprdee3
m Receiving emergency services
• Receiving family pianning-re{ated services
° In a managed care pian that does not charge copayments

1!2
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Ohio T^^kedict^id provides ^^ri^^ar}^ .̂and ac+^t;~ care servcesthr,^ugh rroanaged eare p!ans and a fee-toi-servacesystem Both delivenf systems provide prevenfiiveservicesas wcll asmediGally necessary primary care,speciaity and emergency care services. 9-Ifstoricalty;Ohio has provided long-term care services exclusive6ythrouvtr the fee-for-service sysrem; however, that is changing wPth the establishment of tYre lntegrated CareDelivery Sysfern for tvtedicarc, Medicaid enrollees, vwttich vvi1; be administered through rrranaged care plans.

O1hio's Medicaid rrianaged care program was created in 1978 andcontinues foday as a strqfegy to ensut'e
csccess to services, provide quality care and rr,onagv Medicaid eosts. A managed care plan (MCP) is a
private heaith insurance company

thafi provides, or arranges for someone to provide, the standard Medicaidbenefit package to !v',edicaid enro!!ees. OC>JFS contracts with a sefectedsetof managed care plans tocoordiriate care for Ohio Medicaid enrolices in exchange for a capitation payment- a set amount ot money
per rriember per rronti,. Tf-re t,,;CP, not the state, is then at full risk for covering any costs tneif exceed ihe
capitat:on paymer,t tf rece,vvs from hl,edicaiu. MCPscontrolquatityand cost by coordinating core througha network of providers selected by the pl7n. MCPs provide services in addition to thf-, traditional PAedicaidbenefii package as a strategy ta esrrlhasze prevention and ensure that medical services are provided in the
mosi appropriate settings.

Alrnosi all ch;^dren, pregnant warnen, and porenfs enrolled in the Covered Families and Children (CFC)cf-Aegrry are required to enroll in a ni^neg?d care plan. In SFY2012,. 1.5 million CFC clients were enrolled in anMCP, representing 9 i%. of thc: total CFC population.33 By contrast, not all those enrolled in ABC, AAe<iicaid arerequired to enroll in a MCP; in SFY 2012, 127,100 ABB clients, were enrolled in an MCP, representing 31"ro of the
tatpl ABD populalior.

For a list of consumers who are excluded from, or not required to enroll in, Medicaid managed care; see
http:l/ i .trsa.gov/7uCs2S

Ohio is moving fo place :nore ABC consurners into Medicaid managed care, As noted earlier, the IrtiegratedCare Delivery Sy.stem (fCUSj projecf wiii use Medicaid managed care plans to manage and coordinate care
for 114,0001viWs ( dual eligible), starting in Septernber2013, Effective July 2013, C3hiowiil transition the 38,000
chitdren curren'ly enrolled in ABD Medicaid into Medicaid managed care plaris.

Medicaid enr+^^irnent by delivery sy^^e fr, SFY 2012
fee-far-Service - CFC

^' t 5®iUOp

< ^..
Fee-foa•Senrice - ABD

y 283,000

._-

[^ f

t /

it'ionagee@ Care - A BD
127,000

Managed Care - C'FC
1.52 ►n'iHian Source: ODJFS Qata Run, 1/15/2013. Additional

calcu'qtlons by yPiO,
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Ohio Medicaid has gone through a process of re-procuring
Medicaid managed care contracts, intended to improve
quality and health outcomes for consumers. The new
contracting period, effective July 1, 2013, reduces the number
of managed care service regions frorri eight to three and
combines coverage for ABD and CFC in each region. Five
Medicaid managed care plaris will provide health services
to Ohio Medicaid consumers. New heatfh plan contract
language, based on model health plan contract language
created by Gatatyst for Payment Reform,31 is intended to move
the Medicaid managed care plans from paying for volume to
paying for value. (For more informafiion about Ohio Medicaid
managed care, see http://jfs:ohio.gov/ohp/bmhc/index.stm)

Consumers who ore excluded from, or not required to enro?i in
Medicaid nncinaezed c-are receive Medicaid services througlr
f.he fee-ior service system (FFS)_ Under fFS, Medicaid providers
carE paid for particulcir services bosed on a pre-set schedule of
paymenf, The t"FS systern operates statewide so a Medicaid
enrollee con go to any of the more than 84,000 Ohio Medicai.:
providers, including hospitaiS, doctor offices, pharmacies,
dent+sts; and durable rr edicat equipment companies. These
provicters are authc,rizeci toprovide hecilih care services to
Medicaid enrollees and to bill Medicaid for these services.
R-{owever, a provider's participation in the Medicaid progrr,m
is voluntary, and many providers fin-rit the number of Medcoid
clients they serve, so enrollees are advised to ask the provider if
they accept Medicaid before scheduling an appointmenf.

Chanoes dhead for the Hospital
(#fCAiw^)

r*' 1 ^ I.aJ^ t -';i^ =rli^r r'1riF:7ltrittd.:^l

f r F d'i ol<: - ;'S

P:i.

f

P

V•t:4- ( rF1 UliiliS

1•;:. '^l_.^,1f t.1JL^-, ^ _.-^ . ..,iO .

^ ()o,, ^ e,^i, rrs
't,'.C t: ^G 7.

< <-,1
Generally, FFS enroilees are more expensive per personthan
individuafs enrolled in managed care, because many requirt:
high-cost, long-term care services, which orP exciuded from
managed care. As a result, the FFSpvpulcitiori represents 21%
of total Medicoid enrollmeril and 52% of total Medicaid health
care spending.36

^edic-aid spending by deltr ::i y systerne 5FY20i2

Managed Care - OFC
$4.90 billion ^

Managed Care - ABD
$2.27 billion

t2,

E

y^ 4

Fee-far-Serwice -- A BD
$7.04 billion
f

Fee-for-Servi'Ce - CFC
$625 rSiEEion

Source: pDJrS Ciota Rran, t / j s"t'^^. ^,tzrcutations 4ay HP1O,
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i 9aricoiry, ME,,e pid poys pro r d: rs of rates iavver than privciite insurance and Medicare. Lowrpayrnentboth
rares a, e a prin .,f fbc r,er to pro rr'drr pa2ticipation in Medicaid,^' In 2011, 72% of office-based physicians in
Ohio accepted new Mec1"co;d c,otienfs. As of 2012, Ohio Medicaid's payment rate for fee-for-service was61 % of Medicare rates for r71i servi:er.'3 The rates that MQdicaitf nianaged care ptans pay most providers arenegotiated between the ptcrn and the provider and.cGn vary from fee-for-service rates. Medicaid managedcare pians are required to mantair, a 'sufficient numberrrix ana geographic distribution of praviders andservices,"44

The A:fordabte Core Act (ACA) provides a tulby federafiy-tuncieri Medica(d pay,-nent rafe increcise for primqty
cvre services

to l0n;^ of Medicare pcy^rr,eni levels i,-, 2013 and 2014 .'s This increases payrnents for primary
care services in !.?fuo by m;ore than 70^^ in 27i3.^^ €f ^e rrrte ncrease is meant fo encourage greater physir_ia,^i
partic'

rpafion in Medicczid and give addiiior,al support to those cu!renfty providing prirnorv care services to
tv"ediccrio' patients.

The rcate increo.se applies only fo certain prov;ders who deliver primary care services"
and is only tor 2013 and2014. Stofes have the option to contin.?e the rate increase heyond 2014with state funds_'8

PhFadf --a5d nr°l,.'^. °{{ed^ f4 C¢,1'i fi>.

rl f _^r r ^+: U f

.^-,^^ I( I `t:p
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to^^,^1r F. ^:I;^,ti•
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Reducing provider rerrthursenaentrafes and benefit packages are often cited as !1-rF onfy [ipttofc,, reducing
hAE,'Cl(cC'!id costs- W{}iie, states do have tile fieJCiUiiity tf)use those (1`le}tlo4s, if is becoming incrc,',aS! rg;y difficult to
do so tivtthaut compromising the quality andsustainability of the Medic.aid program as cuts accurrtuiate:

Many states are implementing initiatives to reduce Medicaid costs and rrFaintain aec:ess to ctuaiity care for
consumers: The table below outlines key strategies identif<ed by the P-dationat GAVr^'nr's As.societttor^;' r ra
Of-r?c's efforas.
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t'Qyment rnnovation rs no1 nclutled ^n tnerJcationa?
eff„cfiv.; stsotegy for eqntroh'ng costs.
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In October 2012, Ohio Medtc:a d rrnple r c, u ew pcrson-..entered sysfem of care, called a "health horrre;"to improve cCrre coordinat i on for Medreatd cltenfs 'nlifn serious and p rsisfent mental iliness (sPtVrlj. Becauseindividuals with nientol illness commoniy have serious rnedicaf corrditions: this rnodel Is intended to breakdown the traclitionat silos between behavioral health and physicai health care. Cose managers, locatedat community behavioral health providers, will coordinwe rnentral health services carrd ns-zist individrials withobtaining the physiccil healthcare they need as wei9. In adctiiior;, they wilf link clients to supports such astransportation and child care.

Ohio received federal approval for this program (an option included in the Affordable Care Acf) in 2012, andthe enhanced federal matching assistance percentage (FMAP) of 90%. The first phase includes five Ohiocounties (Adams, Butler, Lawrence, t,ucas and Scioto); by the end of SFY 2013, the program will be statewide.
(For more information on Medicaid Health Homes, see http;//).usa.govJY5hv1A)

!P<, s . . , .

^l,vo Sister Sfate agencic thc-, Oho i)eparf nenf of Alcohol and Drug i• dd;ction
Services and the OhioDepartmenf of tvaenfal Nerj!fh, will consolidafe inro the C3hiopepaifrnenf c,f tvtentalHealfhand AddictionServices, ef¢ective July 1; 2U13,t he nevi department will promote a combined system of care centered on theindividuaL

.. .. . S^ ^.^ . .. L.. f. . . _

A number of provisions in fhe Affordable Care Ac,t require states to design and operate coordinated,
technolooy-supporied enrollment processes to assist those who lack access to affordable employer-based
coverage in obtaining healfh coverage through Medicaid, CHIP, or the Exchanges.62

Rlew enroltment systems must be in place by October 1, 2013,fior coverage that begins January 1, 2014. Sfates
must meet these provisions whe#her or not they expanrt Medicaid.

The law requires states to develop enrollment systems that are6a:
a Oonsuaner-frierodly: The systems must ensure that applicants are scree.nedforoll available hea(th

subsiety programs and enrolled in the appropriote program, with minimal collection of information and
documentation from applicants.

• Coordinated: Programs must be coordinated and there must be seomiess transition between
df healthcoverage programs.

• SdrrspfiCecd: States must operate a streamlined enro6{ment process aiid foster administrative
simplification,using uniform income rules and forms as well as paperiess verification procedures.

9 Techr9alogy-enabled: States rnust use Web portols and securely exchange and utilize dafa to support theeligibility deterrnination.

Designing
and irnplen7entinr a new systern by October 1, 2013 wni be chal!engiri,3, but is cn"tic:sify

necessary;Ohio's Lnh+nced Client Registry Irrformatron System (CRiS-t=), which supports ei'gibilifv deferminatron for
lvtedicaidand ofP,er pubiic assistance proprams, is morefhan 3Uyears o'd. Ck•r,)-t:=is a patchs,vork system thofprevents aulornatiun and can barely meet the needs of Ohio's currtint Medir:a'd and hunnan service programs,resulting in d!lplicat!on, irbefi'iJienC:y rind excessive cost for sfGtte clrid local governments to aF'1rYiir'1Ister rAedicaidand other tre(ilth and hurnan service eligib;iity processes.e' As?evr systen> >,vi!I auiomafe many admrnistrativetasks that currently are t-andled nnanuciily.

Rec:ognizfrrg ihe iniormation technafogy (17) chaBenges faced by many sfates, fhe federca? goverrrmenthas
provided a tR-ne-l)mted 90 percent federal rna tch r-,q rate for systems develaprner-,t, !n March 2012, Ohio
received federa! approval fo, the 90% matc hing tunas tobuild the new sysfen-,, which wi6 initially be used fort3

edicaid elig,bitity tnen expcznded to support eligibility for other public assistance prugrurrts.

For more intormation on COhia's efforts to rnodernize eligibility determination systems, see htfp:J/1:usa.gov/
.ZuJxk7
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Presclrnr7tive eligibili'y ieters to tF2v process in whict? ceria:n quaEifEed providers are empowered to perform a
ftp,ised eligicility n,v;-w and gran' irnrrzedko#e n7c-dical csssislance to peopte applying for Medicaid(currenlly
limited to children and t>regnont o3ornEn). Those determined presumptively eligiblernust complete the tuil
appli otion arocess vrithin 60 days to coniinue Mec3;c.aid coverage. Ohio f,rstirnplemenfed presumptive
etigibi'ay for fahildren in April 2010, refyirzg on county j ob and family service (JFS) agencies as the qupfified
provEder. In 2312, rJhio exponded presvtnotive eligibjlity to pseonant women and added federaliy q+uaiified
health c;t:n;ers and cl-uidren's hosaitals as qualebed providers. Sta;tewide implementqtion is pianned#or 2013, at
which fime other entities rnoy be added as qualified providers.65

^... F . . 5 ^^: . . . . ^ . . . .. . . ^ ^ '

^ . ... ^ .... , .. . . .^ . . . .^ . ' ^ ' - . . .

Ohio poilcyrnakers foce a significant policy decision in 2013: whether to expand Ohio's Medicaid program to
people with incomes up to 138% of ihe Federal Poverty Level (FPL),R.; ($26,951 arin!,aliy for a fomily of three, in
2013).

The Patient Protection and Affordable Gare Act (ACA), enacted in March 2010, required states to ey,pcnd
Medicaid coverage fo ind'fviduals with incomes up to 138% FPL. The federci ctovernmeiif wiN poy ; ti0% of the
cost for peopff> who are new9y eligible for Medicaid from 2014 to 2016, gradually decreasirtig to 90% in 2020 and
beyond. i iowev er, in June 2012, tf,o U.S. Supreme Court made exponsion of tvtedicaid optional, rather than
required.

Governor Kasich included the Medicaid expansion in 2014-2015 Executive budc,,̂ et, infroducecl on February 4,
2013. (For an overview of fhe Governor's proposaI, see hftp://l.usa.gov/ZBiiYw) The Executive budget iric#udes
an automafic "opt ouf" trigger #hat would shut down the program for newly eligible groups if, for any reason;
federal funding for expanded coverttge is reduced. It is now up to the legislature to debate and decide if
Ohio will adopt the expansion.

The graphs below illustrate Ohio Medicaid eiigibility with and without the expansion.

Subsic^srer^ heatfh coverage elig;bili^r for Subsidized health coverage ^li^il s^li^y for
L3hioa;-Ed- in 2014 Ohioans in 2014
wifh AC.A,Meca" JJexpo; :ion ,,.iirteut ACAMedtcaid e;^boi iscri

40 :fK

_ . . , ., . ^ . .. ^. ' . ^ # . .

2(,
200%,>..^

i'Al

1C'7r Ftt
s € s iaa^i _

AhPh.^. _^^rpc^enc ^hJe . -'.c ja678,d.
.^ . odulis workers ^ .

The Health Policy Institute of Ohio (HPIO), The Ohio State University (O.Si;}, Re )iona! Econoniic Mo6,,;-,, Inc.
(REMI), and the Urban fnstitute, have partnered on a research study, "Expandng Medicaid in Ohio: Analysis of
Likely Fffects," to ana:€yze the fiscal impact of a Medicaid expansion on Ohio. (For the expansion study brief,
see http;(jbit.ly/ZLGk5p and for HPIO policy brief "Policy Considerations for Medicaid Expansion in Ohio," see
hftp://b',t.iy/i 3k4O4X)

'6

APPENDIX 47



ii_ r.,, ,._ .. .. ..

Uhic, hAedicaid curreri i{y ; sas 0v01r 1 6i; t€ic^bititycategories: The Execufive Budget proposes °rnapping" those
catcgories into three groups:
i. Children and pregnant wonien

2. Individuals who are age 65 or older, who have Medicare coverage, or who need long-termcare services
and supports

3. Community adults - non-pregnant adulfs who do not need long-term care services ar3d supports, including
individuals eligible as parents or caretaker relatives. This ca tegcry includes those who would be riewly
eiigib(e for Medicaid, if the proposed Medicoid expansion ;s GdQpted.

Eligibility critenca and standards for the ^fsrst two sirnpliflecf groups would not change. The third group, community
adults, will see signific;ant cr`,i-rr,ges in eligibiiity standards if theproposed Medicaid expansion is adopted, dnd a
proposed Medicarct i-J::nchmark berieft pacrage. (For more details, see http://i.usa;govJZBiiYw)

. , c f.k . ^ ^, St .., . . . . . . . . . . _ . . . . -. .

The Executive budget pioposes new cost snaring requirements for every adult enrolled in Medicaid over 100%FPL, includrzg:

°$8 copayment for use of an emergency room for non-emergency conditions
° $8 copaynroent for non-preferred drugs

$$ copayrnent for preferred drugs

(Note: certain long-term mainfenance drugs, such as insulin, will have no co-pay,)

HPIO tanks Dan tiecht anc^ N (,,,,,eagues iiaia Research Unit v
3ithin the Office of Medical Assistam: forproducing much of the d,at,: report. ihs ' +irneiy assist-ince and insightare+ much apprecioted.

a _
r^ -

. .. . .... . .. .: . . .. _ :','.:.'

. .:.' . ...:i;/f

UD.tFS ^;re ;n this repori t.,-nes fromti7e Dr cisitsn ::upp5r System, during Yhelast week of Decern`jer 2012. The
data is upara Paid t,ui, s o€ Service.

Payment data for 5PY 2012 is nof con.ipiete. Services from Sister Agencies (those proviciing Medicaid
reimbursable services which ore monitored by an agency other lhan ODJFS) are incEuded, but due to data
issues, only the federal portion of the payment is reflecfied in this portion of the data.

Unless otherwise noted, enrollment datca reflects average monthly enrollment.

^ t
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AlEorda4sfi- Care Aci (d,CA) -The fedP!u( _a. ur^form faw r~.:acted rn Mor r:h 2070. The low was enacteer rn twc narts: the
Pottent Protection and Affordable CarE r t s. rs siyne ir'r, to4v onMarct 23, 2J}p;.,n f
Education

vyc< amended by the Health Care and

Reconciliation Act on March 30, 2010. The name "Affordable Care Act" is used torefer io the final, amended version of the law.

Aged,.6tind, Discabled (ABD) -- A Medicaid eligibility category that includes individuals who ore low income and who are aged 65
years or older, blind or disabled (disabifity as classified by the Social Security Administration for an adult ar child).

Alters Emergency Medical Assisfance (AEMA) -- A c:iiegory of Medicaid that provides coverage for fhe treatment of an
emergency medical condition for certain individu<sis who do not meEt Meaica[d ciftienstiip requirements. Only care related to the
emergency medicat condition is covered; ongoing freatment is not covered.

Capftat(on - A method of payment for health services in which an individuai or institutional provider Is poid a fixed amount for each
person served witnov regprd to the actual number or nature of services provided to each person in a set period of time,

Centers for Medicare & tytedicaid Services (CMS) -- The federal agency within the
Department of Health and Human Services that directs the Medicare r,nd Medicaid programs (Titles XVIII and XIX of the Sociat
SecurityAct). vrwvv.cros.cgov

Children's Healfir Insurance Program (CHlF) - Enacted in 1997, CHIP is a Eederal-state
program thaf provides health coverage for children who live in families with incomes ioohigh to quaiify for Medicaid, but who
cannotafford private coverage. States have the aption of administering CHIP through their Medicaid programs or through a
separafe.program; or a combinafion of both. Formerlyknown as SCHIP, or the State Children's Health Insurance Proyram, the
name was changed wheri the program was reauthorized in 2009.

t?eparfment of Heotfh and Human Services ( HHS) - Hl;S is the U.S. government's principal agency for protecting the heafth of all
Americans and providing essential human servS As E>aeciaily for those whb are least abre'o help themselves. Many HHS-funded
services, in 'uding tvtedicaxe, are provided otthe occ, ;evel by state or county agencies or tlrroeiph private sector grantees. The
department'snro-prams are administered byl3 operr,'ir;g divisions, incfuding eight ogencies in the U.S. Pubric Health Service and
three nurnan services agencies,

Dual Efig€bie - A person who is eligible far two heatth insurance plans, often referring to o Medicare beneficiary who also quafiRes
for Medicaid benetits.

iispropedioncste Share Nosptfal Progrctrn (DSH) A federal program thot works to increase health care o: cess for the poor;
Hospitrl!s ! fs rt trecst a"disproportioncife" nut'nber ci ; tiedicaid and other indigent patients qualify for h[gher Medicaid payments
based on the haspital's estimated uncompenso+ed cost of services to the uninsured and underinsureu. Ohio's DSH program is
cotled the Hvspitaf Care Assurance Program (HCAP).

Dual EfigiESte -- A pcrsonwho is eigible for twro tiealth insuronce plans, often referring to a person who is enrolled in both Medicarepnd Medicoia'. ;See also '.ledicare-Mediccid Enrotleesj

Federal Medical Assisfance Percenfage (FMAP) - The statutory term for the federal Medicaid matching rafe-l:e:, the share of the
costs of Medicaid services or administrotion that the federal government bears.

Federal Povert)r Level (FPL) --Annuoliy updated guidelines esfoblished by the U.S. Department of Health and Human Services fo
deterrnine eligibii"ity for variotis tederaf.and state programs. In 2013, the FPL for a family ef four ic $n3,55t):

PederalEy-QuatifrQdHeaP€hGerrfer(FQE?C)- FG,tH,"< ere co r:mun!y-6ased ord p.tien dr ec'edorgvrii-_a!ions trrat seri^e
pori olieru v+!^rnitcctaccess to i,eai'h care. ]he c.eniers are locoied in r-i rneaico'Iy under-scrved aea or riopulotion. C'eniers
rr^ust r^neei c:erfein reGuiremer,ts and ihen are vf,gib!e to receive cost based Meciicare and h4edlcai^.9 reimbi^rsemar t FQHCs are
somefSmes referred lo as CHCs (Cornmu!;ify ticaith Cerifers),

iee-ior-5enrice - A traditio;rr.^f ine?%iod a; prying for rr^edico! sernres u!^derwhich docfors and hosF^itdls ar,^. paid for each service
thc} oruvida P:Is are eifhnr va'o t7y'ttle pai:ew, who ihun ubmi7s 1)ier,r lo the insu,once r;ompany. ot ore subinitted ?^y fhe
pro.!dc.r to th.e pnfient's insurance carrier fo, reirnbu sE i ne ii.

General Revenv2 Futid (GRF) - Resources cue rul<ocaied by fhe stai(e for rxograms ¢rorY) fn;s fund. vRF is con-:posed of afl revenues
f-or.-, stc-,fe t.^xes, as wc-I! as re!rnt_wr-,ernents trorn ihe fecirwcsl goverr;rslent torscme GRr e.xperrdiiures. 0hio coonis ihe tederal
mutch ori Pf,edicald spend'ng as parl ;;f the state GRF.

HeaHh Insuzance Morketplace (ip"';a!!y t-n ov.n cos He ; Ith Insurance Exchanges, or Exchanges) The Heo!fh Insurance hAarketplace
is a competi'iv: ir su=ce nnarketplace v.here ind+viduals and small businesses caribuy affordaf--le andqualifiedhealth beneflf
plons, starfing Januory l, 2014; Exchanges offer a choice of heolthplansthqt meet certain benefitsandcost standards: The
i=Rchonge carn set standards beyond those reruired ny the?ecteral government, accept bids, ond negoiiote contracts with
insurers. Under the ACA, stafes have the p flor io ectcblisf-, ov,n n rarketploces, a low tne tederql government to run the
marketplace, or partnerwith the feclera yo.o!nrnent to run ihc nnarketplace.
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Home and Gommunity-13ased Services (HCBS) - Long-term care services provided in a patient`s place of residence or in a nan-faeility-based setting focoted in the immediate cornmunity.

Long-Term Ccsre
(ttC) - A set of heatth care, personal care and sociai services provided to persons who hbve lost, or never

acquired, some degree of functionof capactty (e.g., the chronicaily lti, aged, or disabled) in an institution or at home, on a lang-term basis.

Managed Care - Heatth care systems that integrate the financing anci defiveryof appropriate heaffh eare: services to coveredindividuols. Mcsnaged care systems arronge with selected prtsviders to furnish o comprehensive set of healfh care
services.

Medicaid - A joint tecterai-state program thof provides health care for;ow-income people who meet
both irrcorne and

categorica! reqvirements: Under broad federat guidellnes; states establish thetr own standards for Medicaid eiigibitiiy, benefifs, and
provide payment raies,

Medicaid Hea6th Hormes-A coordinated, person-centered system of core. An individual who is et'rgibie for health home servicescan obtain comprehensive medcal, mental health and drug andlor alcohol addiction treatment, and social services that arecoordinated by a feom of heolth care piofessionols,

Medical Horrse - Ar aprirouch to providing comprehensive ppmary care fhat faciiitates partnerships between individual pdfiients;
and their personal providers, and when apprapriafe, the patient's famity. Care Is focitafec3 by registries, information tec'rr,o}agy,
health informatiorrexchanSe and other means to assure that patients get the indicated care when and where they necd it in a
culturally and lingu3sticciY apF,ropiiqte manner.

flAedictrre
-- A federaltj funiled health insurance planthat provides hospital, surgical c,nd medical benefrts to eiderty riersons over65 and certain disabted persons. Medicare Part A provides basic hospital insurpnce, and tvledicareF'ar! 6 provides beneflts for

physicians' professionaE services. Medicare Part C (Medicare Advanfoge Plan) altovrs +hose covered to combine lheir coverage
under Porrs A and B but is provided by privake insurance companies. Medicare f`ort D helps pay for medications doctors prescribefor tr€atrnenf.

Medicare-Medicaid fnroifees (MMEs) - Peopie who are enrolled in both Medicare and Medicaid, (Also known as Dual Eligibles.)

Pfesumptiye
Eligitiiltfy - 'he process in which cerfain quol;fied,enfifies are empowered to perfarm a s"irnplifled cligibi8y reviewdnd

grant immediafe meci'cai as ,ta;ice to peopfe of prying ior tvtedicaid (currently Gmied to chiidren ailr9pre^gn c-,nt women^. Those
presUmptivb'ty ei^gii,fe must complete the ;utl application process within 60 days to conifnue Med!card c:cverage,

Sister Stnte,4gencies
-Stafe agencies that provide Medicoid reimbursabie services which are monifored by an agency other fhan

fhe tJhio Department of.tob and t=airiily Services, Sisterstafe agencies include the Ohio Departmen+^ of Agdng (ODA), Alcohol and
Drug Addicfion Services (CJDADAS!, Developmental Disabilities (ODODD), fieatth (ODH), and Menfai Health (ODMH).

Spend-down
- Aged, blind and disobied individuals whose tncome is too high but who wouid ofherwise be eligible for Medicaid

may become eligible on o mor0h to-monfh basis through a Medicaid spend-down: The spend-down allows individua!s to deduct
medical expenses from fheir in,,orr;e until they meet financial eAgibiCty guidetines. Once the spend-down Is reached, consurners
are etigiblefor Medfcuid for the rest of the month.

Transfer-oE-resources
- As de6ned by Medicaid, is a voluntary gift or change of ownership of a resource without rereiving fatr

market value in re'urrz. If tne ironsfer has been made during fhe "took-back" period prior to applying tor r`JCC:caid, it fs assumedthat the transfar vvas
tnari-, fn order to become Medicaid el'igible, In those cases, a penalty period is assessed during which

Medicoid is denied. Tronsfers of resources between spouses do not generate a penalty. iransfers of resources to chiidren may
generate a penalty.

Spend down
- The process of establishing eligibility for Medicaid by allowing an individual 4vho would otherwise not be efi ible for

the program to sperict excess net income on certain medical expenses, g

Transfer-of-resources
As riefitned by t,ledicaid, a voluntary giff or change of ownership of a resource without receivingtair

marketvolue in retuirr. If 'tie tran5 fer nexs bean rnade during the'9ook-back" period priur to opptying for Medic c";d, it is assumed that thetransfer was made iri order fr cr:corne ?J,edicaid eligible. In those cases, a pen,^;ty f,^eriod fs assessed, during vrhich Mediraid is
denied. Transfers of resources be(weenspouses do not generote a penalfy:Trarlsfr;rs of resources to children rr ay gLneiate apenaity.

Trnnsifional /a4edicaid-
A category of;Medicoid in which people who lose Medicaid eligibiiitydue to eamed income may be

eligibie to maintain Medicaid coverage for a transition period of up to twelve months,

Walver- Authorf77tion by the Secretary of the U.S. Department of Health and Human Services (HHS) to waive certain Medicaid
statutory requ rvrn en's giving sfates more flexibility in Medicaid program operation. An example is the hom;: and community-
based care (Ht 'B;,'.) waiver programs operated under Section 1915(c) of the Sociat Security Act thot ai'ow long-term care services
tobe delivered iri communify settings,

59

APPENDIX 50



, ,...:. .,: -. _

1:, LM> li t 3 ' _ ., ,. _' _:pe :-. _ .
'Dow^ as-oic3?^ 3,I ^..1wv., c"s,gavl
nao^it vS/Fger,c ^o- , . .-i/Hist: Nowntode^/
c,vtSPr 'n4-.peecirs_ud"r.

2. 1'nJ7FS Gato Pcm, t j7 /'^?5.
3. Ecarto c-•esentod by Gross State PYoQuct

{GSP{ fo. d" t. BurFou oc Eeonomlc Analyis;
ti.S^pep ;sin,enl o%Com.merce. Downloaded
112912013 dt httpJlwww:tiea.govl7dbfe/Efabte.
ctm3Req:%=708sfep=i.

4. OXrceoffsup;el ar<dlvlanagemen'Testimony^
befotetcouse F-ccoandApprapriutlons
Comt,07-:215/iC13. [row:,tadecl:7/7/2013
of ht(p Ffkocsk ^dgal ! ,o.govldc..rrr :r4sl
Keeniesimory-tip^s FlaanceGaoarnittee20.3-02-05:
ptll

5. FederalRegkted V^I. 75, No:217/'/fednesday,
d:c+^ember10;20t0hVoflces:

d._ ibY:.
7 CIDJF,Data3c'n; 1115/2D13, Additianafcalcutotions

-gHPlO
8. GDiSUataRUn,1126/20;3.
y. '_)r7JFS Daia Rufi. 1!'.5/2013. AddfflonalCalcutatfdns

tN âI; . . . . .
10 irnrnfgor Lwho arGved ` the U.S. be+ore Auguii

27, i âybm /G Pu Medicafdtrlhcymeet
dtner efigtD 8ty gu ce rrs Nrti certain eXcepflons,
ifn(rfigranis wh^ -c:vey or or atier August 22,1996
ore nof eUgibfe for t1.r rco;d.. For a dst of ez%epiions,
see'•CDJFS Facf ,fieet, Immigrdrit, Thek Children,
andMedfcidd." f7oivnlcadedl/24/2013othiip3/'

u11$tyeefs/Imrntgraats_0607.
p^..

1l. Peo^tey,.:,ose1!cd^^d..xg^;?ydueto
er ed^+. rr •c.Y .,bFe;omdintain
M^dicair e.u^zi ;ransifionpedodof
up io iwr t c m :. ^_ See nhio Revised Code
5101 a•4G ^5 r t^ .,c a1o. h aslflonef Med:caid,
f7o•.vnloaded 2/20;CJi3 at tdtp://codes.6hio:gov/
oocf51019-3At-41 0S

12, Payrrentd^?e fo• Srl?1112isnot complete.Onty
ihe'oder ^^ .,,on o` ser3ce5fraTn Siste: Agenc,lea
+Ihoseo:, sd • CCilr ? a-e nciudod ;n thesefg}nes.
SaurCi:C i-Ua^^c:^il1F,I20t3.Additiondl
cqfcWdtio . by

13 OY:ceafrto.^iun•^..ohr^n,,:Onib'a,.
TrarMorrr : lo%e,rscrCs•re,^cldeolt'3 and

HumahSr , •s"O^or 6 N^?. Downloaded
f12aiJUiSc- Inp:/(n•iuwneaR"+ranstormation.ohic.

rrqv'Lmk2 [ pt cspz3Alet{aket=Ce040PwYn, Aog,3d&
tiafia=1;^7

14. (I- u-s Cc`l uun, Flt5/2013 Additianal cotculattons
byHP70. . . . ... . .

15: Kald.
7 6. ODJFS Bqfa Run, 111 dj20! 3. Addrfionol ca'culafloar

17. The KafserPamf.y Foundatiob Sta}eHeofth Facti
This data rs from the Urban nsiitute and Ka'rsef

esiimatesbosecf o;e fhe Census f3ureau's Mafch 2011
and 2012 Cuvent PopulatranSurvey (CPS:AnOUcf
Soclai dnd Ecanomic Suppiemenls). Down'oocied
1/3112013 ot www.stofeheotfhfacts:org

36. Faf a UstAt couniy Mi;A-THCH'eCKcoordlneitors,
see httpallts.ohro.gov/OtiPJco»wme!s/docs)
CounfyCoordlnatars;ptlf

19. ODJFS Dafa Run. I/1 6/2013. Additionol calculoilons
N^.. . . . . .. ...by

20. FGr rol ke_r- f,/V,L T, No_217/Wednesdoy;
No nl sr G

21, Oh^oC.ffceorn dca'A iti.e,"Ohio
Rez ^^2c-, fl ro.',CH 11, Co,°rdoe for
eh Ik' a^, Er r e,r. Ir F:^e-rol Bo^ZUS F ds.°'
nccember 19 2J Doa *:aded9124J;7Q13oT

F-,'i:wrr I o : rarc',^n„#ion.c!ia.gov/4fnkC!ick.
aspefitetickef=HWhHz9KIHYk93d&tabid=Y36

22. Paymerttdoto tor SPY 2012Is not complete. Oniy
1he federar p.,rffon of servioes from $isier AgenEies
(fh s..,c;_. ae ODJPSjare included In these f{gures.
Soiurce: ODJF$ pato Run 1116/20t3. Additfonal
co7cu'--diorubyHPIO.

23, For ttioce informat on; see "Trarufe of Assefs In
theMedicoid Progracr,^ January 8,200$. CDfS:
Downioa3ed 1(30/20)3 at hlfp^!lwww.eme.
gqv/Rsgukstions-and^Guaance/Legsksl fon/
DeSctE ReducfionAct/dawntaods jFOAbackgraunder:
pdP

24. ln9ontsbom to pregnont women who are rece(ving
Medicaidfor the dateof deCvery are constdered

20

deered n s-: .c . :' t7edicaid errbiFby eoMtnuo
tintitthectut :, fust birthd^y andc •zensnip
Coc^,;inel .^ icnls nu9 requ;rcd_Oo... cdcC
2/1 71201 3 at hitp:llwww,nieffica&i.;o^•/Medfctrfd-
CHIRProgrom-Infaanotion/BS'•Popula ( iorr/FYeynanf-
Womers/Pregnant-Wpmert.html
ODIFSData Run, 1p6C2013 Addrtlornoi Fa?ci^tfonsby HPiO: . . .. . . . . . .

ODJF'S[?ataRun:ljl6/2013:
"ODJFSFact Sheetc MeckcaidPragram Over^hevi'•
bowniocded tlii.l2013a? h0tp_Jlfb..>ho.gov/ohp/
bcps/FactSheefs/Mea^cid:pdt.
f,)eCe:nb.r 12 <C12 rsr s e.JSe "KCS:^h
Atlrn%niytrc t en P ,cc^c _i.;te-Fc.:eol AU.reCriient
on Coordlnuteo Care C ^^ ev mgran tor qnfo
Seniors."downloactaa of I,rtp://govern.or,

.927.^..,aI5;e0hq;^bte3°{o^

2$.

ohio:gov/^„itolsJ0112. 2 12

36.
27.

28

29.
Q C.

^,'E . '1"t3 prons to proVlde

^e 1-rt55 ta AA6dicaki

Ih sE c'^`; ar d dnlgan¢

etJP GrE ' corvedou!" of

taged care plans and

comrriuNfy behaviordl

heotih sysiem.

30. 42 C-F.R, § 440.230- . .. .

27./FrIG. . . . .
97: .^tacr.,. Jc'.^ r'+;:.ccaa Er enstcr Opt buttand

31. ODJFS "fdedlca(d Copaymenf5." Downfopde8
1 /17/m 13 at niip:f'lfs;ahio.9av/OHf^/cansuRlers7
cop^iy.stm . , ._. ..

32. lbid. . . . .
39. ODJFSDa7aRun,1/i5/20d3,
34. Ibid.

35. Catalyst forPaymentReFo•m (CPtt)IS an
IndependEnt organ¢otion leo r^y rigoPm care
purchasers, wI1hSactfve lnvoivcr ^ -pf 7:av]dels,

heoNhpfans, con.wmers a7d Nb,r g o.,psworktng

toimprqve q.rafrfy ana reduec cesf; byidonf;fyirrg

and coorcAnatng workat to Improvehow

wc Payfoi', .^? h co:c ^ I t r . ^ U S Oh'o Medicdid

jplncdCP4 Jan 3ary2 U cur^^d't•cfirsiatotc

A,^ccaid qrogrqm i^ u.^ ^« r. e Informatior^,

a>io„tCFk.seehtr^,.;/v, n.catofyeepaymen#rofoem.

o ^r.',orr,e^Page.P^irrn1

36. Ort DotaRun.r15i20b3.Additiahalcoicu4Hfonti

Unc . en t d Ca e.' r c ny aar] Jo_naiof
Med,c^.,c3 2-511 n.^,;57

38. Sfofe I^., a.,„_ e„Sr+c, sa r ospit.i, Frovrde
^v4lhoul cY.^ de t t;,e L,''c a b; c r-. :;Gaiy
rie[P/ K a levGtSC-rv' CS io Ih r /^h'af
wt ji^nl o t,!;st_ic,Ln„!arc„T.L:teffhe
MeCr Npf g,omandvhes6ir,crr I o ,
liiefrc c p.veriy §ne." (CJhfoPdrernr rai'^-Code

70J 2 J2.17,
.,7sncioiior.+^aa;(tncornpersored

^7^..I^^^IYCarefa^_tsh:ee'. DorJnloddetl
3/t7,/2"Jlsa L. ,; v^^^.^^.c,r,ct.qrg/wp-confenf!

"- uploaUs/2c ) t'C^,a^lt> Core-Pact-Sheet•' `
updated-0') II >.

.40. Pafieni r^rolt la p.,:orco,':e Ccre Acf,'ille
I SuY^^;Yc 0, Fad Ilf ^eC!'„' 31d',.7 . Pme,lcarl

7nryc.:^ t^_IO1202 .c '. ;.voas
the A: ..1 an^t')^ wht r c-..,s _; c,n l..n^wryl,
'^'J.. ::xlusaddltlonalcr ;.A.ocaidASFfro^ . . .._... . . ..

41, C .,3hcrn,PeterJ_arX3LenM.Nichd'The
e ..^urh!. - adrei4^nbursemantor, h,eoccess

coomrr h„y
p ,rcPve M^d^catCareRes:u:t,andRewew
r. io ( 6f S5: .. ...

42. O^^kr-,_cnu .-. 0 201f , c:,0,.-1:911c:ot
phr..c .7^; sa d' a/ r,, + ,f ^^--c.>,-,t new
Made y, ^ . s I esr7:ecsr-a/ ,eatlh
Afty io b LNiJ: n7s G79.
Zuck: rnon. S7 :r', en, cr.^ t ,>csn ,. r^cc'n43.
wBNedicota P'n scen F° _ v^^nn ; Coje k:se
m20ti6f:wle_^, ,?rorr o<J2iurvayaifJ,Nd'icqid
PI}ysla^a-t Fct, I 'J ^l h',P )1v.vw.kfLorgL
medicWd/up^»c/^3rSpd°,

44. §1932(b}(5; r : I,cSo;:;dfSecurity,Acf.
45: •'MedlcatdPrcprc„I; PayrnentsforServkesPumished

byCertrsinFr. y.^ore PhysiciansandCharges
for Vnccir,e / stration Under tMe Vaccinesfor
ChIldrenProg t,. U.S. C) epartment of Heaith and
Human Sen/tces. Fede;ol Regislet. Vok77, No.215
(Noverriber6.20T?j.

45. Zuckerman,5teptr:aa. c,nd Dana Gotn."How mtrch
wiU Medicaid Phy=iclaa Fess tu, 'rimdr/ Care Riss

s' In7B)3$f a.: trorn o 20 2 ir^af I"%edfcaid
Phyeiclanc h p:4 .„w. , ,o;J/
me ^fed'r3^ R^.^.o9,8pdf_

47. Ar_,. _cid ^rogra<<,, rayn -nis tor SerYfcesFLrtt$hed
byCsrtc,;rF a;CaeFl^: nsandCharges

fer V,=cineAdf',., ,51 ra`i„n „nder the Vbcctner<far

Ctvhtuer Frogrorr" u:_ aeparfrrrertt of Healthantl

Hainsan6erolces,"gcero! Kegister. Vol,77, No:BSaa

{NO1ember612}• - - -

48, IbkP: . . ..

49. For moreanforrnaFior•, on ^hIo's Modica,d Quafrty
$trategy_, see fittp://b'h#+/1cyM57

50. ThecllAnicalfocuso:e<s cb,de: htghAik.
progr,ancy/prematvre¢ehoviorafheafih;
card'ovascular disea=e, ac b cs, b>+hma, upper
respiroioly iMectians,.on e_ ..rl.>s'se a:a7hoatih (for
dua) eAgi.`,ies).

Sl. LaParDJefaf p,^,Yr^sta+,sr,'fe^'s7!cdal;,hy
tormalorsy'glealuFeroffo .'nnno!s 5 geg•;.
20l0Sep>22(3).5.a -.

52. KwokJef'a The.r,,pocr •heaihInsuroneeslots

an ff e SUlvlya 0p^llenl^ v. th ;'eoy undne.ck

ep}idcr'.Cc-,.er2aro;an.li6(2i:476$5

.';53. Aker :G ef ,..n .•.cr dr, ts c.n fndeoenden(
-.^vm n"er r

t.. ,r!u rcle,r o tr:e Uni ^tofe-s" JGuma!ofHefid
a-dl,rglrcnsponta'-2JI1,ani30(il:q5=53,

54. (eV ek cl o „^ .o,c -,cnctrl o' eoforectol
CG^inCm.a'JrqerycliilersOyc s'aft,s,•:=..

cano^:.2rAV r,uv; t0if101:2137-94;

SE: ABer 4 , %scnicr r:, Ffnkelstein A,fa'_br.. i, w,j^f
,.,. of t:^.cUragonHea3thStudYca, lbllu; r,,;,rJt
erpo. ,i g Medicaicl." Healfh Atf(h4r'pwoadl 2010.
t9.. 8--^GG. -

54. SoI--e.eer4amnD.;KO:heriheetiickeria,^,dAmotd.
Ep t^:n. NO: crifyandacar^sfqcareomongaduHs
orl " si .;, o oiy.eipans^ns:' 7hGNevyEng7and•

2012.
57: Cur`eJ,C-beri':Scv.ngt,_61.s.tlteetfjeacyahd

a- `^^cer e.v,on,,,rb fNed"codolipfbiktyfor
prcgt^Or.tworrer.JPo7l IYJ6,11.14:1263-96.

38. f nKeW,n, Ar,l, `^•.r'^ucma^, E.'J ^h'rgbt, h43ta
Sernsteln. Jo^o•;-ar r•.c.r.t_ouo,.p.,

H ^I c,: t.afl eae dc c 9nr repon .
r,cd. , ..sro .c - F/.^enm,e t -U .c 1ce troln fhe
F."Yeor." ^:cilonal B.,reou ot E c^r ornie Reseorch
WoKiagPape 17190.2011

59: F. r,areiniomsation, See htlp //sl,. -pahcyopiions
nyacrg/uitegoriesJcost-coritar+ _ ^U,nedliafd..
Downtoaded3?t/2313,

60; Formoretrnfomm?icr,. sea ' '.J. "n+::n^;folKid9Atg.
61. JohnM1AeCadi / ,csrqjonyhe I, _ 4:Whand

F r)or Sbrnces S,i^cc^,r ttrc FFbnlary 2$,
2013 ^o ^o^ c /?a/ p;//www.
he i f r.^^r -c ch o. „nkCEc.i.osp^fitetick

62' Heafthlnsacr:ceExcr3^U<<,nw, krc^dn:a
3I.^ Lrs,.ror c F. rrstF^! c , e:e (:.mpetff,v'e

'IrLS .emcY xec:v . o',/duolsendsmNi

:bu9tne:esco:.tsya"crdo'.-ci n . :h^^71th

. Lt I;,ans, stc'i.^ ,orr a-y', 210ta S,bsldes

w,51 bearcGat ^_ .,,ecP'e,v : ;cornc t^.';veen_.
)A'I%=rs;ry FPI r],. oc q ^fy fri; L.._-cald Of
Medlcar. anU - rcf ha- on.e.. fo otfor4qbte
emp;oyer-s^o c, c ;rsuc,l",

63. Kase famllr+^ <a;cn„su< .r ;10.'^s;sta'n?y9
real,,b.,ac Fg.>Byu;c.Er.,I;^^.en!Proeessas._

.,L..n_ _Jed , . 7.13 ct h fl ( ..r..k`LCrgl _ ..
f,ea,'cr`o:rrltliU.c;m

64, T't ficeo`Hoo'thl^ans!c:mcc r_rrs;oirr,n;g
-(,YO .c• c; , a: kepr' er f,ec'1!, aI'a
torna, :.r:Cr f^•;n>,r,ir,
p u v:`:Ilovmloa^ted2/S/2C'3o't1fp:(/w'r.v.>.
^hccJntranslormotloncl>iu.^or •rKCSck. cpx95(eftcK
-ef-UpReqSPyYaE%3d&tabid 134

65. -0+fice ofNedlthTransfomiatfon: Juna 5, 2Ji2press
leleose, i G oLaunches Yn! Siive Io E,pahd and
improve M.edicaid Prestimp (ve Po,r,;i;y for Pregngnt
Wom _n a-:1 ^hildron'^ DoK %toa:Jcd 2,3/2013 at
hip.J,y.a';.haolti±`;oruivm-^x_ F:1og:;v,EinkClick:
ospx fil_Ilcket RA;Y,BklYSS9 Ltl..,d=-13:_

66. Fedoral Poverty Level (FFI}'pe..s ure or^^^ally
updated 9'J^ les n,obTs+ . h by t-^ ., >.
Departmentof Heqlth} and £iumo, SeMCes to
defermine esglblNy for vorious;teaeruf and siate
programs.

APPENDIX 51



$ ,
T Yl

'.'l,79^ S 5 '.1^JJFJI^f 1: ^.^.

< < , s

L ^:^ ^u ^ ^s ^^^ rf ^, ^;^^,^^^ ^

, ^,^r^ .w,ri^' r^^ `^^ ^ ^^^̂

House Finance Committee Testimony
February 14, 2013
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Greg Moody, Office of Health Transformation
John McCarthy, Medicaid

Tracy Plouck, Mental H:eaf'ch
Orman Hall, Add^ction Services
John Martin, Developmental Disabilities
Bonnie Kantor-Burman, Aging

^ Ted Wymyslo, MO, Health
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* Obamacare is notthe path Governor Kasich would have
chosen for Ohio, but it is - for now . the law of the land

- In March 201(}, Congress mandated that every state expand Medicaid
to adults with annual income below $15,415 (138% of poverty)

- In June 2012, the United States Supreme Court ruled the federal
govornment cannot penalize a state that chooses not to expand

* After weighing the optionse Governor Kasich decided that
extending coverage to more Iow-income Ohioans riakes sense
- Ohio has the fegalauthcarity and wilf autornalicaiiy roll back the

extension if the federal government changes tEie rules
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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 bi6lion over 2 years; $13 billion over 7 years

Strengthen local mental health and addiction services
- Free up $100+ million in local levy dollars

Protect local hospitals from federal cuts
- Medicaid uncompensated care payments will be cut in half by 203:9

Provide immediate taxpayer relief in Ohio's budget
- Free up $690 million - $404 millian in state spending - over 2 years

, ;.

APPENDIX 55



. . . ^. . . .. . . ., ^.^...J

^yr.:^

^^4a"h"
^

^ ^ows

Challenges we face in Ohio

^^afth `^^^^^^^^^at^on Priori^^^^
- Rebalance Long-T"erm Care

- S'ereamfine Health and HLaman Se-rvices
- Modernize Medicaid

Extend Medicaid ^over^^^
^ve-r^^^ Budget Irnpact

QuesVons
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Inherited a program that ^re,^ad over 3 prior ^ep. rs

0 Created the Office of Health Transforrr^^^^^^^

Linked nearly 10% of nursing home reimbursement to quality

fncreased access to home and c®mmunity based services

Freed local behavioral health frorn Medicaid match

Created heaith homes for people with serious mental illness

o Consolidated health plan regions to be more efficient
0 Linked 1% of health plan payments to performance
e 3,dstate approved to sntegrate Medicare-Medicaid servfces
el implermented a new Medicaid claims payment system
S<^ve^" ^^^K^^& taxpayei;^ d h^ a^^^^° ^^ti^^ ^^^^^^

APPENDIX 58



Ar,

0

C p I ^, ^.^^, . . . .. .
k

Cha(lenges we ^^ce- in Ohio

Health TransformaG son Priorities

-Rebc^la^^^^ Long-^^^^ ^^rcm
Streamline Health and Human Services

Modernize Medicaid

Extend Medicaid Coverage

-Overall Budget Impact
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^ob-s Sud*t Z 0

Miedicas°d payment changes

.® Increase rates for aide & nursing services, adult day care, assisted living
- (ncrease the nursing home resident personai needs allowance
- Limit the daily rate for a caregiver living with a consumer
- Drrtpiement a shareci savings initiative for home health
- ^tedicaFd net co5t is $31 rr-riPOion ($11 milJion state) over#wo years

o Join the BaIancing lricentyve Program

- Comrrtit to 50j50 instifut'sooad vs. communrtyiong-ferm care spending

- No wrong door, standard assessmen'cs, conflict-free case management
- Enhanced federal funds free up $120 million state share over two years

ffi Ensure core com^p^^enrdes in the direct care work°Force
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Jobs Budget

Convert from cost-based to price-based reimbursement

Link nearly 10% of reimbursement to qual6ty outcomes

Integrate care delivery for Medicare-Medicaid enrollees
Jobs Budget 2.0

Flat funding with some exceptions
- Update peer groups (reclassgfy Stark and Mahoning Counties)
- Link 5% rate add-oh for °'criticai access" facilities to quality
- Removc- custom wheelchairs from the nursing facii^ty rate
- Medicaid net cost is $36 miliion ($13 mi61ion state) over two years

* Strengthen quality measures for incentive payments
* Terminate speCial focus facilides and other regulatory changes
* Provide post-acute rehabilitaiion in nursing facilities
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H'a s p its^

. Y ^ . . . ^ . ... Serv&ces

.....,^...^,^ - r,, ..,_ ;:..
_ .... 1 . .,

Provide posl-acuie mhabflatation in nursing
facilities, r^^t hospitals

a $1,388 per patient day in a Long-Term
Acute-Care Hospital (LTACH)

0 $740 per patient day at the highest
Medicare rate for „ultra-high
rehabilitation services"

°Opportunity to save $648 per patient day

Assost nursirtg home residents whc vvant to
move back into the community
• Medicaid spc-nds $102;500per year in a

nursing home for res;-dcr;ts under age 60
who are reasonably physically healthy
but have mental illness

aMoving these individuals to a community
setting saves $35,250 per year*

^ r = n *Savings estimate is based on an anatysis of 400+ successful HOME
Choice placements in 2011.
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Jobs budyee
Free i9cal systems from Medicaid match responsibilities
Create health homes for people with serious mental illness
Target investments to restore community capacity

Jobs Budget 2.0

e E,everage Medicaid to rebuild community recovery services
Recovery Requsres Community

- Allow money to fo!lc^w 1,200 nursing home residents who want to
move back to the cornmunity

- Increase access to safe and aff®rdable housing
- Prevent ir^appropriate adrnissions irato nursing homes

Consolidate MentaI Health and Addiction Services (July 2013)
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Jobs Budget

0 Expanded home and eommunit y based services options
Continued downsizing state-run developmental centers

Jobs ^^^^^ t 2_

Crnvert instotutionai placements into community settings
-ga Flat rate for residents who are less prafound{ydisabled
- F-inaric#ai incentive to convert institutional beds to community services
• IncreasL rates for providers serving former residents of institutions

5u^^^ ^t E^ npioy€^^nt Fi,°st

Fncrer^^^ ac^^^^ ^^ ^^^^^sm servid eS
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^^aflenges we face in Ohio

Health Transformation Priorities
Rebalance Long-Term Care

f^^^^^^ ^^^^^l t^^ ^^^^^ ^^l, Services
Modernize Medicaid

Extend Medicaid Coverage

Ov^rc-li Budget Pr^^^^^

Questions
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Jobs Budget

Created the Office of Health Transformation

New Medicaid claims payment system (M1TS)

Reorganized Medicaid programs and budgets

Jobs Budget 2.0

Consolidate Menta[ Heaith and Addiction Services (July 2013)

0 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)
6 Coordinate health sector workforce programs
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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 Eor board of he^^tbt members
• Require sanitarians to be certified by the USFDA

• Share services to improve efficiency

• Require local health departments to be accredited by 2018

o :'^ ^ i f=zt^
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^ Challenges we face in Ohio
Health Transformation Priorities
- Rebalance Long-Term Care

- Strearnlir ► e HeaIth an^ Human Services

ME ^^^^^^^^^ ^^^^^^a I'd
Exfiend 110ed°rcaid Coverage

Overall Budget Impact

Questions
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Jobs Budgef 2® 0

Conduct more onwsite reviews
Increase audit recoveries

e Better marrage hospital utilization
0 Involve providers in third-party recoveries

Revalidate providers every five years
Track trusts as part of recovery

Terminate special focus nursing facilities

* Access to Ohio Automated Rx Reporting System (OARRS)

* Saves $74.3 million (^27.4 million state) over 2 years
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^^^^ Budget

Consolodate health plan regions to be more efficient
Link 1% of health pPan payments to performance

3'dstate approved to integrate care for Medicare-Medicaid
Jobs Bud et2.0

Reduce administrative overhead 1fj based on economies of
scale from expansion/woodwork enroliment

Give plans more tools to rnanage drug formularies and reduce
the Rx ^ot-iiponent of the rate 5%

Cap overoa li health rnedicai urdlization growth at 3/ ann^^^^^

Withhoid E,sp to 2% of payment to earn back through performance
Saves $646 millkon ($23 .9 million state) over 2 years
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Payments

Hospitpl franeh!^-,e fea and rel^^ed p^^lii-nent programs
y. ,

Fr'onchfse fee crssessmerrt ($524)

Upper poyment limbft $502

Managed care frtcentave $162

5% rate r^dd-on Ll ^^'.^._^a
Frana;hise fee net krol xti` t $317

^r ^ ' p r i r y, A f v E?`
_ ^ _, . ,. , . ... -,. . - ,,. . .. . . .;:;! . P, .. .. r :..

Perc-ent Charige 7.9y

($524) ($1, 048)
=;r 2 2 , 00,^

^ 162- $324

r,.l 7'^

$317 ^^^3

7. 5% 7. 7/.

NOTE: May not sum to total due to roundirr
g .
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1^osqa.,,fta^ Payments

o ^^^^^^ ^avings and cost ^^^^^^,-Mre

------ ---------
Eliai irrc€te 5/ ra te add-on ^ ($83) ($177) ($260)

Reduce admission, 25% ($34) (5 6.9< (,S: '^^3)

Cap capital at 85°p'(^1-9) ($38) ($58)

fVon-DRG at 90% cej cost ($8) 05, 12)
Au^us^ outpot-ien i fees ^^

So^y s andco:st afEa2^^aE6'c^,` .. 3
,^. -....- ... . _ Y

6^,^r': .. . _ ^ .. . . . . , . . . . L , . , _ . ^ . ^. _ . . ,. ._^_. __ , ,. ,. F . ... ^ ^5^..^ .,.... r ^, ._

Perr;erzt s:.`hongc - A.4% 5,6%
*These cuts are rrade nossib!e by increased enrollmentthrotrgh wooawork/expF nsion

!V{ay not sun to totai due to rounding
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Payments

Executive ^^^^et overal i impact on hosp ►tals
^-^ _ . .,. ..

o'k^. „ ,.f.. _ ^ ^3 _ Y rc!, , ^r.! v" /!7;.. !^..6... _a, r.sni /y :

----- . Md.. .r..Y.^..r•.,,,^.^n^

Franchise fee net impact $317 $317 $633

Savings and cost avoidarace ($163) ($337)
($5^^l

Wo®dmlark now enrolled $21 ^ ^408 ^627

Expansiora no^ ^nrofA^d ^52,11 ^cs,i^fy $999
;, . . .,> >-. .... .- . .; :, . . . .
.., ,.,., - . . .

Do6lor changefrr^rn baseline $583 $1,176

Pe-.rccnt Charige 14.6% 27.8%

c3:;... c ^.. ^ i , ',-^ ^ 'ed•c •^ .
i. NOTE: May not sum to totaf due to rounding:

$1f 759

21.4%
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R^fc-wm ^^^^ov^.^^er Payments
Jobs bude^^t ZO

Medicaid ^^yrnent changes

Reduce physician overhead iti hospital s ettings
Close payrrieni loopholes for physician services (Holzer Clinic)

-^ Reduced rate for multiple radiology procedLires

- Manage otilizatearr of specialty pharmaceuticals

- Provide drug coverage information through e-prescribing
- Reimburse only up to the Medicaid maximum rate for a11 Medicare Part

8 cost snaring ca%egorles except physician services

- Saves $165 riii!@ion ($61 million state) over two years

Primary care rate increase
Federal requirernent that Medicaid pay Medicare rates for two years

82% increase worth $623 million over two years 100% federally funded
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^Cs

Jobs ^ ^ ^^t 2. 0
New cost sharing requirements ahoue 100% of poverty
$6 copayment for using anernergency room for non-
emergency conditions

$8 copay for non-preferred drugs, $3 for preferred drulgs; and
no copay for long-term maintenance drugs (such as insuisn)
Allow a provider to deny a services ifthe person does not pay
the copay, per new proposed fedem6 r^gubttons

'ak. ^ , . . . - ..
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^ ^^ ^^ [c^

Challenges we face in Ohio
Health T^i'Ins^ormation Priorities
- Rebalance Long-Term Care

- Streamline HeaIth and Human Services

-^ Modernize Medicaid

^ Ex^'^e.rad Co^^erage

- Overall Budget Impact

Questions
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^^^^^^^^^^ ^^fem t

500%

400%

^̂

300%

. . . . ,bbs . . .

Fr'dera( insurance mandates and the new federal Health I nsurance
Exchange go into effect January 2014
As a resuit, 231,000 eligible bLat riot yet enra#ied Ohioans are expected to
"emerge fresrri the woodwork" apid enroll in Medicaid, irsc4uding 92,000
cfiefdren, 88,000 parents, and 516000 seniors
Estimated cost is $1;5 b6ffion ($521 r-nillkdn state ) over the next 2 years
Provider cuts are necessary to cover these costs

0-20V/

/^,

^^

-^

,.u.

{^y
0

g^
/0.LtJ

> '1¢ yr C a

0/ 4
u;,drer, 0 18 Par= tPis Childless Adults Disabled tNorkers Disabled ljnder

Age 65

SOi1RCE: Ohio Medicaid; lviedicaid ellgibilfty as of Fe6ruary 2013; 7412 pvverty tevet is $11,174
fos an individual and $23,050 for a family of 4.
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500% ^^^^^^^^ Insurance
4

0
0%̂ mz :ts^ s^r^ ^:< a^k e.v r^;: vr.s ^.:^ ru_-.-^.:, ^xs ^r a a tv.^ :^ ^ e^^ tr^ sas! 6^ ^r^u ^u^ tsa-rc^-.c e.;v ^ a^ •^ ^ a^

^^^^ral ^^^^^^^ ^^^^^^^^^ Exchange
W> 3aa9/0

d . . . . . ._ . . J .

200%
^

LL ) :. .. ^.. . . . ^ ^

, ^^;^laa% Z^^^ ^^.5.r 9^ ^^^ ^^
®/p p_ p/ ^ v ><

7 : 4 S Z £ S.L t ^ / ^. p Y J^`4 8v6Yp̂cq !

deFYp
i.rY6i4

` ...-. -^ - ^ .
0%

C'i^iidren 0-18 '^ ►ei i; ChifdlessAdults DisabledWorkeC`r^bfed Under

Age 65

5!IRCE: Oh oWecicn l Medicei8 t lraibiil{i a; of FeE ruary 2013; Fedei31 xeZlii lnslranCe
Ex_hange Etigiail:Yy as ot lanqary 2014, 2012 oov@rty level is$11,170 for an indi-Adual and
$23,O5J for fainily ot4; average 65 caverPge is through Mgcticare, not r,a e cttanee.

APPENDIX 81



Lo wg^^^^^^^^^^^^^ h^ ^^ns Face ^ ^^^^^^^^ 2 Gu^ 14

500% r^^^^^ ^^^surance
400%

^^^^^^t Health hnsurance Exchange
300% ------

^

° aaal ^ .+ fQ). . . & .. . . . -__ _ . 1 , _ .. - f .^:/ . .

100%

^

a% -{

ch' Wsci: 0-18 6_;re;its Chi€d(ess Adults C1;;atiled VJorkers^MDisaLlei' E!: I ci
Age 5

SOURCE:bhio Medicaid; Nedi,caid eligibility as ofPebr, ar{ 2013; FederaE HealtP, Insuranceis h ^(

Exchangeeligibilityasoflanuary2Q2I4;2012povertyl=ve(is511,77Lfo;anina,vidu2land
$23,050 for a family of 4; over age 65 coverage is ti^raugh Nledicere, not :he cxcitiange.
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0

0

e
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Extend ^^^^^^^^^^d Co^erage:

s ^a u^^^r^^'9 ^^^^^ ^ ^^ ^

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

About half work, but their employer doesn'^ offer or they
can't afford health i nsurance
Many work as health care providers for others but dcan`t
themselves have coverage
^^^^ ^^e Linahle to work because of mental illness or
add ictionf but have no reguiar source of care to recover
594,000 Oh€^^^^^s w@:^^^ ^^nuaI income helc^w 1,138% of poverty
^^^^^ ^^^^^th i€r^su^-nce (6.9% of Ohio`^ t^^^^^ ^^^^^^^^on)

^ ` ` ^ i f f`s t(r

APPENDIX 83



. . , . . - - - ..,.,^-,. /i.^,....
^

ef
^ _ a
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wit'^^ ^^^^^^ ^^^^^^^^^ 1,38 perceny^ of ^^^^^erty in 2010

^ 25,^4s
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o , ^ls

L^

2,750 ^m7^5
x :gG`° i ;Cs
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Insurance Estimates (2010)
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E^^end ^^ie- diir.^^d C^^erageo

Cov^r rM^^e Lowt^^^^^^^^ ^^^ioans

rr-
3i..,:,} l. ., f .

fJ' l

Newiy Fiigi6ie below 138% 36 r;, 616

Previaus6y Eligible rebczve 138% 9t^ 863

^^^^ ^^^^ ^^^^^^^^^^ ^^ ^^^% 214,753

1. indivit3uals vvho would tiave iaeerY eiigibfe for Medicaid uiasier the current ruies even though theirincome
is above 138°o of pauerty will instead seek coverage on the Health insurance Exchange, including some
parerits (1I1,.356) and bene¢iciaries enrolled through #^arni4y p(anning (26,378), transitional E^leci'rcaid(54,123), or the Ohio Department of Health Breast and Cervical CancerProgram(6),

^^ S(}URCF: Ohio Medicaid (February 2013)
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E^^^^^ ^^^^^^^^^d Cover^^e.-
^

^^^°°^^^^s Fed^^^^^ ^^^^^s to Work t'n Ohio

eligible popufations {100% fe^^r 0'

Previously efigibfe population (64% federal) 39 -LI 16 5

TOTAL FEDERAL FUNDS INITO OHIO $523 $1,884 $28^07

J

2014, 2015, 2416 100°r

2017 95%

2018

2171.°

2 o2a^-

9 4°1

93%

90%

SOURCE: Ohio Medicaid (February 2013); may-nat sum to
total due to rounding^ ^ , ^ ^.(^1( f c _ c < e_ f •.`;^c - API'ENI)IX 87
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f ? j%

fViea' ical$^ ^^verap_,,,e-

711-ax^^^^^^^^^ ^^^^^^^^ ^n T^^^^ Budget

U..s.

Newfy efdg€ksle enraffees state cost

Prev€ra.asfy efigfbfe enraifees state cost ($23) ($68) ($91)

Prison costs tha"f shift to Medicaid ($9) ($18) ($27)

Efip-ninate hospftal 5% rate add-a^^ ($31) ($65) ($96)

^educe liaspitaP ^apitaf payments* s ;,,;

Heafth pf^^ administratjve sauings* S25) ($27) ^^521

'^'afes ar^d HIY tax revenue off=ets ^^^ ($-32 ($117

TO`^^^^ ^ ^^^ E Bf,`NEF# T I 1.4 $ 2 S si

These cuts are made possible by increased eneollment through vvooduvvrk/expansion and represent GRF state
share only (a1f funds incfucie ^220 rniliiori in SFY 2024 and $470 milPion in SirY 20I5, or $690 miEfion over two years.

SOURCE: Ohio Medicaid (February 2013)._ #
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. ^i , ,^ . "^' /"" •' ^̂jr ^^•^yF.^'^^^,.̂ %^

^'ŷ'j^ 'r1.3s rjf^i r.r,i'^.

. .. ... .. . ... . ...... . . „ ,., .,.. , , 2'..,v°. dl

Ext^^^ ^^^^^icar•d Coverage:

Gi've Ohloo Taxpa^^^ers R^^^^^ Inf, T^^^^ ^^^ge^^^.

Newiy eligi^lz--^ en;-oMiees state cost r= ^^

Previously eligible enro##ees state cost ($84)

Preson costs IL-hat shgft to Medicaid

Efiminate hospital 5% rate add-on

Reduce liospitai Capf'fal payments

Heaith pian ;.dministrative savings

Saies and H!C Gax revenue offse-ts

l 'O `^A L ^.a"r AT E BEN ^^^^ $37

Sflt,iRCE: Ohio Medieaid (February 2013)^^. _ [f:< <^^.<< <<<
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- r^^te^d f^^`ie^icai ^ ., .> veragee

F^ee Up Lo^^^ ^^un^^ to ^^^t- Local Needs

: , .^ .._.. .^^...- .,;^. , , . : ^
Sai^s tax r^eveA-t<e.

;
^^ $21 $25

Behavioral heafth services tU Medicaid 35 70 LQ 5

^^^AL L^^AL BENEFIT $39 $91 :^̂ 130

c.:

L" . / :. { °. :^E•f^' C @.p . ^1

SOt1RCE: Ohio Medicaid (February 2013)
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^ ^^.

^

^^^rx. ro^^.^e H^^lth Outcomes

Extend I^fe and reduce F^^^a€th dd-. exp^ns-ion states
reduced mortality and improved outcomes, particuiariy among
older aduitsr  non-whites, and residents of poorer counties

6mprove heaith outcomes for ciiiidren - children are 3 tirnes
more likely to be uninsured if their parents are uninsured

Help chiidren make a healthy transition to adulti-^^c^d - young
adults are dropped from Medicaid on their 19th birthday

Restore communit mentai heaith cq' ^!cit - free up at least
$70 hliflion annually in Iocal behavioral health funding

iM €^o<e care throu h btter coordination m- extend Ohio's
nationai6y-recognized ^^^^edicaid reforms to more Ohioans
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Fxft^^^^ erdE v;ai(r ^nverage m

^ f
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sf ^ ^ Y t° Ef^^^ ^^^̂̂ ^ ^ba 'tac^^re^- ^

^Keepthe dgors apen to Ohi2`s hosRitals -federat payments for
uncompensated care shrink as a result of Obarnacare

Hold the line on health insurance remiu0 i^ereases -- prever^^
an uncompensated care cost-shift to privatewsect®r premiums

PrC3tect Ohio taXnavers fr(3tl'1 federal geCisloriS -- Codify an

automatic opt-out if the federal government changes the rules
® Pr^ Ohio errickyers from obamac;1re grtalt6es ® avoid

employees triggering employer penalties on the Exchange

,.._ ^
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Exterid r^^^^e&cald CoE^erage:

Protect ^^^^o Isobs

Put,Ohio's federal taxes to work in Ohio - $13 billion over
seven years, including $6 bill_ion into hospitals and $2 billion
into doctors' offices

Bring new_ j®bs intc Ohio -a- health plans are required to locate
staff in Ohio and already have created 1,000 new jobs

Keet) working Ohioans in jobs -- most uninsured Ohioans work
and connecting them to coverage means keeping them in jobs,
incicading many who provide health care services to others

Jobs trump nolitics - Obamacare is not the path Ohio would
have chosen, but it is the path the country is on; don't make a
bad situation worse by sending Ohio's money to other states
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Medicaid:

^'^o ^^ ^^ ^^^ n ^ ,^x^^
f:de^

^^^^̂̂ ng ^^" ` ^^^ ^^; ^^:^ i ^^`a10,
Ohio Chamber of Commerce
Ohio Right to Life
CathaPic C;on-ference of Ohio
Coiint^ Commissioner's Association of Ohio
Ohio Hospital AssocEation

Oh^o Children's Peospst^l Association
Ohio Association c.*,f I-leal'ch Plans

e' Natioiial ^'^lIc^^^^ ^^^ IViental Healt^ (^AMiI Ohio)
Ohio S'^^^e MedBc^l AssocIat9on

ti C^^^^anbus Dispatch, Cleveland Pla6ri. Dea[er, foledo Blade, Akron
Beacon jou^na- 1f C;^^^innati Er^^qtaire r, You ngstown Vindicator

Corrtpfets List 35 t ,hTYS. .._. . . ^ (Ji 1 .L^kA30^:.^I
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St F^a^<es ^'' ra^^^s ^^^^g ^h^^^ -Q°^^en^' Cover^: age

(s,^^^^^^g p.er capita by state, ir, order ^ ^^^^^^^^ ^^^^^^ ^^^owies)
S10,000
$9,000 °

$8,000 -
-y ^ -
' -t -_$ i ,0QO

^

41,$6,t3Ct0 + > r -',^^^^4

$^^^p, ^<^ ,
il.>. . '!

^
$f+,000 <

F
<

$g 700 t )

$2'0V J G

V ^ I^ ^ ^; p ; ^I ^t 11
^g,0(y/^

Vt'p^7d

-f J,i ^i k, j^:I w

Mid ;il C7 UY 4A MR IA V'f t'd! RC C7 ?0 4.'A WktdEVrY NY OP NJ Rf AZ TY. r,qEY1D P,1T 1 G.k Vla K6A Sp KS li PA DE i.1 1`: C.A NJ NC tA0 0t1 SC OK KY L1 a:M TN yyVNyS

i f xtending or leank^tg ^o^'ard ^rf' Not exterir^ir^g D l^ridecided
f

5ourcas: CMS Health Fxpisndit„rrs By5tqte (2011), The Cvmmvn^ er!th fuad, Aiming
Higher: Resuhs from a 5tate Scorecard on Neafth System Performonce (October 2(}09); The
Advfsory Board Company, Where Each State Stands on Medicaid rxpansion (2/6/2013).
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Exte^d qAedicald ^overage.

^^^^^^^^ue^^^^^^ of Not Extending Coverage

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

NOT extend coverage to 275,060 more low-income Ohioans

NOT keep $2.4 billion in Ohioans' federal tax dollars in Ohio
($13 billion over seven years)

^^OT strengthen local mental health and addiction services

^ NOT free ui) $136 million in loca1 furids to meet Oocaf needs

* NOT protect local hospitals from federal cuts

ill e"81 h

APPENDIX 96



P^ r ^ri ls^/7

^
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^

Challenges we face in Ohio

Health Transforrnation Prioritfes
- Rebalance Long-Term Care
- Streamlmne Health and Human Services

- Modernize Medicaid

- Extend Medieaid Coverage

C-1,w ^'^' ^ ^ l ^^^ .^ẑ g^^ ,^ ^:^ ^ ^' ^^ ,^ ^^ ^'c
t

.. ^:a ^^^^^ . ^,. ^R

Questions
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^ r^"' S'-s^'' ^ :F'x• ^ f X ,

G^^^ ^t

/N,/f ^i.,,p`
i5^ ^'^%3i ^^

.^^^^^^ro, M ^^^^^^^^^^ ^^^^^^^^^^n g (AU ,1-'u n d s)

'. .. .. : . : : :J.

HB 153 fnitiatives'

^^'cad ^^at-k

Physician Fee fncrease

$25 $822

$77 $321

.Savings trnd C,rist-Avoid'anie

fVt wfy Fligib7e- Fnraffrrt;"rat

($517)

$500

$667 $1,496

$996 $Z, 5,27

$262 $583

($802) ($1,31 8)

51,927

(Z) Integrated Care Deltvery i'or ftA'edica, z-Nledtca4a, heaPthftomesfor snenYa(
dlriess dfsabted children into f,eait-^ ¢^ plans. (3alandr, (neEnve Progcarn

(2) sF1'2013 amount adjusted frot*, $19,3 bi(lianto include the budget for
Medicare Part D and tlPl Appropriations
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JO^^^ ^^^^^i 924aQ.

D^.^^^^^^^ ^^^^^^^^^^ ^^^^^^ac^ (State Share GRF)

^^.

(-iS 153 Oniriativp.s' ($3) $136 $76 $212

'A'oodwork 5.1,-s h f rV.

Physician Fee Jncrease

5 1:^ ^j'j
^•.i^r,

^ry^ ^ ,J

^ .

+
4 2 " '

i ^ a ^ ^
ri i' X ^1^ ^ ^ '^

^ r ^. .,.,.,,/^,.,u,e î,?. „ aY. i<..^.u '"'.a,^

Savings atid Cost /ivaidartee ($191) ($487)

NprA,iy ViribiFErrrQl41 ::rt` (,>f92)

t P t c t"s (1) Integrated Care Delivery for lvledicare-is4edicaid, health homes formenta(
illness, disabled children into health pians, Belancing lncent€ve Prqram
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Y!^ o
Y ^^ya^o.

^^^^^ .^^^ ^^ ^^^^lm. ent

#'Jewiy Eligible below 138% 365,616

PreviousJ4r Eligible obove 138°r'a aO 86311
et N!eb^ ErtraEi^^^^ ^^ 11478% 274,753

Cui t ^^^ly ^^^^^^^e not ^^rod^^^ (W^^dwark), 2
309Z922

^TAL ^Evi r^^0LLr0Eh6 505gS45

1: Indivadua;s who we:a#Ei have been eligible for Medicaid under the cur rerit rufe5 even though their ineorne i; at7ove 138% of povertywfdl instead seek coverage on the Health Insurance Exchange, including some parents (10,356) and beneffciarie< enroiled throughfaatityplanning (25,378), trans"itiona! Medicaid (54,123), or the phio Departmerat of Health Sreast and Gervic s6 Cancer Program.

2. As a result of federal insurance mandates and the new Federal Health Insurance Exchange going into effect in lanuary2t}14, and
estimated 231,000 eligible but not yet enrolled Ohioans are expected t4'emerge €rom the

woerdworK' and enroll in Medicaid,including 92,00® chitdren, 88,000 parents, and 51,000 seniors.

SOURCE: Ohio Medicaid (Febfuary 2013)
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C^^^^^enges we face in Ohio

HeaI"C^ -Fransforr^atiort Priorities
RebaParice Long-Term Care

-^ ^trear-riPine Health and Human Services

-^ Modernize Medicaid

, ^.^ ^A^U^l h.^R^dfc^^^ ^UVe1d6e

Ove€-all Budget Impact
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Coverage e Saves Jobs
Ohio's Ntedicaid reforms

ir, the past two years have been recognized nationaiiy for helping to
reduce costs, improve hea6th outcomes, and improve care coordination. Prior to these reforms,
Ohio would have been unprepared to ef€icier,tly extend Medicaid coverage. Today, however, more
Ohioans can be brought into a program that pr®vides higher quality care and better value for the
taxpayers who pay for it. The ntany benefits of extending Medicaid caverage are described below.

Protect Ohio Jobs

KgeP work6ngOhiacrnsin,jobs. Most uninsured Ohioans (75 percent) work,l but they "live
sicker and die younger" than workers with insurance, and they often delay seeking

treatment untii their health has significantly deteriorated, leading to much higher health
Care costs? tn corttrast, workers with health coverage are far more likely to receive care on
a routine and timely basis and receive care from appropriate providers ratherthan
resorting to higher-cost emergertcy room visits. Ohio Medicaid estimates 275,000
uninsured C7hioans would gain coverage from a tVpedicaid expansion? For the majority who
work, connecting them to coverage nieans keepingthemin jobs.

Put Ohto's federal taxes to work in Ohio. Extending Medicaid coverage will convert
otherwise uncompensated care into an estimatec! $13 billion in new federal spending over
the next seven years -- that's $5.9 billion into Ohio's hospitals, $Z:U billion into doctors'
offices, and $1,4 billion to dentists and other health care providers to support the jobs
needed to provide care.4 Saying "no" to this plan would not save these federal dollars from
being spent or direct theirr to cleficit reduction - it ►would simply pass them to states that
expand, supporting jobs in those states with Ohio's federal tax dollars.

Bring newjo,bs into Ohio. Most newly eligible Medicaid enrollees+vi(! be enrolled in private
sector health pfans. Medicaid health plans already have created 1,000 new jobs in Ohio as
a result of Kasich Administration policies that require plans to headquartersta€f in L3hio.5
Alsra,ernployers !ook closely at P:he cost of health care in d2ciding where to locate their
businesses. States that adopt the Medicaid expansion iviil havF a competitive advantage,because employers will not need to underwrite the cost of uncornpensated care and aiE
potential workers will have access to a source of coverage.

Create a fadder up and out of public assr.star,ce. In addition to aggressive Medicaid
reforms aiready enacted, the Kasich Adrninistration has proposed additionat changes to
increase pers®na# responsibility and inr,r.ntives to work. For example, setting co,pays at the
maximum allowed by law with the fewest number of exceptions, connecting enrollees to
existing employment programs, locking drug abusers into a single doctor or pharmacy, and
converting Ohio veterans on Medicaid to the federal benefits theyearned: Medicaid is a
temporary need for most Ohioans - and should be tempcarery for everyorre able to work.
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Improve Health Outcomes

Extend life and reduce health disparities. The New I=•ngland lournal of Medicine reported
that the three states that expanded Medicaid coverage since 2000 reduced mortality 6.1
percent compared to non-expansion states, with the greatest reductions among older
adults, non-whites, and residents of poorer courities. ExtendingMedicaid coverage
decreased unfnsured rates by 15 percent, decreased rates of delayed care because of costs
by 21 percent, and increased rates of self-reported health status of "excelient" or "very
good" by 3.4 percent.e Astudy published in May 2013 showed that Medicaid reduces rates
of depression by 30 percent and virtually eliminates catastrophic medical expenses!

Provide coverage to Ohio veterans. Only 37 percent of the country's veterans receive
health coverage through the Veterans Administration, and -dfrrrost 90,000 veterans and
members of veterans' families arE uninsured in Ohio. Veterans without health coverage
often have medical conditions that go untreated, with one in three reporting at leas± one
chronic health condition and roughly one-thirci o} uninsured veterans reporting that they
have delayed needed health care because of cost. Under thf! Governor's piar:, 26,000
uninsured veterans in Ohio and an additional 12,000 spouses and farnily members would
qualify for health coverage,$ improving the health and quality of life for thousands of
Ohioans who were willing to put their lives at risk for their country.

Improve health tzutcamesfor Ohio children. Covering parents not onlyiinproves their own
lives but atso the lives of their children. The Institute of Medicine reports that the financial
stability of a whole family can be,put at risk if only one person is unins+.Jred and needs
treatment for unexpected health care costs.° Children are three tirrres more liicely to be
eligible for coverage butuninsEired if their parents are uninsured. An estimated 175,000
uninsured parents will be covered under a tvledicaici exrransion.'q Covering these parents
makes it more likely that their children wi(I receive needed care.

Help children make a heaitPrir transieeon to adulthood. Currentiy; young adults become
ineligible for lYliedicaid ontheir13" birtiiday (71 for foster chiEdren) and many of therri,
after having a regular source of coverage through Niedicaid, becorne rininsurerl. Extending
Medicaid coverage provides continuity of care for these individuals, some of lvhorn have
mental illness or addiction disorders that would worsen without access to prescriptian
drugs and other treatment services that are covered by Cv7edicaid,

Restore community mental health capac9fiy. PJdost Ghioans who receive sertlices from
county boards of mental health and addiction services vvill become efigible for Medicaid
under an expansir,n. Extending Medicaid coverage wiil free up an estimated $70 million
annually statewide in courity 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 syste ►n.l'
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Mitigate the Herm#uf Consequences of Obamacare

lobs trzrrnpab!ltlcs. Governor Kasich opposesPresic4ent ataama's health care plan. That's
why Ohio opted not to run a federaily mandated Health Insurance Exchange and why Ohio
joined a caalition of states that tried to F iock the program in court. But the law was upheld
by the Supreme Cour t and the President was re-elected. No matter what Ohio decides on
P,'feditaid; health insura7ce premiums are going up as a result of Obarnacare. i?ut itwilt

make a bad situation far worse if Ohio does not extend Medicaid coverage and reclaim tts
share of federal taxes tasuppart jobs here in Ohio -jobs that will be created in other
states witi-i our money if Ohio does not extend coverage.

Keep the doots open to Ohio's hospitals. When low-income Ohioans without heaith
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 hospltats more than $1;2 billion in 2012. Sorne of those costs ($M million in
2012 12) are paid for by the federal "disproportionate share hospital" (DSH) program. But
Obamacare cuts E?SH suhsidies beginning in 2014, forcing hospitals to absorb those costs or
shift them to businesses and families Lvith insurance. Extending Medicaid coverage will
help ensure that hospitals receivr.} payment for the services they provide, protect rural and
safety nethospitais from being pushed to the brink, protect hospitals' credit,13 and further
fimit the uncompensated costs that shift to employers and privately insured famiiies.

ProtrcEClhio erxipsfoyersfrvm Obrsrmcarcare pencrliaiEs. Despite a one year delay, Qhio
empioyerseventuaily will be subject to up to $88 mi(iionpcr year in Obamacare penalties if
Ohio does not expand Medicaid.14 Under federal reform, employers with 5a or more
workers are subject to penaitles if any fylf-time errtployees receive a prerr,iuni subsidy
through the Health Insurance Exchange. Employees are eligible for premium sui,sidies only
if they do not have access to Medicaid and their employer does not offer coverage that
meets mirtimurn requirements. In states that do rrot cxfiend coverage, low-income vvoricers
who otherwise r-r:ight have enrolled in Rledicaid may instead access premium subsidies,
thereby putting their ernftiloyer at risk of perialties:15

Protect Ohio trrrpayexs fromjfeo'era/ decisions, The Heritage Foundation warns that
taxpayers need to be protected from the federaTgovernmentshiiting expansion costs to
states.16 Governor Kasich agrees and, despite federal assurances that states may opt in and
out of covering newly eiigibie populations at any ttme,1z 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 bhio taxpayers are not
stuck holding the bill.
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The Affordable eare Act iruhides a provisian

tg expand 6dedreaid e!igiBihty. The recent

Sitpr4rne Coijrt d;cuion, ho^wev-r, give; states
.the qptio of fn?ptemrnt!ng ttre Rjedicaid
expan>ion. Whether and to what extent states
ci>>,ose to expand fliedicaid can have implira-

iicns fcr ptisate coverage. State and federaE

polrcytnakers and regufater5. heuld coa53der

severa; issces as they are mab.ing their tvirdic-
aid expansion decisions:

^inetividu,a marKet premitrrriscoUfd intrease
in states that cpt out of the M edicaid expan-
siorr, due to health status differeAtes of arew
rnroilees.

L' ExchanrTe premiu'nns also tnay ittcrease due
to sYreadinn fixed refnsurancesuGsidies overa
datger enrollce popufation.

ERasrc Health Proerani deu,ions tsy 5.°ates,

Pending clanfications from NflS, can affect tt,e
risk profile of enrtilees in an exchange.

ee tmpiuvers nlay be at greater risk of prnai-
tics in states that tlon't expandMedicaiet
eligi6tlity.

^^^ ^^^!c&,-V^^^ of ^^^^^^^^^ ^^^^a,-!^^ion
DecosEons on Private Coverage

hc Affordable Care Act (ACA) includes a provision to
expattd Medicaid. cligibility to 133 percent of the federal

povert::y level (FPL).1"his 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, however, gives states the

option of whether to implement the .Medicaid expansion.

U.S. Department of Health and Human Services officials have

subsequently indicatedthat states will have the flexibility of

whether and when to implement the expansion, and that

states chOosing to implem^rst the expansion can decide later

to roll it backq In addition, although states wilI have the fleiz;-
ibilityto implement partial Medicaid expans'rons, enhanced
funding would be available only for states that implement the
full expansion.

Whether and to what extent states expand Medicaid eligi-

bility tivill affect not only access to coverage and costs to the

federal gtiverninent and the states, but also the premiums ?
for private insurance covi:rarre. This decision brief highlights {
some of the issues that federal znd state policymakers and
regulators sbottld ccnlsider as theyare making their Medicaid
expansion ctecisio?:s.

7fie Arnerican Acaderrjy of Ac:tuaries is <. ? 7; ^̂  J^ tnFrnt>„^
pmfessiorral ass0r;otoon vahose mission r*r ser e the pubfic
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prolr Vrnakcrs oT-, all Icvels Err p o,;idfit Q iPadership, oE,jective

socrt^sa and a:tuariai adviccon rsF and f,rianc-ial sccur^t;

{ issues 7h^ F c aaemy als,> sets qrahfic; *^on, prac+ice, and prc,-

fess unofrsr^, standards for actuaries n thP l;n ted States.
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states that do noT expend Medic,.id 3 1'rerniunj
sp uG ^ r r ^ C^ &a s.1^^^ ^^^§ Z incrr ases would be borne by itonsubsidiznd

govetr tilent for! r ip;' t E C v.r; ^ r^E1, p siG ^ purchasers and by the federal
^t r; C 7 t . sub_ 3ired enrol!ees.

_ - -- -- -

The ACA prov des faz 1-reniiuin subsidies

to iridivi;lnals puichasing c.overage in an At

fordablP lnsursnce Exchanle if titiey have itt-

eorne Lctweeat 100 percent and 400 percent
of FPL and are neithet- eligible for Medicaid Th` CBO estimate re#lecrs premitsm increases
nor offered employer-sponsorecr coverage that due only to expected higher health spending

- I imeets minimunl value and affordability re among losver income enrollees. Fremiums

quireinents, Individuals below 100 percent of also would be higher during the ini.tial years

FPL who are not eligiblc, for Medicaid are not of implementation due to lowe per-enrollee
eligibleforsubsiaiesinantiYchange.lfasYate reinsurancesubs3dies:Thetelnpo;ar,vteinsur-

opts not to extend Medicaid eligibility to 138 ance progral.ra for years 2014-2iti 6, designed

percent of FPZ, then inL ii,viduals 100 percent to stabilize premiums for coverage in the itrdi-
to 138 percent of FPL who otherwise would vidual market, provides payments ta individ-
haue been eligible for Medicaid will have ac- ual market plans for their high-cost enrollees,

cess tc premium subsidies. This population Because the funding for the reinsurance pro-

can be expected to ha•re higher health care 8ram is fixed, an influx of additional individ-
needs than bigher-incozrie exchange enro-ll- ual niarket enrollees would mean that a lower
ees. 'Zhe Congressional Budget Office (CBt3) payment would be available on a per-enrollee
estimaties that due to the likely higher health basis.4 The reduction in the reiitsuraiice: sub-
spending among 1<twer-inr_.ome enrallces,,ac si:dy as a percettt of the premiurn cotild crceed
erage individualmarket prerniunzs will be 2 that due solelyto highcr entotlmcr,t if, as dis-

higher than projet±ioc;< madc t:rder cussed above, aceri:ge prem.unks increase duepercent
the assumption that all states expand Iv3eci- to the greater bealth costs of z:ew enrollees,

icaid to 138 percent of FPL.',z Note that this Clarification is needed ou wheth _r ;:nd how
estimate reflects the inrrease in average preini- the reinsurance subsidy arno i;.nt jvi! l be aI-

ums overall, incluc3ittg not only states that opt located across states based on their Naet?ieaid

out ofthe Medica d c-z-nansioi, but also those expansion decisions. The offsetting impact of

that do expand M.cdloiid. ':l herefore; premium lower reinsurance feesper insured life, which

increases woutd be c ve.zi higher among those are levied not only on individual market plans

(;ongres<iona.' Budkct 7ff ve, "Estimates for the Insurznce 2rovisions of t„r !. ro. dnbje Care A ct Updz; ed for
4h rremcvp 3vC':c,krtDetision.'joly2oI2.Availableat

'Bee usc r s, oo n for presaium setting purposes irzdtidc those purchasing coverzgc both inside and outside of an
ex S ar j n, +^;atron of a 1»gher-cost population in thc excbange also will af£ect prermiums for plans pitrchased outside of
tt Xciurgi
?^nAdttum c v y premium effetts, states aYsoir aync d te onstd re a' s ratmg the risk adjustment tnethodoIogyto
sficu the prvec cnml3ee population resultingfrotn its ?'cdic^td e panst n decf io ..

^ ' Pake vp -at grvater ahan expected, even withdut an of n nv u als u} o], w c wouid have been eTigiblc for a Med-
d e^i ans o;, aiso wuu}dhave the effect ofio vcrutg3 . e per ..roL c re"n. r..ic.. sv ,tdy,thereSyitxreasirigt}teprernium,

. . . . , .. . . _ . .. , , . .

Underthe G1f>Acttc-) ita [-rih, , s^1AA^5,, PnC^ ai^d Cori E th- cclioFS^, ^,'l' rz, FC ^,, th 5 de: 5 rr b^ief ^^va- d^,ftec" byati,,n^knro
oftheA ademy's pra r ce t nonrri
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but also on group plans, would likely be sznaff
in comparison.

The ACA gives states the option of using fed-
erai subsidies toward a state Sasic Health Pro-
gram (BHP) for individtraIs 133 percent to
200 percent of FPL who neither are eligible
for Medicaid nor offered employer-sponsored
coverage that irteets minimum value and af-
fordability requirements 5 The BHP must

cover atleastthe essential health benefits that
exchange plans must cover. In addition, BHP
enrollee premiuras cann.ot exceed those in the
exchange.and costsharint is Jimited, based on

income. The federal subsidy that states could
use toward the BHP would be 95 percent of

the premiuin and cost-sharing subsidies that
would be available in an exehange.

If states that expand Medicaid to 138 per-
cent of FPL develop a BHP for the 138 percent
to 200 percent of FPL population through
contracts with private plans or providers at

discounted rates compared with private plans
in the exchange, then the BHP potentially
could offer richer benefits at alower cost than
plans in the exchange. The BHP could reduce
the nuinber of participants who need to tran-
sition between iviedicaid 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:

o Whet:her federal exchange subsidies would
be available for states to use toward the
BHP for the 100 percent to 133 percent of
FPL population (the ACA does not appear
to allow this);

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

sLt:Flike eligibility for tt 21; dicaid expansion, which reflects a 5
inrlude a 5 percent incomc disregard. Thus, while the fitIi Medir
eligibtTity begins at 133 percent of FPL:

would be allowed to cover at their own
cost the 100 percent to 133 percent of FPI.
population; and

a 1't'hether non-expansion states would be

prohibited from implementing a 133 per-
cent to 200 percent of PPL BHP aItogether:

If non-expansion states are allowed to de-
velop a BHP to over those at 133 percent to
200 percent of FPL, but not those at 100 per-
cent to 133 percent of FPI,, a discontinuity in
coverage would occur. Individuals at 100 per-
cent to 133 percent of FPL would be covered
in an exchange,individuals at 133 percent to
200 percent of FPL would be covered by the
BHp, and individuals at 200+ percent of .Fk'L
would be covered in an exchange.

Federal guidance will influence state deci-

sions on BHPs whicb, in turn, will affect en-
rotlee risk pro;&Ies and preiniurn levels in an
exchange.

^^` 4 ,_ tt.i.l€+^ !i'

„ ; t^:: ^ •^ ; i

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 exchange. Employees are eli-
gible for premium subsidies only if they don't
have access to Medicaid and their employer
does not offer coverage that meets minimum
value requirements and is deemed to be af-
fordable to the ernployees (i.e., lessthan 9:5
percent of inc<}me). in states that opt out of
the IVledicaid expansion, low-income workers
who otherwise might have enrolled in Med-
icaid inii;lit access premiuri3 subsidies thereby
putting the employer er risk ofpennalties.

r the BHP does not
percentof FPL, BHP
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B + t e r v York, March 14, 20'€ 3-The upcoming reductions ca€ted for € n the A f f o r d a b t e Care Ac€ to federatdisprbportionate share hospital (DSH) pay^nts, estimated to rise to $17 b>p€ion aeun^saNy b;- 201g, w€H iead toporrtica€ and budgetary pressure orrstate governments as they seek to replace the lost funds
says Nloody'sInvestors Servtce, fqospritats providing high levels of charity care and with heavy Medicaid loads wift be most

vulnerable to budget shortfalls because of the DSH reductions:

Pressures w€t€ be greatest in states that opt oiit of Med€ca€d expansion, but have a r®€ative{y high proportion of
uninsured residerfts, says Nloody's in the report "Reduction of Medicaid & Medicare pi,sproportionate Share
HospttaCPaymnts a Looming ChaNenge for States and Mospita€s "

The DSh€ redErctions are expected to be covered by the Power , ccost of charity care, as the AXfordabfe Care Act isafined at tatmr€ng
the ranks of the uninsured. Nowever, states tttat opt out of the Medicaiet ezpansion, as the June2011 Supreme Court ;

uting on the Affordable Care Act at3ows, rriay face large uninsured populations at the sarnetime that the USH payments decline.

"States that opt outof Medicaid expansion wfl€ have to>rhoose whether to compensate for the sha#fails w€ftr the8r
own funds or leave hospitals to absorb the costs, which will €ncrease rating pressure on the hospitals," says
Nicote Johnson, a tvfoody's Senior Vice President. `Sietes that choose to fund eincompensated care costs
themselves could face budgetary strain"

I States use fetlera! Ivtediua'
id and h4edicare DSH funding; to help hospitals lvith large numbers of Ntedicaid and low-income uninsuran' patien*s provide care,

To date; governors in 14 states have recomrnerrded agairut Medicaid exgansion, and the aoven,ors of 4hreestates are
9ear:i ^ in this direct on. Seven of those 14 staies a€ready t-,ai^e above a, Qrage €evefs of uninsured

adutfs that would qualify 'or Medicaid urxfer the Affordab€e Care Act,

At the hospital level, €arge urban "safety net" hospitals that typica€€y treat large €.*npu€aticns of tv4edicaid and
uninsured patient.s are rnost at risk fron-i tne €J5t•€ phase.out, says Moody's.

The €ncreased costs could tead 4o pressure on sorne hospital ratir;gs uniess fhey are offset by higher Medicaid
and privato insurance rates, lower numbers of uriinsured patients, or backiiif funding from states, says hy•,ody`s.

Meociy's notes that Medicaid DSH payr: er?ts are scheduled to be restored in taderaf fiscat year 2022, b:ft federat
budgPtaLrsterrbi could a€ter that, as artions to reduce the federal deficit have a€ready pushed back increasp-d DSH
payments once.

t•'ar rnrre rnta rr3ation, €e3•aody's research subscribers can access this report at
ti i w^ .rl^atf p:o^t7IrFC ^.(:>• -o G ^ .t1it;l^Pll-O^ It^,,:jC21L-^{'1UiYI;:C',C.. 3^^Q . ,>'^^. -' '3`;3,'e }a} ...nts a P^^r^ PCt^^r;,:,r31. ^^

ka,r. . . . . .. . . . . . . . . -

NOTE TO JOURNALISTS ONLY: For more information, please call one of our global press inforr^aation Hof€'rnestNew York +7-2'#2-5b3-0375, London +q4..2p..7772.r,4r^,
Tokyo +813-5408-4110, Hong Kong +852-3758-9350,Sydney +61 r2-g270,g14t, Mexico City 001-888-779-5833, Sao Pauto 080tf•891 2618, or Buenos Aires 0800-665-3506. You can also email us at mediaretations@moodys.com or visit our web site at wwtww.rtypodys.corn:

fVicofe?Johnson
Senior Vice President
Public Fir,ance Group
Mcrody's investars Service, inc:
250 Greentiuicr, Street
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Summary'

From200Z to2004, the institute of Medicine (I0m) issued a cornpre-
hensive series of six reports that reviewed and reported on the evidence on
haw children, adults, families, andcomrnu.nities are affected by the lack of
health insurartce.? The committee reported that the evidence showed that
not having health insurance is harmful to the health and overall well-beirif;
of both children and adults (Box S-1 ). In addition, the committee estab-
lished prin.ciples for expanding coverage for all arad recommended in the
2004 report Insuring Arnerica's Heaftli 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 spa:is, greater
economic productivity, financial seeurity, or the stabilization of totnmuni-
ties' health care systems."

It is noiv S years since the IOM snade its recornznertdation arid there
has still been no comprehensive national effort to achieve coverage for all
Americans. In 2007, 45.7 million people irz the United States-27.2 per-
cent of the noneEderly 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 insurance
coverage are all evidence that the U.S. health insurance system is in a state

? This summazy does not irtclude references= Gitations for the findings presented in the suzn-
maryappear in the subsequent chapters of the full tepoie.

2 For copies of the previous IONS report series on the consequences of unin§urance; please
visit www.nap.edu.

Copyright O Naiioriat Acadernyr of Sciences. AII rights reserved.
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2 AME1tICA'S iFN1NSi 1RED CRISIS

BOX 5-4
Previous 1W, Findings on ehe Consequences

of Urtirt.ssrrance, 2004

TheclinPca} li;eraturr overwhelminp;y shtn:-s that uninsured people. chflcfrera
,as well as adu;ts, suifer ,vorse lteait!^ ard die sooaler than thr,sr: v;ith fnsurance,
FamPlies with even one rt,,i:niber who is uninsured lose peace of minr,` anct can
become burdened evith enormcus med!ca! bi!fs Unirtsurar;oe at the community
level i, associated with financia! :netair`,€ay for haalth care providers and ins6tu-
2iQns, rettuced hospital services 2nd caoacity, and signlfican; cuts in pubUc heait! -,
programs, which rrm-.y cLmini;h access to certain iypes of care for ail residents,
even triose , ho have coverage TPre economic vitality of the na2on ia firrnted uy
productivity fo ;t as a result of the paorcr hea!t'n anc3 oretnature duatfr erdisabifity
Af uninsored workeis

of crisis. There is no evidence to suggest that the trends driving loss of in-
surance covera.ge will reverse without concerted action.

Wzth a new administration and a new Congress in 2009; many citizens,
policy makers, and opinion leaders anticipate renewed energy and interest
in finding a way to reverse declines in health insurance coverage and, ulti-
mately, to expar>.d coverage to all in the il;aited States. It is in this context
that the Robert Wood jolr.sor Foundation asked the IOM to conduct the
present study. In responsc to the Foundatiors request, the TOM appointed
the Corrrmittee on I icaith Insurance Status and Its Consequences in Apiil
2008.

'['he committcc's charge was to review and evaluate ihe research evi-
dence on the health and other consecluences of uninsurancc thar has emerged
since the IOM's earlier series of reports that might help inform the health
care reform efforts in 2009 (Box S-2), Whereas the previous TOM studies
on uninsurance were broad and cotnprehezzsive in scope, the present study
focuses more 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 thchealt,h of children and adults? (3) Are insured
people affected by high rates of uninsurance in their communities?

FINDINGS

In executing its charge, the comznittee har studiecl the research literature
since 2002 and applied rigorous scientific critcria to set the record straight
on the issue of health insurance coverage. The committee reports findings in
three key areas: (1) trends in :health insurance coverage and forces driving

Copyright O National Academy of Sciences. Ali rights reserved.
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SUMMARY 3

B+t73C S-2
Charge to the lOiU Committee on Health
Insurance Status and Its Corrseqjaences

T!is overerching ob;ectrve of this study rs tu hef;, mtorm the heat!h retOrm
poGcy r;ebate as it unfoW> in r009. The commiffe.e wdl assess the researrmh
evidcrrce-that has emerged since the lUP 1's 2,1Ci to 2004 series of reports on

unfnsurance-on the consoquences^ of uninsurance Rather thaR performing a
comprohensive revie;v, the tiommittee is charged wi;h revievving the (iterat:ire to
!dertlfy new insiq'nts not yet nnown or appreciateu vvhen the iuM'_ earlier reports
v,ere developed

The search for ne:v,, evidence v%,ili inolude the prrh4ished fiteratr;re on the rohsp_
quences of unlnsurance for individuals, tarnif es, commuriities, specific population
groups, end st:f-ty eat and other providers -he comequences may be refated ia

health o;rtcomes, such as morbittity and moriality, acr,ese to heaiih care services:

and ecorrornic; impacts such as atforda6iiity of health coveraqe and it= asso4iafed
financing burden.

them, (2) the health consequences of uninsurance for children and adults,
and (3)the implications of high cornmunity-levef rates of uninsurance on
people with health insurance in those communities. The committee's find-
ings are summarized below.

Caught in a Downward Spi:ral: Health Insurance CoWerage
Is Declining and Will Contiazue to Decline

The feac of being without health insurance coverage is a growing strain
on American fafnilies' sense of health and well-being. Concerrrs about los-
ing health insurance coverage are well founaed. In. 2007, 5.9 million Fnurc
people were unifisured than when the IOM issued its initial report on
uniiasauance. `1'he uninsnrerl included 8.1 million children and 36.8 million
adults ages 18 to 64. In 2007, nearly 1 in 10 children and I in 5 notzelder9y
adults in the United States vsrere without heaJthinsurance:3

Over the last decade, health insurance coverage has declined and will
continue to decline. 'Fhe cost of health care k, driTring the downward trend
in both the private and public sectors. Ilcalth care costs and insurance
premiums are growing at rates greater than the U.S. economy and family
incornes. From 2001 to 2006, U.S. per capita health care spending grew
by 47 percent compared to the 34 percent increasein gross domestic prod-

3 The vast majority of the popuIation age 65 and oldcr has health insnzance coverage
through Medicare or other soixtces: For that reason, this study focuses on zininsuranceamong
children and nonelderly adults.

Copyright 0 Natiorral Academy of Sciences. All rights reserved.

APPENDIX 115



America's Uninsured Crisis: Consequences for Health and Health Care

ElMEttICA'S UAl1t1SURED CR7SIS

xict- This trend shows no sigiis of abating. According to the Centers for
Medicare & Medicaid Services, tota! U.S. health care spending may nearly
double benveen 2008 and 2017.

The rapid growth in health care costsis 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
contract, part-time, and ternporary positions that do not come with heatth
benefits, And, early retirees are less likely to be offered retiree health insur-
ance benefits than in the past.

Furthermore, even when employers are able to offer health insurance
to their employees, increasing nurnbers of employees are dectining these of-
fers because 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 thegrowtb in family incomes. High
premium costs are especially burdensome to lower wage workers, who are
finding it more and more difficultto take up offetsof coverage from their
employers.

Indiriduals without entployer-spons®ired health insurance who are not
eligible foi- ptiblic insurance must:rely on a limited n.ongroup health insur-
ance .triarket to obtain coverage. The premium costs for nongroup coverage
can be exceedingly high and individFiat subscribers must pay the entire cost
without a contribution from an emptoyer. In rnost 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
on health status, occupation, and other personal characteristics. Some state
and federal regulations have been put in place to help pronlote access to
nongroup coverage, bvit current data limitations frustrate research that
might illuminate the impact of the regulations.

It is possible that additional millions of low-inco:me 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 coverage among low-income children and, to a. lesser degree, among
adults in the last decade, by expanding eligibility, eoriducting outreach to
people already eligible, and expeditiiig enrollment in Medicaid and State
Children's Health Insurance Program (SCHII') programs. Given the sever-
ity of the cur,tent economic crisis, however, some states will be nnable
to sustain these expansions-just at the time that increasing numbers of
Americans are losing their jobs, their employer-sponsored health coverage,
or both,

The comtnittee's key findings on recent trends in health insurance
coverage are summarizesi in Box S-3. In sum, health insurance coverage in
the United States is declining and the situation will get worse. The crisis is

CopyrighE @ NationatAcadetny of Sciences. Alt rights reserved.
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engulfing eznpliryer=spozisored insurance, thecornerstone of private health
coverage, and also threatens expansions in public coverage.

Coverage Matters: Health ?;zasurance Ts Integral
to Personal Well-Beingartd HealtV

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

The comrnittee found that the new research evidence on the conse-
quences of health insurance for children and adults is of higher quality
and stronger than ever before. This robust body 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 Med-
icaid and 5CHIP programs. With healrh insurance, it is clear that children
gain access to a usual source of care; well-child care anci imrnuz:i7ations to
prevent future illness and monitor developmental milestones; prescription
medications; appropriate care for asthma; and basic denzal 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 insuranee, children have fewer
avoidable hospitalizations, improved asthma outcomes, and fewer missed
days of school.

For acluEts, 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 premature death. Chronically ill
adults delay or forgo visits with physicians and cliiiically effective tfiera-
pies; including prescription medications. Uizinsured adults are more likely
to be diagnosed with later stage cancers that are detectable by preventive
screening or by contact with a clirzician who can assess worrisome symp-
toms. Without healtir insurance, adults are more likely to die from traurxia

A 7he findings on the heaftlx consequences of uninsurance are based on two hackground
papers commissioned by the IOM committee: (1) I3ealt.h Consequences of Uninsuxance Among
Adults in the United $tares: An Update by J. JViichae! McWilliams, M.b.; Ph.D,, Harvard
Medical SchaoT, and (2) Health and Access Consequences of tlninsUrance Among Clildren
in the United States: An Updete by GenevieveM. T:enney, f'h.D., and En3bry Howell, Ph.D.,
The Urban Institute.

Copyright © NaCronal Academy of Sciences. All rights reserved.
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6 AMEtZICA'S (JNINSUREb CRISIS

f3tJX .z'a-3
t^^^r FandE^gs ora Trend_=, In C^eaifh Insurance Coverage

i^ea!th insurance coverage has declined over the last decade despite increases
irr public pra ram coveragn and v^ill cnnfinue to dec!ine. There is rro evidence to

Isuggest that tne trends ariving foss of insurartce ooverage svifl reverse without
concerieii action, High nrid rising health care cosis threaten not only ernp!oyer-
spo: sored coverage, but also recent exf,ansions in pubfic coverage.

Private Health irrsurance

The r,sing cost of health care l.s dnvrnrg tf e deciine irr priva.te heatth insur-

ance co+:erage Health care eosts and insurance premiums are growing
substantia!!v faster than the econonty ar;d fami;y incomes.
As ;tte costs ot heaRh rare inc-rease, the i•mportanca Enrt value of cover-
age increases for individuals, while at tl;e same time it becomes less-
atfordeble

® Fmpioyment has shifte-d away trom rndustrios with traditrona.fly high ratFs
of coverage to jobs yviih historicatiy {ower rates of coverage In some indus-
tries, employers have retied rriore heavily or jobs without health benefifs,
sitch as part-fm? and shorter-ferm employment and contrac:t end tempo-
rary Johs

4 f=e^,ver workers, particufariy among those with lovrer wages, are bcing of-
°ered emptcyer-sponsored eoverage and feweramong them can afford ttic
premiums And, early retirees are lo^;s likely to be nrfered retiree heafilr
insurance benefits than in the past.

Rtongroup insurance

For many raithout ernpioyer-sponsorer.i group cr,verage, nr;naroup health
insurance coverage is prohibitivn!yexpensive or unava;lab€e
o Aa:ess to noncroun coveraao rs hig!-ay depcndent on individuaf circum-

s!ances and geographic location
o People with preexisfirrg heaith c.onditions who loseempfoyar-sponso;ed

insurance pac^ signiiicar,t barriers to coverage, inr,luding unaEiordable
prerniums

Pubtic iSeattb Pnsurance

j G Lonp-terrn fi; ca1 pressures on the federal budget threaten to und;:rrnin^a
bedroch stato and federai hea!th care programs
With a: everely wes,,kerted econorny ans rising health care costs, sor: e
states vdili not be ablc to s-usta;rs their recent cexpansions of pubfic proorar,ts
tor low-income cP!Idren and aduits
tncreases m unempfoymen: r;iil further fuel the iiocline in the number of
peopte with empioye!-spcnsored coverage and put addit:onal stress on
state PAedica'rd and SC:H4P prcgrams

Copyright C National Academy of Sciences, AtE r•ights reserved.
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or other serious acute conditions, such as heart attacks or strokes; Adults
with cancer, cardiovascular disease, serious injury, stroke, respiratory fail-
ure, chronic obstructive pulmonary disease or asthma vxacerbation, hip
fracture, seizures, and serious injury are more likely to suffe.r poorer health
outcomes, greater limitacsons in quality of life, and prcunsure deatli'rfthey
lack health insurance. New cvidence demonstrates that gainrng health insur-
ance ameliorates many e,f tie5e problems.

The committee's key findings on the health consequences of uninsur
ance are summarezed in Box 5-4; Tn sum, despite the availability of some
safety net services, there is a chasm between health care needs and access
to effective ltealth care services for uninsitrcd children and adults. Health
izzsnrance coverage in the United States is integral to individuals' personal
well-being and health

Communities at Riskc High Levels of Uninsurance in Communities
May Undermine Health Care fo,r the Insured Population

Many of America's towns and ..ities I:ave irigh concentrations of chil-
dren and adults under age 65 wJzo 1ackktealch insurance.'Thus, the question
arises: What are the implications of high rates of uninsurance for affectcd
communities and for insured people in thosecommeu.iiries?s

It has been estimated that the annual cost of lieaArh services j,rovided
to uninsured people in the United States will total bout ^,86 bil,ion in
2008. Uninsured patients will pay approximately $30 billion for these
serwices out of pocket and receive the other $56 billion worth .of services
as uncompensated care.6 An estimated $43 billion (75 petcent) of the $56
billion will be covered through various government subsidies. But govern-
ment subsidies for uncompensated care are not necessarily d;st:ibuted to
health care providers in proportion to thc eincompensated care they pro-
vicle. Many hospitals and other local providers bear a disproportionate and
substantial financial burde:ez, 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 adcquately
documented and should bc 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 cotnmunities in the same way, even when rates of unicisur-
ance are coznpatable. The dynarnics are complex and not well understood.
When a community has a high rate of uninsurance and subsidies fall short

S In the discussion in this report, the term communlty refers to a group of people who (1) live
in a particular geographic area, and(2) have access to a common set of health resources.

6 Uncompensated care is de6ned as all care not paid for out of pocket by the uninsured.

Copyright Ui3atitinal Rcadetnyof Sciences. All rights reserved.
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8 AMF.RICA'S UNINSURED CRISIS

BOX S-4
Key Findfngs on the HeaEth Effects of l}nsasurartce

Children beneiit considerably 4ram health insurance, as demonstrated by
recent evaluations of enrofiment in Medicaic2 and SCH3g programs:

o When p-evious!y unu?sured chiidren acquire insuri;nr,e, their access to
heatth care services, incluriing amau!atory care, preventive health care
(e.q , immunizations), preseziption rne.dications, and dental care imorover;.-

a Whon previousiy uninsured chi!dren who are wefi or have special health
nee.ds rar.quire insurahce, they are loss fikely to experiencc urrriet tteaith
care needs Uninsured chi!dren With special health ca:e ner_ds ase muc;n
rriere iib:eiv to have an unmet heelth r,es=d than their counterparts with
insurance

oyvhcn previously uninsured children acyu!re insurance, they receive rnore
time!y diagnosis of serious hea!th condifions, exXrerienoe fev;er avo,dabfu
hospitafizations, have ircproved asthma outcon-ies, and mtsstevrer davs of
schooi

Adults benefit sutistantiaiiyfrom health insurance for prevetttive care when
they are vietE arid dor early diagnosis and treatment when they are sick or
rnjured:

^ Without health insura.nce, m.en and worneri arv !css iikuly to receive effec-
tive clinicai preventive servic.es

mWifhoui health insuran•^e, chronlcally:li adu!ts are much more likclv to de!av
or forpo needed health care and medicafions.
Viiihcut hezfth insurance, ardufis with cardiovascular disease or cardiaa
risk factors aro less likely te be aware of their conditEons, their conditions
are less fikefy to be vieli controlied, and they experience worse health
outcomes

e Wlthou; health insurance, arJ^iRs are niote !Ikeiy t:, be diagnosed with later-
stage br,east, ccdorectal, or other cancers that are de;octab!e by screoning
or symptom assessment by a c.linician As a conseqttence, when uninsured
adu,'ts are d:agnesed with such cancers, they are more likely tc dle or suffer
poorer heafth outcomes.

e, Va",ihout health insrirance, adults with serious conditions, such as cardlo-
vascu!ar rJisease cirtraurna, have hlgher mortal;ly-
The bene,its of health irsurance have been clearly demons'uated through
recentstudies of fhe experiences of previoust•y uninsured adults after th©y
acquire Fne.dicare ccveraga at e.ce 65 These studies demoristrate When
previously uninsured adufts gain !vledir;8re coverage:

o Thei ac-c.ess to phys!ciari services and Ptcspi;a{care, particu!ariy for
adulis with cardiovascufar disease or drabetes, fmttovev

- The;r use of efie:ctive clin!cai preventive services incre3ses
c They er.ijerience substantially lmliroved trends in heaith and function t

status
rTheir rfsk of deat;t whan hospita!ized for senous conditions dec!ines.

Copyright Q National Academy of Sciences. All rights reserved.
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of costs, the financial iinpact on providers may be large enough to affect
the availability arid qtiality of local health care services for everyone, even
for the people wlao have health insurance. Recent empirical analyses of
the spillover effects of community uninsurance, incfuding a study comrnis-
sioned by the committee,7 suggest that when local rates of uninsurance are
relatively high, insured adults are more likely to have difficulties obtaining
needed health care and physicians inay be anore 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
lziiown, 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 orily for people who lack health insurance, hut also for peaple who
have health insurance in those communities.

The committee's key findings on the community level consequences of
uninsurance are summarized in Box S-5. Iti sum, local health caredetivery
appears to be vulnerable to the financial pressures associated with high
community-level uninsurance rates. Analyses commissioned by the commit-
tee and other recent reseaxch strongly suggest that when community-level
uninsurance rates are n;latively high, insured adults are more likely to have
difficulties ®btaining needed health care.

RECOMMENDATION QFI'HE COMMITTEE

Thecosnmittee's findings demonstrate that the body of evidence on the
health consequences of health insurance is stronger than ever before. There
is a compelling case for urgertt action. Sinnply stated: health izasurance cov-
erage matters. Expanding health cnt•erage to all Americans is essential and
slioutd be done as ctuickfy as 17ossih;c. The Ptesident, Congress, and other
leaders in the pubtic anc't private sectors should act immediately to ensurc
that all individuals havc health insurance. W"tthout such aetion, preventabie
suffering dne to the lack of bealth insurance promises to get worse rather
than better:

The comnr;ittee recornmends that the President work with Congress and
other public and private sector leaders on an urgent basis to achieve

' Mark Pauly, ISh.b., and Jose Pagari, Ph.I3.; conducteci original analyses of the effects nf un-
insurance on privately insured persons and local coinmunities at the committee's reqqest. The
complete texto€ the comniissioned ana':ysxs is available on the I()iS4 website for the Health ln-
surance Status and its Consequences project at http://wtaw.iom.edu/CMS/3 8 09/54 0 7 0.aspx,
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BOX S-S
Key Findings on the Consequences of High Community

Uninsiorance for People with Health Mnsurance

Local health r a e de i ery apppi s to be vulnaraGre to the irn nrial pressures
as,ocutnd e ith 't rt 6r un nsi rancr Anaiyses cumrm iori_d by the contn ee
and othei rerrrt re ah slrongly uge7est that when comr-munity ievel uni is[,r-
nuce rates are rc'afive,y t,igh, ;nsured adults are rrorm Eikelv to have difficrllCes
obtaining needed hesith care ar}d physicians are more like:y to be:iave that tliey
are unabfe to rnake clinical decisions in fhe best arterest of the peNent with,out
lossreg incenie

The e,npiricaf erCdence indicates that highcr community uninsurance is nega--
tively asscciated vMh severai wcti-vaiidated indicators ot access to arrd satisfac-
tiori with health care for privately insured adu;fs, irrciuriinij

. Hav!r?g a place to go vitten sicl:, having a doctor's visit visiting a doctor for
routine prevcnteve care, and s^eing a specialrst wheri needed

4 Sa6syaction tvifh Ehe choice of priiriary care physician, beirag very satis€jed
with iieaitte care receivad drr-ing the last 12 monfhs, trus? that orva's doctors
put nnedica! needs above sU otner considerations, and being very sat!stied
with the choice of speciaist

The Ccnter for StudyN-^g Health System Change has documented gro^Ninrg eco.

nornic disparitios among U.S coirur^^^nities .^ii,h respect to geograp!-^ic distribution

ol heatth care serviees, !nciuding riow diagnostic arrr; 4herapeulic tr:chniques and
techni:logies. The precise contribution of uninsu-:ince to ihis dyrtamic ;s neither
vvell understood nor readily trreasured, Flewever. widespread prob;ems in local

heal;h care delivery--not necessar3fy attribwtable fo uninsurance---can be intensi-
fieij by higher uninsurance rates-

Far examp!e:

Providers and capita! investment tend to Incate in we'I-'rnsiired areas (and

av,^ay from comr2tun ties wlth high unrnsurance) lt is co; unon for hospita!s
ar2d clinics to facus n:ajor invesf::,ents in more a4tEuent locatiens with welE-
insured populaiians
Newer teriities lv;th 13ie mos! itp-to-datd technolog!es are a rnagnet for
physician arui other he?.lth care provlders, this poses addittonai obstacles
for financialfy stressed hospitals trying to recrutt on-catl specirlists in high
uninsurance areas

^ A n! n;aer of hospital-haseG emerg2ncy care problems have serious irn-
p?icafons tor the q:jaiity ar;d time[!ness of care for i>isLred as well es
un?nsured pai;ents, inc?uding limits on inpatrent bed capacily, outpatient
ernergenc,r services, and timekiness of trauma care
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health insurance coverage for et>cryone and, in order to make that
coverage sustainable, to reduce the costs of health care aitd the rate of
increase in per capita health care spending.

I"here always has been, and will continue to be, uncertainty and dis-
agreernent about the best way to address major issues of public policy. The
issue of cost, in particular, is daunting. 73ut the nation has successfully ad-
dressed other compiex issues that are intertwined with deeply held interests
and ideologies. There is never a perfect opportunity for reform. 'I'his is the
time to act, emboldened by the knowledge and compassion of a 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 cotnmittee believesthat steps to reduce the costs of health care and
the rate of increase in per capita health care spending are of paramount im-
portance if coverage for. all is to be achieved and su^tained. The committee
does aiot believe that action should be delayed pending the development of a
long-term solutiota to curbing underlying health care costs. Given the dem-
onstrated harms of not having health insurance for childreai and ad.tilts, ehe
committee believes that action to achieve coverage for all should proceed
iminediately; coupled with concerted attention to the long-term underlying
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 servises,there is a chaszn between
health care needs and access to effective health care services for uninsured
children, adolescents, and adults. The committee agrces with the conclusion
of our co)leagues in the 2004 IOM report Insuring Azsrericas Health:

R`...health insurariec contributes essentially to obtaining the kind and qual-
ity of health care that can express the equality.and dignity of every person,
Unless we can ensure coverage for all, we fail as a nation to deliver the
greatpromise of our health care system, as well as of the values we live by
as a society. It is time for our rtation to exteikd coverage to everyone."

Cr,pyright O Nationa9 Acaderrsyof Scier4ces: Atl rights reserved.
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Introduction

AGstract: This chapter aescriJ es the objectives, context, scope; and meth-
ods of this report. Frvm 1.003 to 2004, an earlier Iristitute of Medicine
{FOM) committee undertook an exhaustive exanxination of the conse>
quences of uninsurance and recommended that theriation move quickly
to iniplement a strategy to achieve universal coverage. Five years later,
the IOM Committee on Health Insurance Statirs and Its Consequences
has reexamined the crisis of uninsurance in the United States,albeit with
a more nrrrrou focus. The objective of Fhis re pc,rt is to assess tlre more
recent evidence on threefundamental questionsr (7) [x'bat are the dynarnics
drs"ving downward trends in liealth insurance coverage? (2) Is berrrg unin-
sured h. armful to the bealth of children and adut:s? (.i) Are insured people
affected by high rates of uninsurance in their cornmunities?

In 2007, there were 45.7 m.illion people without health insurance in
the tJr.ited States-nearly 1 in 5 adults under age 65 and more than I in
10 chiidren (IDeNavas-Walt et at., 2008). The fear of being without health
insurance coverage is a growing strain on American farnilies' sense of health
and weEl--being {Schoen et a1., 2008}. Pamilyconcerns about losing health
coverage are well founded.

Figure 1-1 shows changes in the percentage of nonelderly adults in the
United States without health insurance frorn 1999-2000 to 2006-2007. In
2006-2007, in nine states (Arizona, Arkazasas, California, Florida, I:ouisi-
ana, Mississippi, New Mexico, Olriahoma, and `iexas)---up from just two
states in 1999-2000-the percentage of nonelderly adults who did not hace
health insurai7ce was 23 per.cent or more (Commonwealth .Pund, 2008). In

13
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FIGURE 1-1 Comparison in the percentage of nonelderly adults withodthealth
insurance, by state, 1999-2000 and 2006-2007.
SOiTRCRc `I'he Commonwealth Fund (2008). Reprinted, with permission, from
`.Che Comznonwealth Fund, 200$. Copyright 2008 by The Commonwcalth Fund
(http.//www;commoiiwealthfund.org)>

13 states (Alaska, Col(irado, Georgia, Kentucky, Montana, Nevada, New
Jersey, North Carolina, Oregon, South Carolina,l"ennessee; West Virginia,
and Wyoming), the percentage of nonelderly adults without health insur-
ance ranged from 19 to 23 percent, Only 10 states (vonneGticut, Hawaii,
Iowa, Maine, Massachusetts, Minnesota, Penn;ylvania, Rhode lslatid,lTer-
moiit, and Wisconsin) had i3.ninsurance rates for tJonelderly 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 etal., 2005; Cooper and Schone,1997; Holahan and Cook,
2008).

With a new administration and a new Congress, many citizens; policy
makers, and opifiian 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 ($lendon et al.,
2008; 13o daken, 2008; Lake et al., 2008; 1`vlclnturff and Weigel, 2008;
Oberlander, 2007).
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OBJECTIVE OF THE STUDY

The Robert NVood Johnson Foundatian (RWJF) asked the Jnstitute
of Medicine (IOAr1) to reexamine America's uninsured crisis in order to
infrsrm the heafth reform policy debate as it unfolds in 2009 and beyond.
The objective oi this repo:rt is to evaluate the research evidence on the con-
sequences of unit:surance that Isas emerged since the IOM conducted its
earlier exarnination of the issues.

The qitestion of whether health insurance matters to health is far
more than an academic concern. It is crucial that U.S. health care policy
be informed with curreitt and valid evidence, especially for the 45.7 tnil-
lion individuals without health insurance. In recent years; researchers have
considerably streaigthened the body of evidence on the conseguences of
uninsurance, especially the consequences of uninsurance for health out-
cozlaes. Better quality longitudinal data arid quasi-experimental methods
have been used to assess how uninsurance affects the health andmortality
of adults (Card et al., 2007, Deckei; 2005; Dor et al., 2006; Finkelstein and
141cKniglxt; 2007; Hadley and Waidmann, 2005; McWilliams et a1., 2007;
Polsky et al., 2006; Volpp et al., 2003, 2005). There is also new evidence
on the benefits of coverage for children and adolesceitts frorn well-designed
studies of enrollment in public health insurtrce programs, such as the State
Children's Health Insurance Progracri (SCI-lip) and Medicaid (Davidoff et
al:, 2005; Halterman et a1.; 2008; Howell a;Zd TrenholnY, 2007; Kempe et
al:; 2005; Kenney, 2007; Sxilagyi et al., 2006= Trenholm et al., 2005).

WHf4T ISTHE PI7(ZPOSE OF HEALTH INSURANCE?

The health insurance system in the United States, in contrast with
healrl: insurance in almost all other industrialized nations, is essentially
a q<>1untary one. Most Americans with private health insurance obtain it
thro:agl; the workplace. Employers are free to choose whether and what
kind of insurance to offer their employees, and individuals in theUnited
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
publ,c programs sitc,h as Medicare, Nledicaid., or SGHI".

I lealtls insurance pools risk across groups of in:dxriduals or firnis and
then shares the cost of payouts among them, thcreLy recfacing the burden of
catastrophic costs for individual participants. Insurance is most effectively
pooled actoss large groups. When individuals, farnilies, or small employers
do not liave access ro targe group coverage, they must apply for coverage in
the individual or small group markets. People are more likcly t; hs rchasc
and maintain coverige if they expect to incur high costs-a phenomenon
referred to as adverse selection. Insurers protect against adverse selection
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in the individual and small grotip health insurance markets by uaiderwrit-
ing (i.e., assessment of applicants' health status and recent use of services).
Thus, an insurer niay completely deny coverage to applicants, impose
permanent or temporary preexisting cond'ztion;limitations on coverage, or
charge a higlier premium (depending on state insurance market regulations)
on the basis of expected risk.

What is the purpose of health insurance? The answer depends on whose
perspective is being considered:

For consumers, health insurance often serves two purposes: (1) it
provides a gateway to affordable health care through preferential
pricinga of health care services and (2) it offers financial protection
from unexpected health care costs.
For clinicians, hospitals, and other health providers, health insur-
ance ensures the financial stability of their operations. Indeed,
health insurance as we krtow it today was first developed by Baylor
University Hospital for exactly that purpose (Porter and Teisberg,
2006).

With growing concern 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
sueh as childhood immunizations and certain adult cuncer screen-
ing tests. Indeed, the quality of heaitii iasurance prod ucts is often
assessed by measuring the extent to vdiich the covered population
receives such services (National Com.mi.tee for Quality Assurance,
2008).

PREVIOUS IO1vi RFPORTS ON UNINSL3RANGE

From 2001 to 2004, with the support of RWJP, the IOM issued a com-
prehensive series of six reports on the consequences of uninsurance for chil-
dren, adults, farnilies, corrxmunities, and the nation (FO1V1, 2001, 2002a,b,
2003a,h, 2004};2 The series culminated rvith the publication in 2004 of
Insuring Atnerica's Health: Principles and Recornrnendations (IOM, 2004),.
'T'his report set out the IOM committee's vision and principles for health
insurance coverage in the United States. It also included the committee's

j One recent analysis ft-ir;-d that, for the same services, hospitals charge uninsured pa-
tients 2.5 tinies what they cLarge ittsurance companies and more than 3 tizncs the baspital's
h4edicare-allowable costs t.4.ndcrson, 2007j.

ZrFor copiCsof the previons Tf3.t^reportseries on the consequences ofuIIinsurance,please

visit www:s3ap.edn.
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f3oX 9-1
Pi-re IOM's Past leincfirtgs and Recommendations Regardiatg
Health Insurance roverage in the €tnited States, 2001-2004

in 2001, t'rte ;Ctu7 began a conp•reYensr^e 4-year study of the consequenees
of ndt having health insur=nce in the United States ai ihe request crf the Hobert
Wood Johnson Foundation

rrom 2001 to 2004. the irJbfi published six reports that assessed the avaolabte
evidence on how children, adLits, farniles, canmunfies, and tha nation Kere at-
fected by uninsursncr:. Among !ha f:rincif,alflndmgs in the _art[er series of IOM
reports on t'ne conse•guenecs of uninsurance veere the foltowing

a Children and ar.fulfs Without heafth insurance do not raseive the care they
ne"'d; tney suffer from poorer health rtnd rsevefoftment and are more likely
to de eariy than children and adults miho• have coverage.

a Evcn one !tinsured person in a family can put the financraE stabifity and
he_^,4'h of the whole famity at risk.

s A high parcentage of ar,;r,sured p0opie witi;in a oommrmity pan advr:rse(V
aiier,t the overall health s:atus of 4he community, its health car2 iMtitutions
and providers, and ffie accar,s of its resident ,̂ to k.eyservices.

e Recent ferJcral initiet:vas to evterid health irrsurance coverage have noi
eiosed the coverage gap.

The series concfuded rnfh the publieatic:n in 2004 of lnsurirg>kmerica`s Nealth:
Principles a.rrd Ar:corn,mendatians !n that report the fOt," Commiiiee on the Con-
seUuenoes of Uninsurance recommanded 'the following

The r;omrnit?eo recommends that the President and Congress develop a

strategy to achieve universai insurance coverage and to establish a firm

and expiicit sched:j!e to reach this gpai by iD i 0

The comrnittee re,contmertds titat, untif universal coverage takes etlec4, the

federal and state goveratntents provide res-ources sufficient for Medicaid
F,^::d fhe State Children's Health lnsurance Prograrn (SCHiP) to cover a!1
persons currcrtly ellgib!e ar,d prevent the erosion of ou?reacPr eNorts, elipi-
biiity, enro!lment, and coverage ^

SOURCE iGPA (20G4)

recommendation that the nation move quickly to implement a strategy to
achieve universal health insurance coverage. `Ihe key findings and recorm-
mendations of the 2004 report are provided in Box 1-1; the report's execu-
tive sutnmary is presented in Appendix A.

As of early 2009, S years since the publication of the IO.t'^d's report
Insuring Ars:erica's F^Iealth, a comprehensive national plan to address Amer-
ica's uninsured crisis has yet tobe enacted. A few states-most notably
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Maine, Massachusetts, and Vermont-have achieved gceat progress ro-
wards the goal of universal healtli insurance eoverage. Other states, incl{id-
ing California, have attempted reforms but failed to move fnrward.

SCOPE AND METHODS OP'lHE STUDY

The scope of the earlier TOM series of studies on the consequences of
uninsurance was broad and comprehensive: six pi blished volumes assessed
then-current evidence on the dynamics of healthins.5rance coverage and the
makeup ofthe uninsured population; effects of hcalth insurance on health;
irnplications for families including health and fiJaancial outcomes; intpact
on commurtities including the financing and delivery of health services, and
community public health; economic and social implications such as spend-
ing and sotsrces of spending on health care for the uninsured population
including the estimated cost of expanding coverage, other costs including
quality of life, family security, workforce participation and produetivity,
health systems impacts; and principles and strategies for extending cover-
ageto all.

In contrast, the scope of this study is narrow and focuses on three es-
sential questions (Box 1-2): j1) What are the ciynasnics driving downward
trends in health insurance coverage? (2) Isbeing uninsured hauntul to the
health of ehildren and adults? (3) Are i;zsured peopleaftceteci by highrates
of uauinsurance in their cottimunities?

SOK1-2
Charge tc the lQhlr Cotnrnittee on die,dlth
fnsurance Status and tts Conseouetsces

The everarching oh;ectivs; of this study Is to heip ii,torrn the health reforrr,
po!!cy reb-ate as it uniolds in 2009 The comm!tree riil! assess the resE:arch
cvidence ;het has emeryed eince the tO!qs 2001 to 2004 series of reports on
un:nsurance--on the corrsequences of uninsr;rance Rather than pertorming a
comprehens!ve revie,,,., tho cernrnittee is r;hyrged with tevie,.vinq tire literaiure tc,
rdentify nev insight5 rwt yet kno;r•rrr or appreciated when the !O,M's eariier repcr;s
tivere cteaeioped

1 'ie. search tor new evidence vvi11 incfurde?he pirbtished literature on the con=_e-
quences oi uninsura,nr,e for indiviftiaEs, tamif!es, comrnunitie.s, specific popirlation
groups, and satoty r,e± and other providers T'he conseauence> rr, ;y be relater, ta
heal¢h o;rtcomes, such as r-o;bidity and mortality access:o heafth cere services,
and ecor,nm,;c irr,pacts suc`r as a;ferdabil^y of hea!th coverage and its assocated
finaneiny burden.
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APPENDIX 130



America's liniitsured Crisis: Consequences for Health and Hea3th Care

INTRODUCTION 19

The IOM appointed the Ccimmittee on I-Iealth 3nsurance Status and.

Its Conseqaences 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. Titief biographies of the
eorn:nittee menibers are presented in Appendix F.

TLe committee considered biit cx.cltid^,d scveral topics from the study
in ordcr to optimiie the depth and sluahty of its 6-month investigatior, %iito
the ti,ree principal questions outlined above. Excluding these topics fr<>m
this report should not be interpreted to mean they are unimportant. Ind;:cc3,
these topics are inextricably linked with the nation's uninsured crisis and
merit s,erious attention by policy makers. The omitted topics include the
following: (1) The econoznic and financial impact of uninsurance. Health
insurance has complex economic and financial implications for multiple
aspects of American society--theproductivity and financial stability of in-
dividuals, families, communities, health care systerns 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 uninsurance on
household medical: debt, the extent to wni:l; uninsurance affects the global
competitiveness r.if.flmerican business, and vjhether providers shift the costs
of uninsurance to private payers (a topic with only sparse and inconclusive
evidence). (2) 'i"he effects of underinsurance. Uninsurance and underinsur-
ance involve distinetly different policy issues, and the strategies for address-
ing them may differ. i7ninsurance---the focus of this study-refers to the
lack of health insurance coverage. Underinsurance is defined with respect
to health insurance coinsurance requirements and coverage limitations, e.g.,
excessive out-of-pocket expenditures and/or significant limits on health care
benefitsperceived as essential to health (Collins et al,, 2008; Davis, 2007;
Oswald et al., 2007; Schoen et al., 2005, 2008; Werpder, 2007). However,
there is no agreed upon definition of underinsurance and an inadequate
evidence base for assessing its impact (Blewett et al., 2006; Ward, 2006).
(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 individualscycle in and out of eligibility
for public hc-aIi'h iresurance. Even minimal disruptions in coverage-such
as switching betvreen types of c overage-have bee,n shown to affect use of
health care secvices (Bindman et al., 2008; Federico et al., 2007; Lavarreda
et al., 2008,• Leininger, 2009). (4) The study sponsor asked the committee
not to explore potential approaches to expanding health cover.age.

As the committee's work progressed, the committee became aware of
coaisiderabie misinformation about uninsurance and its consequences, so
that setting the record straight be.carne an importankconcetn. Perhaps fore-
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most among these misconceptions is that charity care and other safety net
services en.sure that the health of uninsured individuals is protected-a be-
iief that fincis no significant suppcitt in the researcti evidence (as Chapter 3
will shntic). "1 h c.oinmittee also became aware that the continuing erosion
of health insurance coverage was creating strgent difficulties for individu-
als, their communities, and public agencies that pay for health insurance
coverage. It believes that 2009 will open a window of opiiortunity for ad-
clressing the problem.

The committee deliberated during fottr in-person meetings and seven
conferencc calls between May and November 2008. The committee's ini-
tial c?elibe,:ations focusedxsn clarifying the scope of its work. The research
conducted for this study vras acconiplished with the assistance of several
consultants.3 Once the basic outline for the report was established, the
committee conimissioned two systematic reviecvs of research evidence on
the consequences.of not fiaring health insurance for individuals: one review
of the evidence on. the corisequcnces for children and adolescents and a
second review on the consequences for adults. Both of these reviews of tI}e
research evidence focused on research published from 2002 to August 2008
in order to capture the evidence not available during the previous I() M
examinatian of the relationship between health and health insurance, See
Chapter 3 for details regarding the titNrature search strategy. The conimittee
also commissioned original analyses Uf the Medical Expenditure Panel 5ur-
vey; the hausehold survey of the Comn. nity Tracking Study of the Center
for Studying Health System Change, and the health insurance component
of the 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 chaptier has described the context for this report,
including the past IOM studies on uninsurance, the purpose of health iiisur-
ance, the committee's charge, and the ohjectives, scope, and stiady methods
for this report. Subsequent chapters address the following questions:

3 J• lvFl^^'ael WWilliams, M.D., PhS1., reviewed the research evidence on the consequences
of not h ^t ng health insurance for adults, and GertevieveKenney, Ph.D., and Embry T3owe11,
Ph,D., reviewed the child and adotescent literature, Mark Pau1y, T'h.i)., and Jose Pagan; Ph:I7.,
coriducted an oiiginal analysis of the effects of uninsurance on privately insuied persons and
local communities. Jessica $anthin, Ph.D., Steve Cohen, F'h.L3., and Joel Cnhen, PhM:, staff
at the Agency for Healthcare ftesearch and Quality, conducted rrriginal analyses of hovi uiiin-
sured families are burdened by the lack of health coverage. A.iuitiona drrails on the literature
reviews and analyses cominissiorEed,by the committee are provided in subsequent chapters,
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s Chapter 2-Caught in a Downward Spiral. What are the dynamics
driving dowiiward trends in heah:h insurance covetage?

g Chapter 3-Coverage Matters.Is being tinir,sure' harmfulta the
health of children and adudts? What are the 7onse9uences of not
having healrh cot erage on access to care and health outcomes?
Does the healttl of i}idtviduals without coverage improve when they
become izzsured?

m Chapter 4-Communities at Risk. Are insured people affected by
high rates of uninsurance in their coma3unities?

6 Chapter 5-Summary of Findings and RecUmmendation. What are
the committee's key findings and recommendation?
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94 A<+K;;.RICAS UNIZVSU.RELT CRISIS

E30X 4-2 T-- ------
k'Vhat Is a Corrtrrtursity *

i"het^rn^ cvmmun,'Y, as used here, refers to a group of people who (1)
iive in a par:,cular geographic aree, and (2) have access to a common sei of
health resource„

Tlte ter, ? commun ty can d.crihe locations a trn_ll as nerghborhoods
and as iargs as mouopofitan areas How expansivc community is depe.nds

partly on the patterns o{ social, hea!th cere and ec.oromrc ;ntor; ctions that

are being analyz,^d Thus, tor exampte the community that shares primary

oare resources such as physcir_n practices and clinics reay ue Yelat;vely sm21{
and Iocai tl-hife the community sharing an advanced tratuna care facdity may
encorpats an entire metropofitan area and adjac+.mt rural commi unities. The

boundaries of a community can ' extend beyond ovher.e its residor?ts five in;o
vehere its residents work or routinaly travel

^ sout^o; ^ to+n t^uos^ ^

CONTEXT FOR ASSESSTIVG COMMUNPTY-L,E';VEI,
CONSEQUENCES OF UNINSURANCE

The Btzrden of Providing Care to Uninsured Patients

Although there is no definitive accounting of the financial burden of
uninsurance at the local or national IeveI, it has been estimated that the
ani.nual cosi of health services rsrovided to uninsured people in the United
States will total about $86 bifhor. in ?Gfl$ (Hadley et a1., 2(308). Urzinsured
patients wil( pay approximately $? 0 billion for these services out of pocket
and receive the other $56 billion worth of services as uncompensated care:a
An estimated $43 billion (75 percent) of the $56 billion will be covered
through various 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 appropriar;ion.s.

Pay.ments for uncompensated care from the government are not zieces-
sariiy 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 receive adequate paynient for the care they provide. Grady Memorial

Izt this analysis, uncompensateii care is defined as all care notpald for out of pocket byttze unSnsnred,

Copyright Q National Academy of 6ciences. Ail rights reserved.

AF'I?ENl?[X 137



America's Uiainsured Crisis: Consequences for Health and Health Care

GOnfMt1NITIESA7` XfISIC 9S

^ - ------- --- _ _^_

BO:: 4-3
Cl:aftenges at Grady P,4emorial Hospital in Atlanta

Grady Psemorial tdoskiital is the onty pul7;ic fiospifzl in Attastta, Georgia, and

the largest hospita! in the state. An esfi!n.4ed or;e-thirsl of Grady's patients are
uninsured. The hosrsi!al receives substantfal financal suppoYt frorn tocal B=ufton
andDeKa!ti counties and other puh!ic s-ources, but the suas;dies faii short of

the hospitaPs tota! ccisrs for unr.ompensated care C-r;:dy k4emoria! 'rlospitaf has
run annual deflc i's tor a decade. Lb'n?n this report was devetoped, the ha pitai
est"rrriated that its 2008 deticit would totai 551 mtiLon

Because of continilal !osses, Grady has delayed capital prniecf s, postponed

tlpdetrno ctinica! fechno!ogy, curtaBed investment in informatton technolocgy. and

faced diiticutties recruiung nurses and pharmacists The hospitat recently re-

ported that it needed $370 rni!fion to overhaut operations, rnake capital improve-
mn,nts, and purchase b:sic diaonostic aquipmcrit,inctildirig X-ray r;iachiries
eiectrccardro:7ram arid u!4resoun7 dev!ces, CT scanners, and MRI machtines.

In 20Co-, Grady cared for 24 perccni ot reorgia`s rrialor traurna csses' Many

insured state rF,idents may go atsaahere for routine hea!?h care services But

Grady is one of on!y four fevet-S trr:uma aenters In Georgia, and its service areas

tnc!ude a population oi aoproximate!y 56 rruflton peopte. '!hus when insured
state res!dents experience severe traurna, they are likely io be transportad to
Grady

?ersora! Comrr^unication, G Bishop, 8ishop+Associates GcPnter 29, 200P
SOURCES American Cofier.e of Surg=ons (200E), The Rulton-Dekaio I-losptal Authority
(2007) , Grstly Hea[:h Systerr, (2008ab), (;restorGrady T3sk Fer,ce (20(17), Haley (2008t.

Hospital illustrates how hospitals niay be strained financially by the crisis in
untn.suraxzce and how financial burdens rnay threaten the nuality of trauma
and other care--everi for patients who liave health izzsurance(Sox 4-3).1'he
extent to witiclz h.ospitals' 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 docuznented and should be
the subject of further research.

Differences in Community-Level Uc insurance Rates

National trends in uninsurance rates, such as those discussed in Chap-
ter 2, mask tlxe tremendous variation in txninsurance rates across the United
States. In 2007, for example, state-level uninsurai'ice rates among the non-
elderly population ranged from as low as 6 percent in Massachusetts to as
high as 28 percent in Texas (tJ.S. Census Bureau, 2008a). L;nirisurance rates
in different coutities within individual states also vary greatly, asshown. in
Figure 4-1.

Copyright c? Nationa! Academy of Sciences. AI4 rights reseryed.
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Economist says half of the rural poor who woutd be aided by expansion live in states that have opted not to take that step.

tWeonomist: Medicaid Expansion A Rural Issue
Rura? rGs+dents vri!? lil.e3y benefit fr©m the health care overtiaui, but many will be hurt by their states' refusal to expand
Medicaid coverage, a health economist said during a recent conference on rural health care. ,.. He told hospital
administrators and others gathered in Milwaukee that when researchers look at rural residents who could be covered by
expanded Medicaid, more than half live in states that have opted out. In corriparison, more than half of the urban residents
eligible for eoverage under the expansion live in states that are going forward with it (Johnson, 8/2).

News outfets also looked at the issue of expansion as it plays out in several states.

Study Says Texas Premiums Will Rise With Medicaid Expansion Opposit+on
Texas' retusaf to expand Medicaid will cause private health insurance premiums to riseby an average of 9.3 percent for
people who buy their own eoverage, a new study finds. GOO lawmakers, strongly encouraged by Gov. Rick Perry, decided
not to add poor adults to Medicaid's ro9is. That means about 1.3 million fewer Texans will have health coverage by 2016 than
if the federat Affordable Care Act were fully implemented in the state, according to the study by the nonprofit research
arganizaf;on Rand Corp. (Garrett; 9/2).

1 ) :;p , = [a: Group Gathering Signatures For Medicaid Expansion Baiiot (nitiative
i=rustrateo with GOP leaders refusal to act on {OhioJ Gov. John Kasich's proposed Medicafd expansiori, advocates for the
uninsured have begun collecting signatures which could send the issue to the ballot for voters to decide. The effort is being

led by a broad-based coalition made up of businesses, unions, health-care providers religious organixations, consumer
groups and advocates for the uninsured (Candisky, 8131).

Medicaid Debate Turns To tNhen Expansion Occurs
The Michigan Senate's intense, n-ronths-tong debate over Medicaid expansion and the federal health care law is not over,

even after the Repubiican-controt9ed chamber's milestone vote to provide health insurance to hundreds of thousands of fow-

income residents. Ser3ators on Tuesday wiil reconsider the issue or Wnen the legislation should fake effect (Eggert, 911).

i[ ss:'iJlichigan's Medicaid Expansion AReiief For Hospitals Giving Unpaid Care
f-iespit ;is Urfrrtinistretors across the state are hopeful that since the Medicaid expansioh bifl cleared its biggest hurdle last

week, they can recoup some of thehundreds of millions of dollars they lose each year providing uncompensated health care
to poor and uninsured patients. .., several of the systems that serve targe numbers of totiv-income patients, including Henry
Ford Health System and St. John Providerice Health System, estimated they will save roughly 10 to 15 percent on the

amounts they lose each year to uncompensated care - free charity care, unpaid patient bills and services provided to
uninsured people at reduced prices (E2eindl, 9/2).

Moahwhile, one outlet Eooks at changes coming in Michigan with the new oniine health marketplaces -
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t't<<:, ., P;;>.ss° Catatpanies And Organfzers Prep For ►Viic:iiigan Exchange EiofloEit Oct. 1
14early every MichiganQer wilE have access to basic heatth insurance --- and be required to get it - beginning Oct. 9 as
fede:af heai h reforrn's farGest prov:siqns start snapping into p!ace wifh Yhe !aunch of each state's Health Insurance
Marketpiace. For thosew;th no insurance or b3re-bones covera,e, that could mean nZ orp generous benefits ti•on they've
ever had, once covsrage becames effective Jan. 9 (t=rb, 9/5 ).

7'his is pari of Kaiser Neaftt, Pderi,s' baity Report - a sumrnary ofl7ealth nolicy coverage from more than 300 news
organiaatiorrs, The fu!! ;rumm<3ry: r„ the day's naws car be found Y e; e anrd you can sigr, up for e ,mail sub.scriptions to the
Dai1y Repor7 here. In adrdetion, our staff of reporters and cnrrespondents file original stories eacPr day, whici) you can finci on
our horne page.
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By Mark ,qt ^ rF: 8rian 4izappana--Seg 13, Z013

Phil Enneii runs a rural hospital system in northwest 013ica that admits about 2,500 people a year, many of
th.em poor or ekderly. He's got the only emergency cardiac catheterization lab between Toledoand Fort
Wayne, Ir ^ana,

Bnnen estimates he'd be out $1.3 m:illion a year and struggle to stay independent iflrusijness groups and
Governor Iohri T t can't persuade fellow Republicans to expand 1VIedicaAd to cover more poor people
under I"resident ^az ^: t3ba^ria's Affordable Care Act.

"I don't have any time to be political about th.is," Eiinen, 5o, said in a telephone iaaterview from Bryan..
"i'nz going to have people walking through our door needing care who should have a source of payment
and won't, and that's frustrating."

CJhio i.s among U.S. states where f 4> t>axk Republicans have blocked Medicaid expansion, in some cases
over the objections of other Republicans and business lobiDies that have traditionally supported the party.

Hospital leaders say the cost wffl be lost payzn.ents and jobs. The financial effect is evidents Facilities in
states broadening the program are already enjoying lower'borrowing costs.

The fight reflects an intensiWg rift between business and the Tea Party over high-profile issues, said
t7r^aversity ofAlcron political-science girofess,;r. Besides Medicaid, they inelude efforts in

states includittg Indiana and Qh^za to halt or delay Common Core education standards to
prepare students for college ci,^ careers, the rig;ht to bring guns to work Hn and orii:mynigration in
several places.

^^^ak'it^g M-aiks

"t3nce upon a time, if the big econom.ic interests said, 'This is what we're for,' almost all Republicans

would get in line," Green said in a telephone interview. "The calculus is just a lot different tbday."

Twenty-five states and the __-- are proceeding with Medicaid expansion, including eight
witle Republican governors: Tx, eah- tcti o aren't and debate is contintung in Ne^t f;x ea pbio and

according to the fa^ *c^imda_ t.iUn a nonprofit group that studies health in Menlo
Park, California.
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State Lines

In Ohio, a presidential battleground that Cliaama won twice, Repubiicans control all statewide offices aarad

the legislature. Its lawmakers have blocked a push to expand Medicaid by Kasich, the state Chamber of

C'.omnaerce and groups incliading the anti-abortion arganization Ohio Right to Life:

A coalition of business groups is collecting signatures to force a referendum on the question next year if

lawmakers won't act, and Kasich is considering ways to open theprogram without a vote by the full
legislattare.

If all states participated in the Medicaid expansion, hospitals would see a $12.5 billion spending boost in

2014, aecording to an analysis by BloonrahergGovez7inaent. About $7.$ billion, or 63 pertsent, won't be

spent in the 25 states that have so far decided not to expand.. The increased spending in Ohio wouldbe

$45$-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, sai€1Mike Abrams, president of the Ohio Hospital Association. Hospitals that

are the largest employers in 78 of C}hio's 88 countiesmayy fire employees or close, he said.

Moral Case

Ennen's system employs 750 people with net revenue of $8o million a yea.r. He complains about the

possibility of curtailing services while hospitals across the state line ao miles (31 kilometers) north don't,
because . 4,nn is broadening Medicaid.

Kasich, 62, afixst-terxn governor and former congressman aaad 1?'oxTelevision host who opposed Obania's

liealth-ca.re law, has argued that Medicaid expansion makes sense.

Ohio would recapture about $13billioii in tax dollars over seven years and hospitats wotild benefit, he has

said.'Thegovernor has also said that covering an additional 275,000 people -- especially those needing

care for mental health or drug addictidn -- is moral issue. They are, he said, "the least among us."

"We can deal with our federal b^ ; fl .:;, despite the fact that we're doing someth.ing on Mcdicaid,,"

Kasich, a U.S. House Budget Committee clxairman in the t.ggos when the _ was tsalaxaced,

told reporters in Columbu.s on Sept 16. "It can be done."

Caveri^^ ^^tiLon

The governor is trying to appeal to independents for his re-election in 2014; while husiiiess groups and the

"hospital-industrial complex" are exaggeratirtg to get "free zndney," 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 tre.Inerable p©pulatirans who

truly need medical care and accessthereta that's affordabte, get it?" Mayer said by phone. He ca11z€i

hospitals'threats "a scare tac€ic," and said states opposing expansion are saving the nation billions of
dollars.

Even so, investors in the $3.7 trillion nitantcipal-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 tJhio'sAkron Children's Hospital that mature iu 2o38 traded Sept. 13 at an average
yield that was p.85 percentage point more than benchmark AAA munis, data compiled by Bloomberg
show, The penalty on the debt, ratedA+ by Sta_.^d^rc^ b^ z °s, has widened ky 15 percetst since Julir 3t,
the d.a f I ShotV:

During the same period, the spread on bonds for Sparrow Health System in Michigan, which voted to
expand Medicaid, increased.just 2 percent, the data show. The securities are due in 2o36 and share the
same S&P rating as the Ohio d:ebt.

Rising yield premiums -- the amount investors demand to hold the bonds -- reflect higher costsOhio
health systems are set to face when they next offer debt. For a hospital that issues sroo inillion and repays
the Ioan over 30 years, the difference between paying a 5 percent interest rate and one that's o.25
percentage point higher represents an extra $7.5 miilion in debt service.

"naere should be some benefit to hospitals in states that are going forward with iVedicaid expansion," said

Lisa Martin, an analyst who covers municipal health-care issuers for NewYork-based Moody's Investors
Servi..ce.

Home Front

Republican leaders who cater too much to business are out of step with the rank and file, said'Whitriey
Neal of Frce dQniA^,_ a 'Wasbington-based group conn.ected with the Tea Party movement.

"You're seeing the guys that care about their 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 Pvledicaid expansion co-uId draw a primary opponent for Republican lawmakers

in conservative 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 a
Republican strategist in wlicy advised kU. ,: r^a^93!s 2012 presidential campaign.
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"Technology has reaRy 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 o£intluence in these
debates in states andtn. Washington."

To contact thereporteas on this stnp;: Marl,Niquette in Columbus at mric^^aet^;, and
Brian Chappatta in `<;^ r?z ^t [ r ^i=^ :: ^ti7^s^c?C3E^s S •.2<

To contact the editor responsible for this story: Stephen Mereluian at
-------- ^ ^_,.
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Mortality and Access to Care a:ong Adults
after State Medicaid Expansions

Benjamin D. Sa;nrners, fih.O., Ph:C., Kathe: ine Q;arrker, t}h 17.,
anc! Arnold M. tpstein, M D.

ABSTRACT

&everal : tates have expanded Medicaid eligibility fvradults in the past decade, and the r.®d, the aePartment of Heakh Policy
Affordable Care Act allows states to expand Medicaid dramatically in 2014. Yet the a" Managrment. Harvard schoot of
effect of such changes on adults' health remains unclear. We er.amined whetlrer P"bi" Heal"`, `iast°n. nddress ret,rir,ire-
lt3edicaid expansions were associat: d witlz changes in nyortality and other health- qofuer+Yst: ^it

tu ^, Or, sc
Fo^,cymand

mersAriatthe Department
anagement, Har-

rClate[1 rlleasttreS. varri School of Public Healfh, 677 Hunting.
ton Ave, Rrn. 406, Boston; MA 02113, or
at bsommers@hsph,ha+vard:edu.

We compared three states that substantialty ezparrdedadultMedicai<3 eligibiiitv since a^'^^^`^,`^g $pubbshedon)„ty2s,ioi2,
2000 (New York, Maine, and Arizona) witli rxcighboritagstates without expansions:
The sampte consisted ofadults betweeiz the ages of 2f3 and 64 years who were ab

GDL EMaY262Q93served 5 years before and after the expansiorls, from 1991 tlarvup,h 2007. The pri- C^vr=ghf o zozl nsp-CA,,Ursardr"aJSbwktr:
mary outcome was aI1-cause county-Ievel mortaiityan3trr,g 68,012 year- and cnunty-
specific observations in the Compressed Mortality File of the Centers for Disease
Control and Preventiion. Secondary outcomes were rates of insurance coverage, de-
Iayed care because ofcosts, and self-repoxted lzeaIth among 169,124 persorrs in the
Current Population Survey and 192,148 persorrs in thc 13eaavioral P.isk Factor Sur-
veillance System.

Meaicaid expansions were associated with a signific:znr teduction in adjusted aII-
cause .mortality (bq 1rJ.b deaths pcr 100,000 adults, ror a relative reduct:an crf G.l°^;
1'=0.001). Mortality reductions were greatest amozig oider aciults, iionwhite.s, ard
residents of poorer counties:Expansians increased Medicaid coverage (by 2,2 per-
centage points, for a relative increase a' 24;7°,b; P=0.01), decreased rates of urgin-
surance (by 3.2 percentage points, for a relative reductiont of 14.79l0; P<lt.001), de-
creased rates of delayed care because of costs (by 2:9 percentage points, for a
relative reduction o€ 21.3ok, 1>=0:0{.t2), ar,d increased rates vf self-reported hesIrFt
status of"excellent" or "very good" (by 2.2 percentage points, for a reiative incrtasc
of 3.4010, I?=.0.04).

8tiate Medicaid expansions to cover low=income adults were significantly assnciated
with reduced mortality as well as improved cuverage, access to care, and self-
reported heatth.
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F-nicArbcotttiutvTr.Y>:xsvztus Gct Mrtr eligibii.ity to childless adults with irscomes belovr
lion people, and the tlffordableCare Act 100% of the federal poverty level in November 20t12
(AC:A) will extend Medicaid eligibility to and to parents with incomes up to 200% of the

milfittns more starting in 2014,x The recent 8u- federal poverty level in October 200216; Ylaine,
prenze CourtxetIing er}ables states to choose wheth- which expanded eligibilityto childless adults with
er to expand Medicaid zuider the ACA; and many ir:cctrnes up to 100% of the federal poverty level
states facing budget presst:re.s are cunsidering in Csc-tober20071'; and 1•7evrYork, wrhieh expazrded
+.rzthacks irQstead? Yet evideriee regarding Medic- eligihilitv to childless adults vrith ineomes,up to
aid's effect on health remains surprisingiy sparse, 100% of the f derai poverty level and parents with
particularly for aduits. Previous researclr sI-rowed inrnmes up to 25Wla of the federal poverty level
that Medicaid expansions in the 1984s r'educed in September 2091.18
mortality among infants and children,3>4 though Our study> period included 5 years before and
other studies showed little effect,s-?Numerous ob- 5 years after eacta state's expansion, with the post-
servational studies have documented a correlation intervention period beginning the first full year
between Medicaid coverage and adverse outcomes after the expansion to cover childless adults and
among adults;$•' prompting some observers to the preintervention period €overingthe imrnedi-
claim thatMedicaid coverage isworse than no cov- ately preceding 5 years. We selected as controls
erage.'Q,1' However, such stuc3ies are plagued by neighbosing state.s without znajor Medicaid expan-
unnieasured coFifounders that make Medicaid pa- siians that werc closest in poll ulation and denzo-
tier. s sicker than others.12 Or.e ongoing rattdom- graphic characteristics to the three states with
izt:d ttial r,fan xparrsion oi-Nledicaid in Oregon Medicaid expanstqns1s: New Hampshire (for
showe(i siEriifkant in:proverr.ents it: self-reported Maine), Peiznsylvania (for New York), and Nevada
heatth and acccss to care in the first year,33,34 and New Mexico (for Acizona). (Details are pro-

Ttadilionaily, Tfiedicaid covers only Iow-ineome vided in the SupptemetttaryEtppendix, availa6le
clrildrer., parents, prepnant wor-ien, and disabled with the fitll text of this article at IvEJM.org:)
persons: During the past decade, tiowever, several
states have expanded Medicaid to cover nondis-
abled adults witltout: dependent children ("chi!d-
Iess adults"), a group that is sirnilar to the popu-
lation gaining eiigibility undet the ACA (i.e., aIi
adults iwith incomes up to 138% of the fcderal
poverty ievel). We used tf:is natural experinicnt to
determine whether state expansio:is ofMedicaid

were associated with decreased ar.ort4lity. We

hypothesized that Medicaid expansions would

reduce mortality; rates of uninsurance, and ¢ost
related barriers to care and would improve setf-

feparted health, particclarly am,ong n.iuority and

lovver-),ticorne polpulation-s.

I4iLSTfZpc)S

STUDY (3EStGN

We used a differences-in-differences r,uasi-experi-
rnemtal design thatincorYoxated data bcfore and
after Medicaid expansions in botli the expansion
states and the control states. We identified states
that had implemented majnr Niedicaid expan-
sions totover cbildleas adcdts (19 to t^4 years of
age) between 2000 and 2005, allorving analysis
of multiple years ofpost-expansion data.15 Three
states met our criteria: Arizona, which expanded

OiJTCOMES AND DATA

The primary outcqme was annual county-level atI-
cause mortality per 100,000 adults between the
ages of 20 and 64 years (stratified according to age,
race, and sex), obtained from the Compressed
Mortality File of the Centers for Disease Control
and Prevention (CDC) from 1997 through 2007,
Eotaling 68,012 observations specific to an age
group, race, sex, year, and county. County-level,
year-specific rates of poverty and unemployment,
as aveld as median household income, were ob-
tained from the Area Resource Fi1e,39 in the pri-
mary a.nalysis, we excluded 19-year-olds (since
they are grouped by the Cât_ witls teenagers, 15 to
19 years of age), although 19-year-olds were in-
clt:ded in subsequent analyses.

Secondary outcontes wete tPte percentages af
persons with Medicaid, widtout any heaithiti-
stirance, and in "excellent" or "very good" hea,Ith
(from the Current Population 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 fi,,isk 1'actarSurveillance
System, a total of 192,148 persons). Both data sets
are nationally representative annual household
surveys. The study sample included adults be-
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MURTAf:ITY AFTER ST'ATE MEDIGAID ExPANSI0Y3S

tween the ages of 19 and 64 years: The nutcorne stance abuse) versus internal caieses (atI other
arnong persons in the Behavioral Risk pactor causes).zi
Surveillance System was not meastared in thc 2001 For secondary outcomes, the unit of analysis
and 2002 surveys, so we added years to maintain was the individual. We adjusted for age, sex, race5 years of data before and after M edicaid expan- or ethnic group, income, state, and itrteractiotis
sions for this measure. between year and expansiotrcontr+s; pairing, us-

ing a generalized lincar model and robust stan-
STATFSTtCAL ANkI.YSiS dard

errors clustered at the state level.
We examined unadYttsa:d and adjusted results for I,a.stly; we used Current Population Survey data
our printaryandsecrsndary r utco::rea over tirne, to derive descriptive statistics for the additiottalcomparingexpansien and t:ontrol stares. I'tir otir persons who enrolled in lvtedicaid as a result ofcore analyses, we used multi=rariable regression, the expansions, in order tcy assess which personswith a generalized iitiear model and I Iuber `vs,rhite- were most IikeIy to elir:rll during an eligibilityrobust stattdard errors clustered at The state level, expansion. We compared the mean age, sex, raceto account for the stare-level interventiorc and se- or ethnic group, and self reported health status of

rial autocorrelatien?' 7'I.e independent variable of persorts enrolled before expansion and those en-
interest was the interaction between timing after rolled after expansion, imputing the characteris-
Medicaid expansion and expansioaistate, wbich tics of new enrollees on the basis of changes in
compared the average difference in mortality be- those measures;
tween expansion ar:d control states in the period We conducted several sensitivity analyses of
before Medicaid expansion with that a.ftcr expa n- mortality, including an examination ofdifferencessian, with adjustment for covariates and countyand between expansion and control states before Mcd-year fixed effects. icaid expansion, alternative regression models,

We anafyzed the prirnary otltconae on tlre basis state-Ievel instead of county-Ievel mortality, andof annual ctaunty-level mortality data (stratified exclusion ofpartacular years (fordetdils, see theaccording to age, sex, and rzce), since the CDC StYpplemeiitaryApl±endix).1Ve explored potentialdoesztot releasc individnal-levei inorrality data. bias from the CDC's bottoni-codin,gof countyRegression equations for analyti s,rf mt;rtality su6sarnples with Iow death counts, ivhich t;ccurswere adjusted for ave, sex, and race; for the La- for any subsar.ipie svith one to f;ve deaths per
tino pruports'onof each covnty's popnlatiou; for year to protect confidentialiw (i.e., 4.7% of our
coutity--year economic covariates; and for a set tiveig3t€ec3 sarnpIE-), by testing aIternative inlpuea-
of interactions between eaclr pair of expansion- tion tr.etlyod: ?^ 211thosgh the Hulaer--White cor-
cointrol states antl year, alluwing each expansian- rection has a number of advantages?° and is ofta:ncozatrol pairing to have its own tirne tre<td (for used in similar circt Fnst^ures^s,23^z it does not
details, see the Sttpplementa_ry Appendix). '"re ad- perforrn optimally with stnall numbers of cltis-
justed for trzne-ittvariant confotfnders, srich as tei:s (L e., the seven states in our analysis). To
ruraI versus urban setting and ei:virormenta: investigate the sensitivity vf th.. stati:aical sig-faetors, throttgh the ase of county fixed effiects. nifit:ance of our f%ndings, we tested several a1-
AlI analyses wert: w>eighted according to pstptila- terriative standard errors."
tiun size. As an additional test of our tltaasi erperimertah

We cond4etesj prespnificd subgroup anafyses, dessgn, vve repeated out inain analyses among
with the sample divided acc•ording to race (white adults who -wcre 65 years of age or older-, v<<hose
vs.rronwhite; T.atino ethnic background uas• not Mt.dicaid eligihility tv,s not a(fected by the ex-
measured in mortality da_ta hefore 1999), ag-. pan..ions. We tnen estiinated a differences-in-(2(3to 34 years vs. 35 to 64 yF ars, siiice fuort :I di ferenr_r::-in-differer,cec model to assess c•handesity risessigniftcat,tly aEter the age of 35 years) in trortality, in er.pansion states versus cantrc,l
(Tab1e-S1iit the Supplententary Appendix:), coun- states, among person.s bet-weetr the ages of20 and
ty poverty rate (c#jvided et the population mean 64 years as conlpared vvit1: those 65 y,ears vfage
of1Uo/a),andcach eepansiun state. We compared or ulc9er. t3iven the markedly different baseline
causes of deatlz, using the ('DG`s classification rates of death between the yottn;er and older ageof external causes (in}uries; suicide, hgrnicicle, groups (320 vs. 4800 deaths per 100,000); thiscomplications of racdicai treatment, and sub- analysis used a logarit?tcnic regression rnctdel. '

N ENGLJ MEp'jG7;11 KEJM.ORG SEPTEM6Efl13,20721Q27

'Fhe New England Iounal of I4tTedicine

Downloaded fron; nejm.org on September €3, 2p12. Farpersonal use onty.'No otheruses withoutperniission;
Copyiight 67 2412 Massachusctts Medical Society. All rights resarved.

APPENDIX 147



CharaSteristResoftStd5tnclySavapieatBaseline.* adjtssted mortality (by 25.4 deaths per 10U,fiQO,
P=0.02) and a significant increase in Medicaid

Medrea+d Expansion cs>verage (by 2.2 percentage points, P=0.01):
Cszaracterarstic ssates control states ^bTe 2 presents the net chatt,ge after Medicaid
Mean {tSR) age(yr) 39.742.2 40.4t12.0 expansion in adJt2Sted all-cause mottality in ex-

Age group (1/6) pansion states, as compared with control states.
19-24 yr 13.atss.3 12.3t0:3 Mortality declined significatttty (by 19.6 deaths
25 34yr 23.9#0.4 21.6i0.4 per 100,000, for a relative reduction of 6:my

35-44 yr 26.Ra4 27:SzLeA P=0.001). Reductions were greatest amoisg non-

45-54yr 21.4t0:3 22.9±0.4
whites and older adults, with smaller hatt sig-
nificant reductions atnor^g whites arzd no effectS5 G4 yr 14.5-+0.3 153,0.a an3cng persons under the tige of 35 years. Coun-

Mate sex (°1) +ts.z^tz 4g.s^o.3 tic s tvith lrigher pl3vertyrates had larger aztortality
Race orethnPcgroup (91.)'[ gedpctions. Single-state ataaIyses showed signift-
whiteK?,7:tp.5 E8.6to..5 cant eftects only in the largest state, New York.

Norswhlte 1&.9±0.5 11.440.5 For each of the three states, the 95% confidence

Latinb 16.1*0.4 7.4e(}.2
interval included the estimate for the overall sarlt-
ple(althougtih9aine's imprecise estitna te differedincome^{%)
significantly fi•om that of New York).

<100/ ofFPl 13_xit).3 2t3.)-43 In sensitivity analyses, there were small, IIott-
loo-zoo/ o€FPL 2&.9.t0.4 24.3:45 sipnif,.cant d:ff reticec in anortality tret±tls be-

Mofta(ity (deaths/100,oDU tween expansion and control ;; tates before Med-
poputatiors)t icaid expansion, with a reductfon of i.0 death

Total 320±2.8 314t2.8 per 100,000 per year (P=0.07) and a red'ttction of

From internaf causes 275t23 288:2.7 tttp 11.6 deaths zper 100,000 per year with the eJGdU=

Fromexternalcauses . .. . 50t0.6 ...67t0,i 5ion of year 0 as a trarisitiolial ye2r (P-0.23)
(1able S2 in the Supplementary Appertdax). Ke-

^ Plus-minus values are rrieans t5E ur,!es,- otherwise !ndicated. $e,wPEn-group stilts F3'ere robust with respect to alterliat5ve tUnC^
differences inaltcategorte'u;erre sig-r:ficar.t (9<0.01). Demoeraphicdata are tiftna3 frlrnls, an2)ysr8 ofstate-leVCI versus couznty-from the Current Popuiatrun Srerrey (/0,016 persons frorn years befare Medicaid
expansion). FPL denotes federai poverty level. level mortality, cxcInsic+n of year f), <r:14rutation

1 Raee and etftryicgroupwere reported separately iri Census data. methods fOr (?ottes?n-coded death C01IntS, 21teT-
,7 Mortality,iiata wGreobtained from the Compres5ed Moriality File at the r.ounty

native approaches to calculating standard errors,level in 32,752 sounbf-year ;ubcarnf,les. GxtPrnai causes included rni"rie.s,
suicide, hOmitide,Cqrrlpllc2trQns of madicaf tre2tment, and substanre abuse, aild restricted subsamples 6fye,.rs to IinilY, serlc'll

and internal causes irrcluded ai[ other c=uses. Tfie namhers of deaths that are at1t6CCrrcl'ation (Na.05 for ^11 cOmparisotis). d'he
listed aCcoTdrnj to diagr,nsis do rot surn t0 tCie total riurr?C7er qi dedtFrS because ILttf'rrsl

€
lted tiII1N-siries rllodc'l $11C?WeCi aljin"in-of imputafron of bottom-coded values.

ereasing effect z>fh,9edicaic expansion over tit;ie,
ywitb a a-edricti©ti of 6.5 deaths per 100,000 per

xESTrLrs ye^lr (P-0.(706). Analyses that were Iserfortned
according to the cause of death shawed signifi-

ci)arescS fP eeOarAiezv eant reductions in both dea:hs from internal
The clensagrapl!ic ch!racteristics of expansion and causes (by 13.2 d eat}ts pc.r 100,000, fcsr a relative
contro' states wece subs^.^r.tive!y sintilar but dif- reduction of 4.8eh; ('-0.001) and deatlis fcom
tered sta,isticalty beci3use of the large sarnple exterrtaE causes (by 18 deaths per 100,000, for a
(Table 1). Baseline tYtorta?ity was K20 dPa1bs pea- relative reduction cf "?.6°;n, P-0.G01).
100,6100 adults in expansion states and 344 per

1()0,000 in ctYntrol sf_atCs, Vv3LI-t 13'.C3rC t11an 80% oI Cs9HER CH9.A!GC6 45tD6tATESâ WITH EY.PhN5'lioFY..

deaths frorll interri2l c2L'se5 (3s defined irA the Table 3 preseRts changciS in insurance, accessto
MetF>;>cis section). Figure 1 present5 unadjitsted care, ant? healt6. Medicaid expansionsWereas-
resnfts for aIl-ca.usc mnrtality and Medicaid cov-soeiated witii a significant increase in Medicaid
erage in the expansiora and control states (see coverage (by 2.2 percentage points, for a relative
F?ig. Si, S2, and S3 in the SuppIeirtentary APpen- increase of w4.7°h; P=0.01). a sigtzificant de-
dix for other outcomes). flie Medicaid expansion crease in urtinirarance (by 3,2 perceretage points,
was associated with a signifi_arzt decrease in un- for a relative decrease of 14.7%; P4:001), a sig-

102$. N EMGIjjinFn 31-)';it hp`c)M.GRG 5®PTEMDER 73,.20T2
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MORTALBTY APTEYL ST.ATEMEDICASIY E%PANSF02,YS

nificant decrease in the rate of delayed care be-
cause of cctst (by 2.9 percentage points, for a ^^aal^
relati^e der.:rea.se of 21.^°k f^=^0.Qt32), and a sig- ^ d^^
ni€icant irst rease in rates of "ext^ePlent" or °very
good" health (by 2.7 percentage points; for a ^^0 i
redative increase of 3.406>; P=Q.4i4;. irtcreases itr r
IViedicaid covfragein the exparzsiora states were ^
concentrated among lrs^n-incotne adufts, ^^ttereas ^
reductions in uninsurec^ rates were sign^cant fcrr b^o
both lower- and higher-income groups. 96..edetc-
tio,ns in cost-related delays in care were signi6- ^ zoo
cant for all subgroups. $

" iso
FBEwE?72aLLEES^
Table 4 provides imputed statistics for the addi- ^ 10o
tional neraurt, who z tre'1ĉ d '• [1d di "d b. I r: cax ecanse
of the expansions, as corr2pared with the general
adultpopulation (see the Suppleanentary,4ppendix
for caEcnlations). New Medicaid enrollees were okd-
er than the general population (mean age, 40:6 vs.
40.0 years), disproportion^:telymate (S7%vs. 49%),
nonwhite f77°, vs. 2t}°laj, and in fair or poor health
(20°lo vs. 11%) (P<0.002 for af1 con3parisons).

ELI'SERLYALl61Li'5 _. j
;Anzonf; persons 65 years of age Ura4der, Medicaid
expansions viere associatcd with a small hut sig-
niricatit reduction in the uninsured rate (by 0,4
percentagepoints, P= 0.007), a significant dectinc
in cost-related delays in care (by 2.3 i=ercentage
points, P= 0.4)Cf1), and a significant reduction in
absolute iinortaDity (by 127 deaths per 100,000,
for a relative reduction of 2:G°ia; Pt0:001) (Table S3
in the Supplementary Appendix). The indusion of
elderly adults as a.n additional contro) grvup for
nonelderly adzzfts itt a difierenee's-in-ciiffere>sces

in%diFferences model decreased the estimated

mortality reduction ar,iong i:he n,rneWeriy by a,p-
pm3itxxatefy n.+c third, and the efiect remained

significant (F: a-tl3),

D 3:::;fYs $?%%_TiJ

Our study documents that large exparzsictns of
1V(edicaid eligibility in tltree states vve<e asso i-
ated witha siFrEificaist decrease in tnortaliPp dur-
inga S-year fqi[ow-u17 period, as cornparcd with
neighboringstates wii:h3nt1v1edicaid expansions.
Mortality redtactiozs were greatest a.mong adtrlts
between the ages of 35 and 64 years, minorities,
and residents ofpoor cottnties. These findings rray
influence states' decisions "4'Vith rE:speCttf1 lyit:drc-
aid expansion under the ACA.

E'orltrof states

.Expansion st2tes: ^^ -+^.

8efore Medicaid expansion After Meclicaid expansion

"4 -3 -2 -1 0 1 2 3 4

Years before and after State Meditaid Expansion

^ Medicaid Enroqmenc

^
^

10,

C

V̂  s
^

d

fxpansion states

Control staies

u r

z Before Ntedtcaid expansion `.... Fl$er fviedcaid expansion

Q` -r -r- -- r - -j-- - _ r -- ^ - - r-4 -3 -2 -1 0.: 2 3 4

Yearsbei•arean!aRerStateBkcrlicaieExgansion

. 1 Unadj'eaxtad Mortx'ity and F:ates ofRdedic^id Coverage aniong
?Gry:teWcrir fldults tsefore ancS after State BTedicaid Expznslons {1997-zS3U7),
'fhe vertical l;ne represents the year during which the Medicaid expansions
were rnplemented, rneaning tha? year I was the first full year after the expan.
s±ons (2002 for Arizona and New York and 2003 for Maine), !n unad)usted

mocteEs,ihe expansions v,rere associaFed with a significa-ttdecrease in aif-cattst
rriortaEity in exi>ansrr,n ssates, as compared with i=cr,t,Gq states (-21.4 yieaths
per 100,000pop :IaUon; 96% car.fidence uitervat [CIJ, -46.0 to -41; P=002}
jPanet!',j arri a significantrncrea.se in A4edicaid coverage {b} 2.2 perc,entage
points; 9; o Cf,17J to 3.7; P _O.pl) (Panel 6). fJata for aduNs Between tt>Y ages
of 20 and 64 year> a.e inciuded ire Panel A and data for tho;e between the
ages of 19 and 64 years in Panel 8, cwin^ to diff,rences In ttie two data sets.

krrtctj+hC0357,^r NEJM.ORG 3eerer,,ese^3,2012 1929
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Changes in AI@-Catase bAort;eist.y ernong Adutis bet4veert the Ages of2t3 ard ti4 Years in States with Med'seea;id
Expansions ^`

6aselise ititortatity Atet Gtrange
in States wtth In Mortality at4er P Yalue 40t p fTw¢nce

Variable Expansiean ExpansiDn''{ he}sroen Subp,roups

no. ofdeaihs/1 U^J,t100
no. ofdeathsf140000 jI5:'/o Ct)

Full sample 320 -19.6 (-27.3 to NA

Racel

White 309 -14.0 ( -14:8 to 4.2); 0.04

Nonwhite 361 --41.0 (-(4.7 to -17.3)J Reference
Age

20-34 yr 93 1.0 (-12.8 to 14.8) 0.006

35-64yr 446 -30,4 (&i :%to--19.9); Reference

Level of poverty in county

High 334 -22 2(-31 Oto-13.5) _ 0.01

t.otiv 28311.3 (-19.2to-3.3) Rrterence

State

Maire (vs. New Hampshire) 306 13.4 (-27.5 to 54.3) 0.0l

Arizona (vs. Nevada and New Mexico) 332 -10 2 (-323 to 12.9j 018

New York (vs. Pennsylvania) 317 -22.2 (-34.7 tn -5.2)^ Reference

^ The primary outcome was al!-eause count,v-tevei mortaEity among 68,012 eounty-year subsamptes in the C_OMpres sed
Mortality File ofthe CDC. All analyses wcre adjusted for race, sex, age, county pUrerty rate, coudty median incorrme,
county urternployment rate, Lati^o prvportion af countyTy's poprrlation, year, co.mty, sta:e of residence, and interactiong
between year and expansion,•control pairing. Full regre:sion equations and coefficients for covar:ates are reported in
the Supplementary Appendix. NA denotes aot appiicable.

f 7he data that are shown represent the net ehange i n mortality aker the Nledicaid expansion was .rnptem.ented (i.e., ihe
adjusted before-after change in the expansion states minus the before-aNer change ir, the conlrel states).

t P<0.001.
J Latirto ethnic background was not reported in mortality statistics before 1999, so listed data were not stratified actord-

ing to this variable. However, adjustments were made for the l.atir,o propor:ion oteaCh county's population.
pr0.G1.

Our study shows a martatity reduction associ- internal and ex.ternal causes. The relative mortal-
ated with state Medicaid i'xpansions to cover ity reduction -aras higher fcar external causes of
adults. I7sing state-level differences in Medicaid death than for irlternaf causes, thougl, this differ^
exPansic)r as a natural experiment avoids the eczce was not sigr:ificartt. We hyputhesized that
ronf;aunditag between insurance afidittiiieiduai internal causes would be mcrre amena3_,le to inter-
tharaetc=ristics (e_p,., prlvcr.ty or healthsiattls) t}aat ve.'ntion throttgl.iltaproved risi;-faetclr rtiar.agement
plagues crca,s-scrtior€aI observational sttrdies- and medication adherencc^,3U though a stedy in-
These resilJts build <un previous findings that IN,ed- votving persons w;"o were hospitalized after acci-
icaid coverane reduces r;.iortality atrtonginfants dental injttriesshowed a reduction ofnearly 40°to
and chiidren^^^ and are consistentwith}^reliminary in niortality among insrrred adults, as enmpared
iesults of a randorni iYd, controlled trial ofNied- with ui3insured adults, because €sf a greater intera-
icaid in Ciregon, svhich sht!wed significant int- sitv of care and longer dengt^#ls of stay.31
proherrrFeit in sclf reported health dur.ing the first Our secondary anaEyses provide a plausible
year (although obj,ective measures of health aAe causal chain for reduced mortafitv that is consis-
not yet available and i-year tnortatitv effects were terit with previous research,'^^^ with etigiL•ility
not signiircantwnd were imprecisely estimated).1' expansions associated with a 25% increase in

We ohservcd teduetions in deaths from botb Medicaid coverage; 15% IocSer rates of uninsur
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Changf's in tnsurance Cbverag e, Accxss pa C',arry andHealth amongACe'uks bairaeen the &gas of19 atact 64Years
a&ez State hBedicstd Exparsions."

V^rszbte -
Met Chacige after latpareston

Medicaid No fieaf#h Delayed Care
Coveraget Pnsurance'p Because of Costf

percentage pofnts (95% Ct)

Futf sampte 2.2 (01 to 3.8)y -3:2 (-fi.0 to --2 F)j -2.9 (-4.2 to-i.5)4j
Raee

lFlhitennn-latino 2.Q(0.6to3.d)$ •-3.3{.-$.9to-i.$jj -3:2(-43to•-1.6)j

NornvhiteandLatino 2.6(0.1to5.2)j -2.8(-5.9to0.0) -2.4(°3.7ta-1:0)1

5eEf•Reporked
Excellent or Very
Good Healtht

2.2 (0.0 to 4.3)1

2.0 (0.0 to 4;0)$

2.3 (-0.1 to 5:6)

j 1 S-:4 Yr 2.6 (Ct. i to 4:7)^ -2.7 (-4.1 to-1:R)1 44 (. 3-9 to -1,2)1 1:7 (-0.1 to 4.4)

L =20056 of FPL or 435,006 1:1 (-0.1 to 2.2) -2.5 (-3:8 to.1.3)1 -2.8 (-3.9 to-1.8)$ 1.3 (-0.1 to 3.1)

Age

35'-64 yf 2.6 (0.1 to 3:3A -3.S (-.,6 ta-2.3)^ -2.6 (49 to-1.2)j 2.5 (0,4 to 4.5)5
lnceme (%)(

<200% of FpL ar<y35,000 5 4(1.1 to 9,8)5 -4,5(-7.2 to 1.8)^ -2,9 (-53 to-0.1)^ 4:1 (0,0to8:2)

The data shewr. represcnt the nerri ange in each ootcnme after tfre PJedicaid expansion was implemented (i.e„ the ad -justed 5efo e after c'»arige in the expansion states mnus the before-aEter
change in the tontrolstates). All analyseswere adjusted for year; state of resrdence, sett, racc or e,thnic groap, age, famity income (as a pereentageofthe federalpoverty level (Fpi i in th> Ci.rrer;t Popuiation Survey), total housei:old incortte and family sixe(in the Behavioral Risk

Factor SurvPitEance Spste7i); and interadions betv;een year and expansior-fiontrol pairing,Resu!ts are based on an evaluation of I69,i24 persons in the Current Popalation $ur,vey.P,esutt<, are based on arr evaluation of 192,148 persons in the BehavioralRisk Factor Surveillance $ystem:^ p -Q.05.
^ Pco.01.

The Current population Survey provides income data as a percentage of the fpL, but th:s inforrnation
is r?n+. avaifab9e irithe Behavioral Risk- Factor Sutyeillat£ce Systerri, vrhich provides household incorrre8nfy in increments of$10,0o to

$F5,CkJ0. for the Current popul.ation 5urvey, the cutoff o6200^-0 of FPL was used. For 6chavioral Risk Factor
SurveillanceSysterr,, .$35,000 in ar,nuat income was selected as the cutaff, and Current Gopulation Survey dat, suggest that this CpfoffShouid capture riearty 935^b of tarnkhes at or below 2F7N/6 of FPL in the sarrp!e,.

atieu, a 21% reduction in cost-related delays in care, individtaal risk of death by30°hartd ifthe I-pear
and a3% increase in self-reported exceilent or ris6_ of death for raew Medicaid enroliees was
verygood health. [-Iotivever, it is not c3ear whether 1.9% (Table S4 in the Sufsplemerztary Appendix),
theraiagriitur.e of these changc:s is sufficierit to 'i'his degree of risk reduetiOn is consis.reritwit'n the
account for the observed tnortality reduction, arid lnstitnte of Nfedicirie's estimate that health instir.
tj2e8e 25s0Ciations dfi not Pro6T c:zt7&d)itv, "Ce may reduce adnlt 371£lrte(i"y by 2s°,ip 3^ th{Di1gh

Our Cst1Tt]ot£ ofa 6.J°,ro reduction in t}SC rela68e f â ther researChers have estimated greater3S or
risk nf death arrrong adults is simiRar to the 8.5% rnach slalaller' effects af coverage. A haseline
artd 5.101", population-level reduction.s in irafar?t anc3 risL of death of 1_9°,o approximates the risk for

child mortality, respective!y, as estimated in analy- a 5G-year-otd black tnan with diabetes37=a or far

ses of Medicaid expansions in the 19E€10,' O£ir a3I mei3 bet-ween the ages trf 35 and 49 years who
ret,aits correspond to 2840 deaths prevented per are in seli=reported poor heatth.a' 4he lower end
year in states vvith R'tedicaid exhansions, in Which Of our canfiderlce interval irnpties a relative reduc-
.500,000 adults acciuired coverage's This fsnding tiorr in the individual risk of death of 18%.
sxggeets tha.t 3.76 additiona3 adults ta>ould need to For Medic•aid ex)7a113ions ttt preduce effcers of
be covered by IvFedi,aid in order to prevent I death this size, rtew enrollees trust have had a higher-
per year, thatz-average risk of death that was responsive to

A rela.tive ieduction of6°h in population milr- medical care. Wt: foand that nets Mcdicaid enrolt-talttywould bC achieved iE tnsurance redUeed the eesVVere older: d:s^ rQlS:rrts?i aai?{ti r.alakof?ttes, and

N etacc j Ufa 367;is rat)sn.ootc strreusca r3, 2otz 1032
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Imputed Charasterist:cs of AFevr Mcdicaid rnroliees after Me.dicaid
Expar.surtts, as Compated wr3th the GeneraE Fopulatlon.*

New Medicaid Enro1lees Cereral Population
variabte (N_9411) (ea^67,937)
Mean (fso) age(yr) 40.6.tp2.2 40.01-.12.2
Age group (.G)

19-24 yr 13.8*0:4 23.530.2

25-34 yr 21.0t0.4 231fCt.2

35-44 yr 22,0x0_4 25.730.2

45-54 yr

S5-{,4 yr

Mate sez (9b)

Setf-reported health status.(94)

Excetlent

Very good

Good

Fair or poor

Race or ethnic group (90)

White

Nonwhite

Latino

(e.g., socioeconomic stattis or Iiealth status with
respect to specific chronic diseases), VJe Irad to
impute values for snral: subsacnpies aftxr strati-
fication according to county, race, sex, and agc,
althottgh the results were robust with different
imputation approaches.

Most important, our analysis is a nonran-
domized design an.d cannot definitively show
causality. Rates ofinsurance coverage and access
to care irscreased in expansion states for both
high-income persons and Lae elcferly, even ttiough
the Medicaid eIig,ibility expansions did not apply
to them directiy,Rates ofdeath also declined
arnong elderly adults, though the relative changes
represented only one third of the mortality de-
clin° amcmg adults between the ages of 20 and
64 years, leaving a significant mortality redrtction
amongg nonelderly adttlts that was independeire
ofthis trend, One possible explana.tion for these
firsdings is tlaatexpanding coverage llad ppsitive
spillover effects thrca.tgh incrcased itrnding to
proeiders; particularly safety-net hospitals and
ctirtics.i3 Publicity about the expanszon nlay also
have encouraged uninsured higher-income and
elderly persons to obtain insurance from otlrcr

* Plus-minus values are means tSE vnless otherwise irrlicated. All differe res tsoarces, inciudirlg those tirver the agz c f GS yearsbetween new Medicaid enrollees a nd the generai Fopufatior, tverc sipnificanr
(P<6:001). New enrollees were ldentifiedon the basis of difference^ rn the who did not meet Iitrtime earnings recjt3irement$
demographic charatteristicsof aduSts bzforeand after expansion in t«e RAedic for N[ediCare.44
aid expansion states, atcordingto data from the Current poputar,ion Srxrey. AlYernatively States may chaOSe to expand
The general populatior refers to aU adults ts=_ta een the ages of 19 and 64 years
in expansion states dur;ng the study period. P values werc calculated with the Medicaid wllen their econttrnies are thriving, and
use ofsurvey-weighted iJearson chi-;quare iests for cafegorca3 variables and econorF3ic prcrsperity broadly improves coverage
with the use oft-tests for age as a continuous vaiiabEe. and access, which could produce zi spt;rtous ayso.-

ciation between eligibility cxpansions and itealth,
twire as likelyto be in fair or poor health as the However, our anal5rsis of mortality was adjusted
general population, 211 fif which suggest hivlrr for a comprehensive list of economic rneasares
inortatity,j' and these findings are consistent that were specific to the county artd ycar, attd
with previoas expansions.`i° Furtrierrnore, med- the results were. not changed by these covariates:
icaid entol?me.nt often occurs at the pcrint of care Siruilarly, states expanding hledicaid may sir.-,ul-
for 7atients with acrtte illnesses °-- in ernergency taneously invest in public health or the heatth
clt;paxtmenes, doctrrrs' offices, and hospitaIs"l,-'1 care workfe,rce in other ways t1-,at could reduce
- when the risk af death (and be.nefits c+f cover- rmrtal'ety. I-lowover, vre are unawarc of ariy other
age) may be pa.rticularty high._ contemporaneons large-scale changes in health

Oat stndy.has several Iimitatior.s. rJJe examin_e3 policies in the states we studied. Moreover, ttte

three expansion states, and the results are largely fact th;rt rnrlrtality changes were largest itr eX

d:iven by the Iargest (New YorK), so our results pected sufipopalations c+ffers some reassurance

may not be ;;er.cralizai?le to other states. ['r7m- tlia t we have isolated the effect of Medicaid ea-

illoFl 1YtetllUd6 for estimating standard errors are pansto:2s. Nonetl3eless, we cannot rule out other,

iinperfect- when applied to a smal'I number of concurrent trends that may lrave confounded our

states, <.Ethougl3 ot:r findings were robust with resu}ts,

the use of alterrrative rriet.hcrds. The mortality In conclusion, our results offer new evidence
data set did not a1low us to eontro9 for iridividual- that the expansion ofMedic.aid coverage may re-
level characteristics other than race, sex, and age duce mortality amo.ug adults, particularly those
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between the ages of 35 and 64 years, minerities;
and those Eiving in po©rer areas. C)ngoing re-
search on the basis of randomized data-'s will
be invaluable in expanding on these findirags.
The Iviedicaidprogrnrn is slated to expanc': cover-
age to millions ofadults ira 2014 under ttle At',1,
though the recent Staprcnie Court ru)ing enabip-s
states to choose whe:^rter tl7ey s-,iilt do so, and some
states may instead consider prograttt cut:s„Pvlicy-
makers should be aware that major changes in
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T`h^ Oregoli Expexinlent - Effects
of Medicaid on Clinical ^^^^^orties
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A13STRACT^

Despite the 3lrlminent expansion of Medicaid coverage for IoiAv°ipcome adults, the #°rom the i7enartmentaf Heatth Policyeffects o!'expanding eoverage are uncPear. The 2008Ivledicaid expansiott in C3regola ane martagernent, Harvard school of
based or tottcry drawings from awaiting list provided an opportunity to cvaluate Pubii- raea4h (K s., J. p.w:, E c.s.); ihe
these effects. Department of Neafth Care FolEcy, Harvatd

ttfiedicz! Scnoo3 (j.P.f,t., E_C.s., A.M;Z),
and fiAtV D Corporatoon ( E:€.S.) - a(I in
$oston; the National Bureau of Eec+om-
;c Researrh (K.$., $ p.'f, py! B . J.F;.G,,Aprsroxisttate[y 2 years after the lottery, tweobtained data from 63S7 adatlts wh(t 1.P.N„ A rJ r.), the Harvard Kennedywere ratzdom.y selected to be able to app7y for Iv4edicaid coverage a!lr.i 584? adutts iw),o scbaol ().F.ra.); and the Department of

were tiot selectcd. iYieasures inciLtded biocd-pres:5iare, chO(esternl, srtd glycated hemn- Ei°"b""". Massachuserts tnstttute of
Techriology (j H.G. A.Pi.F.) -- aii ing;lo)Sir! IfVCIs; sCreell!!dg for d@j7ressiQll; tllediCatiLtn it3vr?3t,ttrits; atld self-reForted Camhridge, N.t,; Cofombia Urriversfty

()llgno5es, health status, health care t)tiilZiitAt2n, and t?ilt-t7fpr%ckt'.t spending for Schoa!ofSocral'.b'nrk,t^>ewYo;k(I-t,L.A.);
such services. We used the random asszgilment in the f€sttery to calculate the effect and tne Center fer autcomrs Researcn
Of^2(^lC3lC) coverage. and £ducation, Providence Portland

Medical Crnter, Port!and, OR (Bj.W.).
Addres<reprini:equeststoDr.Baickera
the Department of Health Policy and
Y>fanagemerrt, Harvard Sehool of PublicVt!e fotlrif) no significant effect oflKedieaid cflVErage ott tae prevalence or diau)'z€iSiS Health, 677 Hurrtir,gtonAve., Boston, MAof hypertensioh o: lzigh clzulesrerol leveEs ctr oil the tzse of trieciica-fon for d;esr: c^I^s, ur at^uaicker^isMspl,aia,rxrd.eao:

con3itiorzs. Medieai?1 coverage sigr:ificantl,v increascd tlie prohabiliry ofa dt'zgnosis ?iem^ers of
tEr pregon Health StudyOfdlabCteS a1ld tiet1SC of dlIabctC^; ?7lEdIC2t1Ori, )7EJi: SVP ObsCrJed tFE) tEg7llfk-an,' ek Groap ere

iistedin the5upptemerftaryfect on average glycated herr.aglnbin levels or ca the perceratagc ofparticipazgts witn ApP^-dix, avaitzbte at tv^JM.org.
levels of6.510t6 or higher. fYledicaid coverage decreased the prnbability Of a pocitiae ra eng ) [F:!d2oi3,36as;7 r.22:
scteeningf4rdepression (-3.)5 pereer3tage points; 95% confidettce intervaI, -16.70 00%
to-1.GO; P=0:(31), Increased the use eJflnarlyiarevelttive servlct+s, a!!d nearly el!lru. `o^'&M^`°t^""p^chazemr^dr^lSaretp.
tiated catastrophic out-of-pocket rnedicai expenditures.

This rarzdomized, controlled seudy sne,wed that Medicaid coverage getzeraterd no sPg-
nificant irnprovements in ineasured p7zysicalhealth ouCcornes itz the first 2 years;
but it dic3 increase use of health care s?ii>ices, raise rates of diabetes detection aAd
management, lol'Ver ratesof depressioll, 4tid reduce fiflaSlciod strain.
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N 2008, OREG ON rI+II'rrATF-:Y3 A LLMI',FHD EX

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 Medieaid and to en-
roll if they met eligibility requirements. This lot
terypreserrted an opportunity to study the effects
ofl4Jedicmid with the use of randotn assignment.
Earlier, nonrandomized studies sought to inves-
tigate the effect ofh;ediczid on health outcomes
in adults with the use of quasi-essperitnencal a,r
proaches:'-3 Although these approaches can be an
improvementover observational designs and often
involve larger samples than are feasible with a
randomized desfgn, they cannot climinate con-
founding factors as effectively as random assign-
ment. We used the randorii assignment embedded
in the Oregon Medicaid lottery to examine the
effects of insurance coverage on health care use
and health outcon^es afterap,^roximately2 years.

hi k,7.'HODS

$AP![tC1P^162q'rtloH h°^fC^ sf^P7'E'k'YEFfTr3aW1

Oregon Health Plan Standard is a Rtedicaid pro-

gtazit for low-inctrrne, uninsured, able-bedied

adults ti^^ho are not eligible for other public insur-

ance in C}regon (e.g., Medicare t=or persons (5 years

pfa.ge or older and for disabled persQns; the Chil-

dren's Iiealth :nsuranee Prooratn €or poor chil-
dren; or Medicaid for poor children, pregnant
women, Ur other spe^c^e, cate,^orically e^gible pop-

ulatiores). Ore,^orr. T3c:^ltb Pla.n Standard closed to

new enrollme:it in 2.lL4, but the state t^per^ed a?iew

waiting list in early 2Et08 and theri conducted

eight randoin lottery drawings from the list be-

tu^eea 2,larch and SeptembE:r of that year to allo-

sate a litnited number of spats,.

Persons who ^>ere selected won the opportu-
nity ---- for themselves a1ir9 ar:y hottschold r.^ent-
F^er ^--to apply for C3regoril3caith Plan Stancard.
To be eligible, persons had to be 29 to 64 years
of age and Oregon residents whc were U.S. citi-
zens or legal immigrants; they had to be ineli-
gible forother publ^c insurance and uninsured for
the previous 6months, with aEa income that was
below 1f3(►°r`u of the federal povertylerel and assFts
of less than $2,0f#£1. Persons who were randomly
selected in the lottery were sent an application.
Those vi.ho completed it and met the cligibility
criteria were enroiled in the plan. Oregon Health

- Plan Standard provides comprehensive medical
benefits, including prescription drugs, with no
patient cost-sharing and low monthly premiums
($0 to $20, based on income), mostly through
managed-care organizations. The lottery process
and Drc:gr,ra Health Plan Standard are described
in more detAl elsewhere:*

DATA CoLE.ELTeor3. . . . .

We used an in.persort data-cerllection protocol to
assess a wide variety of outcornes. We limited
data collection to the Portland, 4regon, metro-
politan area because of.Iogistical constraints. Our
study popuiation included 20,745 people: 10,405
selected in the iottery (thelottery wi.nners) 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 lottery began,

fJur data-collection protocol included detailed
qtrestionnaires on health care, health status, and
insszrai.ce coverage; an invecatory, of inedications,•
and performance of anthropometric and blood-
pressure measurements. Dried blood spots were
also obtained:5 Depression was assessed Mth the
use of the eight-question version of the Patient
Health Questionraire ti'1{Q-8),e aatd s,.If-reported:
health-re.lated yuality of life was assessed with
the use of the h4edic<l Outcomes Study 8-dtem
Shcrrt-Portn Sttrzev %More information on rcTruit-
ment aaid field-collection protocols are included
in the study protocol (available with the full text
of this articie at NEEJN,.org); mnre information
on specific outcome nteasures is provided in the
Supplementary Appen:iix (available at
Multiple institutii9nal review b«ards approved the
study, arEd written infcr,ned consent was obtained
fronz all part-icipants.

SYd"f15TtCk1.C,Pd4lYSGS , , ..

Virtually all the analy.ses reportetl hece i+t^erepie-
specified and p?blic•Iy arcirived (see the protv-
col)." Prespecificauon was desi€rscd to rninimize
issues of tlata a:id specificatio q miniYig and to
provid.e a record of the full set of planned analy-
ses. The r.esults of a few additional pposthoe anal-
yses are also preseztted and are noted as such in
Tables I tlirough S. Analyses were performed with
the use of Stata software, version 12.9

Adults tiandomly 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 not apply or
because they were deemed ineligibâe). Lottery se-
Iectioniz$creased the probabilftyofMedicaid cover-
age during our study period by 24.1 percentage
points {95°fo confidence irlterral [CU, 22.3 tD 25.9;
F«7.001j. The subgroup of lottery witaners +vho
ultimately enrolted in Medicaid was not corrpa-
rable to the overaH group ofpersons vrho did not
wir>< the lottery. We therefs,re used a standard
instrumelttaPvaria.l}lc approach (in which lottetT
selection was the instrtzment for Medicaid cover-
age) to estimate the catisal effect arfenrol)ment irx
lvtedicaii3. Itttuitively, since the Eoetery irtcreased
the chatice ufbeirig enrolled in Meciicaid by about
25 pereentage paints, a;,r<d we assuaned that rhe
lottery affected putcetrrFes oaly by claangirfg Pvted-
icaid enrolhaient, the effect of beinp, enrolled in
Medicaid vnvas <imt ly about 4 times (i.e., 1 divided
by 0.25) as trigh as the effect of being able to
AppTyforlvledicaid. This yielded a causal estitrtate 11
of the effrct of'insurance coverage.j° (See the
Sttpplentetttarv Appendix for additional details.)

All analyses were t.rdiusted for the number of
househoid members on the lottery list because
selection was random, conditioaal on housFhold
size. Standard errors -were s-ltistered a,ccstrc3ing to
household to aa•cou:rt for intrahousc.hold correla-
tion. We fitted l:near probability models for bi-
nary outcomes. As sensitivity checks, we showed
thar oar results werv robust when the average snar-
gitaal effects from logistic regressions for billary
outcomes were estimated and when demographic

Charactteristic

FerrmaPesex

Age groupt

e 12,2295uroe;r Respondents.*

i.ottery
Contelis Winners
iltl-5842) . $N=63g7y( PVztue

ptrcent

56;4 56:4 0,60

] 3--34 yr 35:0 35.1

35-49yr 36.4 36.6

50-64yr 27:6 28.3

Race oretiinic p,roufiQ

Non-Hispanic

White 681 59,3

Biack 30.5 10.6

Other 14.8 24.8

4iispanie 27,2 17,0

fnterview conducted in Engtish 8$.2 SS.S

41.38

0,87

0.43

E1:68

0:52

t};97

0.82

0.74

Values for the control group (persons not selected fii the lottery) are weighted
means, and values for the iotYerywrnner group are regression-adjusted
w•ePgsrted means, P values are for iwo-tailed t-tests ofthe equaiityof the two
mea„s,

j Lc:tery witrr<ers were adults who were randomly selected in the lottery to be
able to apply for MedPcaid coverage:
The data on age are for the age ofthe resp©ndent at the time ofthe in-person
Interview. The sti:dy sampic was restricted to persons who were between 19 and
64 years of agP durirg the study ryeriod.
Race and ethnic group vrere self-reported. 7he eategories of non-Hispanic race
(white, blac&, and other) were nu: mutuaify eitciusive; respondents could report
as many races or ethnic groups as they w;sf,ed,

eharacterlsttcs tivcre inrluded as covariates (see half the participants were women, about a,guar_
the Supplementary A-ppend'Ix). All analyses were ter were 50 to 64 years of age (the oldest elz`gible
weighted for the sarnpling and fietd-collection age group), and about 70°lowere non-fiispanic
desigc'r, coanstruction of the weights is detailed in white. There were no significai'it differcnces be-
the Supptementarp Appendix. tween those selected in the lottery and those not

RHSCiS,3 E

$TuDY nOPEil.a'PIi2Ef

Characteristics of the respondents are shovsniia
Tabie 1. A total of 12,229 persons in the study
sample responded to the survey, for an effective
response rate nf 73ak. There were no sign3ficant
differences betwezn tltosc s;lected in the lottery
and thnse not selected with respect to the response
rates to ei[tler the full survey (0,28 percentage
pof nts higher in the group selected in the lottery,
P=0_86) or specific survey measures, each ofwfiich
had a response rate ofat least 37qo among people
who comp}eted any gart of the svrvey, )ust over

selected with respect to these characteriatics (F
statistic, 0,20; P-0:99) or to the wi:fc variety of
prerandomization and interview characteristics
eramined (see the Supplenrent,ary Ay,peftd2x),

CltNiCAl. A9'SASpkitS AND NEAf.7f14 0 tr7CCS;ttgS
Table 2 shows estimated effects ofXvledicaid cov-
erage on blood-pressure, total and lligl,-daasity
lipoprotein (T4DL) cholesterol, and glyeated he-
m.ogiobin levels and depression. II) the control
group, 30%ofthe sutvey respe,nrients had positive
screening results for dep:essiou, and we detected
elevated blood pressure in ]iioto, a it*gb total cho_
Iesteiiol level in 140/o, sird a glycated iiemoglobin
)evei of 6.5% or more (a diagnostic criterion for
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diabetes) in 591a.14fedic•aid coverage did not have Iit-g ear predicted ri,k did not change signifiaahtly
a signijrxcant effect nn measures of bloicid pres- witb Medicaid coverage (--0:21 percentage points;
sure, cholesterol, or glyeated hemoglobin. Fur- 95% CI, -1.5G to 1.15; Pm0.76).
ther analyses involving two prespecified sub-Vtje investigated whether Medicaid cmterage af-
groups - persons 50 to 64 years of age and fected the diagnosis of and use of medication for
those who reported receiving a diagnosis of dia- hypertertsion, hyrercholesterolemia, vr diabetes.
betes, hypertension, a high ehoiesteroi level, a Table 2 e;hmws diagnoses after the lottery and
heart attack, or congestive heart failiYre before current rnedication use. We found no effect of
the lottery (a1I of which were balanced across the Medicaid coverage on diagnoses after the lottery
two study groups) - showed similar results (see or on the tSse of inedic-auon for blood-pressure and
the Supplementary Appetldix), high r:holestero: levels. We did, however, finda

The predicted 10-year risk of cardiovascular greater probability oi receiving a diagnosis of
events was measured with the use of thei;ram- diabetes (3-?3 percentagepoints; 95% Cl, 1.9.3 to
ingham risk score, which estimates risk among 5.73; p<0.001) ar,d using medications for diabe-
persor►s ©Ider than 30 years of age according to tes (5.43 perccntage points; 95% Cl, 1.39to 9.48;
sex, age, levels nftota! chotesttro? and FIDL cho- Pr0.008). These are svbstantial increases from the
lesterol, blood pressure and use or UortusF of mean rates ofdiagnosis and medication use in the
blood-pressure medication, status with respect e0xitro1 group (1.1% and 6.4%, resrsectively).
to diabetes, and smoking status, with the pre- A positive resutt on screening for depre..,siort
dicted risk of a cardiovascu)ar event within 10 svas def raed as a score of 10 or niore on t'he
years ranging from less than 1% to 3001 11 The PFiQ-£ (which ranges from 0 to 24, with higher

tAean tlalties and P.bsalute Change in Clinical BAeasaares and Neai?h Outcorrtes with Medicaid Coverage.*

Phean Value ir, Change with Medicaid
3Tar'sxbte Control Gcauls Ctrverage (9s% C6) e P Value

Blood pre5sure

Systoiic. ;mm tigl 119.3t36.4 -0:5? (-i 4? to 1.93) U8

Diastoiic (rnni Hg) 76.0+ 12.1 -0.$1 (-2.65 to LfV.) 0,39

E(evated (%);c 16.3 - I-33 to 4.49) 0.65

Hypertension

biaxnos;s a£ter 4ottc+y (96)(ij 5.6 176 (-1.89 to 5.40) 0;34

Current use oFmedication for hypertertsion (%M 13.9 0.66 (-4 18 to 5.80) 0.80`

Cho9esterol.

Tota! (evei (mgJdl) 204LI-r34.0 7.20 1-3-44 to 7.34) 0.45

hign total level (°6) 14.1 -2.fi3 (-7.75 to 2.89) 0.37

ttD[. level (mg(d1J 47.6t13.I 0.83 (-'L31 to 2 98) 0.45

tov: HDi.level (//o) 29.0 -2.82 (-10.28to4.64) 0.46

Ftypertho'seaeroPern ia

t7iagnotis after lo!tetv (/jyw 6.1 2.39(-1.52to6.29) 0.23.

Currcr^t use of;re;dication for high ektolesterol(evef (%)`gI 8;5 3.80 (-0.75 to 8.35) 0.10

Gdycated hemogfocin

tevel (%) 53±0.6 0.0I (-0.09 to 0.3 1) 0.Y,2

teuei z6 31% 51 -0;93 (--4.4d tc 7-59) 0.61

Cliabetes

13iagnosis afte!ottcry 1.1 4 83 (1:93 to 5.73) e0002

Curren* use of ined,catior: for djabetes (96)Q^ 6.45;43 (1.39to 9.48), 0.608
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(dtssitins^! }

Varialxi^

Depression

Positive screening resutt

Diagnosis after lottevy (/)ij

Current useofnsedite.tior; for depression (%AI

Framingham risk score (0A)j¢

Overall

High-risk diagnosis

Age of 50-54 yr

Mean Ya(ue in Cfiange with iV4zdicaEd
Conttot Group £®verage (95go £dj? p Yalhirs

36.0 -9.15 (-16.70to-I,6G) 8.02

4,8 3.81(0:15Yo 7.46) 0.04

16.8 5.49 (-0.46 to 11.45) 0.07

$:2*7:5 -0.21 (-1.56 to 1.15) 0.76

11.Gt8.3 1.63 (-1.11 to 4.37) 0.24

13.9±8 2 -0.37 (-2.64 to 4.90) 0,75

^ f'ius--minus vatues are weighted rneans tSU. YJhere means are showrr-without standard devfaions, they are Evaighted
means. The effect of Medicaid coverage was estimatecl wi~" the useof tvro-Stage feast-scuares instrur«entaf-variable
regression All regressions vnclude indreators foi the rlumber of-household members on the lottery list, and aIl standard
error.<, were "c7usterc.d," or adiusted to afiov; for arbitrarr correction oferrorterms within trouseholds. f=orthebtodd-
p.sure r.;easures, aSf regress:ons also ir.cEudedcont=ols for age (withdummies for;ge decile) and sex, All analy;eswere a;eighted v, it^ the use of survey weightc -fhe sarnpic: size was all 12,275 surucy respondenis for all tneasurces ex-cept for the Frarr,ingham r's!c <core. F{()L denotes high-density lipoprotein.
Fo ariabies meaured as prrcentagts, the change is ezpre-ssed as percentage poirats.
Eiz ated blood pressure was defined as a.systofic pres<-u re of 140 mm i-1g or more and a diastolic pressure uf90 ntrn Hga more- -
This anaEysis was not prespecified.
A participnt was corrsidered to have received a diagnosis ofa eertain condition ;fter tl!e lottery ifhe or she reporteda firstdiagnosis after tAarch 200 (the start aftFe lottery): A participant who received a (liagnosis bekre MAarcf, 2008
wasnot considered to fiave P. diagnosis after the fot[ery;
A participant was considered to have received rnedfcation for the corrdicion if one or more of the medir.ations recordedduring ihe interview was classified as re!evant for that condition.
A high totaf cholesterol level was defined as 240 rng perderiliter (6.2 rnr'itof perliter) ofhigher. A Tow HrJp,tholes+er:c.! level was defned as less than ;D mg per decl!iter (1.03 mtnolper liter) There wasno separate measurcment of fow-
density lipoproteir, ccholesterol.

d^ A g!y-ated hemogiobin Pevel of b 3^i'^ or higher is a dragnostic criterton for diabetes:
^ p A fr sitive result orr screening for depression was ieti^ed as a score of 10 or higher on the Patienf Health Questionnaire $fâhnQ-Sj. Scores on the PHQ•& range from 0 to 24, with higberseores indicating mose symptoms of Cepression.;'

i-he framingham risk .=.coe was used to predict the 10-year cardiovasctiiar risk. G.is; scores were catcu!ated separately
for men and women on tFie basis of the folio'Mng variabfe;: aze, total cholesterol and NGL choEesteroi levels. mea-
sured ta7cod pressure r,nd use or nonuse ofrnedication for high blood pressure, current smoking atatus and status
with respect to a gl^ycated hen-iogbbir, level F>erningharr,disk scores, wlrich are calculated for persons 30
y€ars of age or older. range frorn 0-99 to 30%. Samptes size> for risSc scores were 952i participants overall, 3099 par-
ticipanl.s wth high-risk diagnoses, and 3372 part'rclpants with an age of50 to trt year<_. ,A high-rrsz diagnosis was de-fined as a diagnosis of diabetes. hyp.rt. nsion, hypercho!esterolernia, myr,cardial i nfarction, or congestlve heart failure
before the lottery (i.e., befoie March 2408);

scores iY1diCZr.fllgmore s}'YTSptE)T)7S of depYes310Ii). H£AtTH-REEAYE6) QIFC.d.3YVbF LiF€' P.rd D B4Aa3atL£55

Ithedicaid citverage resulted in a q absolute de- Table 3 shdws the effects of Medicaid coverape
CYe?Se'3n t^e rate of dej?:'esS47:8 cj^015 P,°rfentage- tirlhealtih2el2'el Cliialit3' E5i elie atit, 1t"JCl) of I1iip-
Poipts (95% Cl, -16.1 tc-, -2.60; 11=O.Et2), repre- girtess. P.iedieaid coverage led to an increase in
setitirg a relativereductian of 30,°o, Although the prop;lr<ioza t': peopfe who reported that their
there was no significant increascin the use of health vras the same or better as compared With
medication for depression,lvledicaid cover3ge their health 1 year previously (7.84 percentage
1edCca an absolute iricrease in the probability of points; 95°h CI, 1.45 to 14.23; I3 =4.d32). The phys-
reeeiving adiagnctsis of depression after the lot- icaf-companet;t and mentai-coraponent scores of
tetyof 3.81 percentage poittts (95% CI 0 0.15 to the heatti>,-reEateci quality of lifr measure are
7:46; P=0.04), representing a relative itzcrcase of based on differetit weighted r_on2binations of the
about 80%. eight questian battcry, earh ranges from 0 tt> 100,

>v eruet j>Y+€o 368;t& rteluf.oao Mav 2, aas3
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Mean Values and Absofute Change fn H^

Nasi.z6Ce

Health-related quality of tife

Heafth samc or better vs„1 yr earlier (%)

SF-B subscali.;F

Nlental-coanponer.t score

Physirai-component score

No pain or very rniid pa%r (%)

Very}tappy or pretty t:appy (Y-)

Mean Value in Charsge with Medicaid
Cmrtro! Group toverage (95% CII'i•

80.4

44.4t11.4

45,3t10.5

56:4

74:9

7:84 (1.45 to 14.23)

1,95 (0.03 to 31 .88)

1;20 (-0.54 to 2.93)

1.16(-6.94to926)

1.28(-5.85to8.21)

P Vafue

0.02

0.05

0.7$

0:74

* Plus-minus values are weighted means xS[]. Where means are shown without standard devlations, they are we(g5tez}
means. The efleet cf h4edreaid coverage was estimated with the use of two-stage least-souares in>trumenta!-var:able re-
gression. Afl regressions irmduried rr,diratars for the number of househeld rnembers ori the iottery Lst, and a!I standard er-
rors vrere c3ustered on F:ousehold. AII ar.alyses wereweightedvnth the use of survey weights- The sample yvas all 12,229
survey respondcnts.

t For ;ariabt , nneasured as percentages, tHe ehange Es ezpr_ssed as pe,centage points.
sc>res on t1te3Jedicai Outeomcs StudyB-{tem Shott-Form Fiea3tii Survey (St-b) range from Oto 100, withhigher subscale.
scores indicating hettvr sFtfreported health-retatedquali:y ntliEe. The scale i; normalized toyktd a rnean of 50 and a
standard deviation es 10 in the general U.S. population.

with higher scores corresponding to betterheaIth^
retated quality of life. Medicaid coverage Ied to
aFt increase of 1.95 points (95% CI, 0.03 to 3.88;
P=Q.05:) in the average score on the mental cesrn-
poneiit; ehe rr.agnitude ofimprovernenttivas ap-
proxitrtately one fifth ofthe zt2ndard deviation
of the rnental-c.ompottent score. lxie did not de-
tect a significantdiffetence in the quality of life
related to physical health or in sclfxeported lev-
els ofpain or happirless.

itf•1AWCIAL HARbS3-tiP . .. . . . . .

:ahle 4 shows that Medicaid coverage led to a
reduction in financial stxain from medicat ctrsts,
accntding to a m.amber of self reported measures.
In 1>articnlar, catastrophic: e.xpenditares, defined
2s out-of- pocket rned ical cxPectses exceeding 30%
of income; vve.re aearly eliminated. These ex

nd•}..,-; d rt 1-. 44

pital adrrsissiisr.s. '^^!e estimated that Meni: aid cr3v
etage increased annual medical spending (based
on measured use of preseription drugs, office
visits, visits to thc emergency department, and
hospital admissions) L,y $1,172, or about 35°fo rela-
tive to the spending in the control group. 7viedic--
nid coverage al4o led to increases in son,c pre-
ventive care and screening services, including
chni.esteroi screening (an increase of 14.57 per-
centage points; 9S"d) Cl, 7.09 to 22.4)4; 1^<0_f}01)
and improved perceived access to care, includirpg
a usual place of care (an increase of 23.75 per-
centage pt?ints; 95% Cl, 15.44 to 32.C16; Pet! Ot1I,).
l^le fourid no signi 7caret e^eet ofl^tedicaid cttqet^»
age on the probability that a person was a smirk-
er or obese.

DISt't-TSsiON
pe crease ,y^ e $ percentage poants; - - - - ------
(95% Gl, -8.26 to -0.69; P=0.02), a reIativere- This sttidy was based an more than 7.2,000 in-
duction of mEtre than Sf3%, person interviews conducted apprcoximately 2 years

after a lottery tliat randomly assigned areess to
KbO9ni7WAL 6tDYCqN,ES . . .. ." MediLaid fUr lovM-incC)me, abie-[?odied, uninsured

Table 5 shows the effects ofMndicaid coverage adalts - a grottp that comprises the majc-srityof
on healtl-r care utilization, spending on health persons wlio are new}y eli,gible for Me(licaid un-
care, preventivc• care, access to and quatiry of-c3re, der the 2014 expan,ion." The results confirm diat
.sinoking status, and ttbesity. Medicaid coverage Medicaid coverage increasr.d overall health care
resttlted in an increase ir, the number ofprescrip- ttt-ilizatirart, improved stiE=reported health, and te-
tion drugs reccived ::nd office visits made in the duced fitlancial strain; these findingsate consis-
previous year; wr- did not find significam chang- tent with previously publishea results laased en
es in visits to the czzt,vrgency department or hos- mail surveys conducted apptoximatety 1 year af-
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EFFECTS OF AAEDYCArIit3N CLTATYCAL OUTCOM$S

y^ean Values and ^ssolute Cfsangs in Flaganeial Ffardship evEth AAedicaid C^r,ragc-.^
---- ---

variable l^ear, Nalue in Glaarge va'sth iWeeficais!
Cantrol Group Coverage (95% LIJ ^ 6r'tlafcue

Any out•of-pocket spending (%) 58:8 -15.3G (-23.28 to - 7.32) <6.CHI2
Amount of out-of pocket spendrng {5) 552.St1219.5

--215.35 (-405.75 to -21,95) 0.03
Catastrophic ezpencfitures (%} r 5:5 -4.48 (-8.25 to -s?.69) 0,02
Any medit:af deht {;n)

56.$ -73.2k (--2159 to-4.96j p.^-iz
Borrowed mottey to pay biits ar skioped payment (;/) 24.4 -14_22 (--21.e2 to -7,43) -e0:001

* Plus-minus vatues are weig'ntcd r,earrs t$p. b9/here means are shown without 5tendard deyia.rons, they arc v.,eightedmeans, The effect or Medicaid cnverage was estimated with the use of two-sraQe lesst-squares enstrumental-vanable re-
gression. All regressions fnchsde rridieators for the number of household merrsben or, tfce lottery list, and ati starrdard
errors were clustered on household. All analyses were weighted with the use ofsurvey weights. The sample was all
12,229 survey respondents.

t for variables measured as percentages; the change is expressed as percentage points.
)' Persons with catastrophic expenditures had oui-of-pocket medical expenses that exceeded 30ri6 oftheir household income,

ter the Iottery,' lslith these new data, we fotrttd 2" year time frame.13-xr Nonetheless, our power
that increased healtfa c,3re utilization observed at to detect changes

in health was 9rmitgd by the2 ye.;r persisted, and ave present netti results on the relatively small numbers of patients with theseeffGcts of Medicaid covcrage on objectively ruea- conditions; indeed, the orrly co.aditimn in whichsured physical health, depression, condition-spe- we detected impt(avemearrs was depression,
cific treatments, and other crutcoumes ofinterest. which was by far the most prevaler,t of the fourMedicaid covexale had no significant effect on conditions examined. The 95% confadence inter-the prevalence or dia.gnosis of hypertension or vals for at3iany of the cstimates of effects ®n in-
high cholesterol levels or oaz tlae use of inedica- dividual physical health measures were widetion for these conciitions. It increased the prob- enough to include chatrges that would be consid-ability of a diagnosis of diabetcs and the use of ered clinically signific:c{nt- such as a 7J6rp,sr
medication for diabetes, but it had no significant centage-point reduction in the pre-valenc.e of hy-eff'ect on the prevalence of ;.rrcasured glycated he- pertensiort. Mctreover, although vve did r,oi findmoglobin levels of b,5%a or higher. .yleciizaid a sigriiitcant chaatge i:z glyeated I,emUglobin Iep-
eove age led to a substantial rcduction in the risk els, the point estimate of the decrease we ob-
of a positive screening result for depression. This sen^ed is consistent with that which veould be
patte:n of findings with respect to clinically eapected on thc ba,is of our estimated increase
r4teasurcd he.al:h -- aat inrproverncrit in metizai in the use or"rnedicatiQn for diabetes, i'he r.lini-
healt}a but not in physical health (Table 2' - cat-trial literature indicates that the use of crral
was mirrored in the setfreportzd health rae-a- medicatiota for diabetes reduc•e<,; the glycated
sures, with irr,provernents cencentrztrd in mental hemctgfobin level by an average of I percentagerather thanphysica7 heatd, (Table 3), The improve- point Within as sflort a time as 6 months.'`I'bis
ments appear to he specific to tlepression and estitnate from the clinicaf literature suggestsmental health measures, Medicaid coverage did that the 5.4pcrcentage-peaint ir,crease in tlae usenot appearto lead to an iatcrease in self-reported of rriedication for diabetes in stt:r cohort would
happ'sness, zrvhiclt is arguably a nzstre gere:a? n;ca- decrease the average glycatecE hernaglobin level
sure of overall subiective well-bein,g. in the study populatiosa by dJ,ttS percentage- point^>,

Hypertensiern, high cholesterol levels, diabe- wh:c•1-a is well wi.thir our 95% confidence inter-tes;and depression are only a subgroup of the set vaI. Eeyond issues ofEiasver, the cffects rrfMedicaid
ofliealth ot?;tcon_-es potentially affected by AAed- cover.age may be limited by the muhiplc- sources
icaid coverage. We chose these conditions becarse of siippage in the connection bet+,veen ir^surarleethey are important contributors to morbidity and coverage and obsen-able improvemerats in our
mortality, feasibic to measure, prevalent in the health srtetr:es; these potential sources of slip-
low-income population in our study, and p4a.usi. page include access to care, diaguosis

of under-
bty modifiable by effective treatment within a lying conditions, preseription ofalipropriate ttted-
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%

Mean 9/aEues and Absolut.e Char.ge ir, }feaith Care tlliliration anti5pehding„ PreveqtiveCasre;Access
to and Quaf"rty ofCare, ard $rnoleingartd Obesity with 6+&ecFicai$ Coveragg,*

t+aiiabfe

Uti#iiation (no. ofs•isits or medication5)

Curnentpre;criptlon dr'^gs

rJff}te visits in past ]Z mo

Outpatient surgery in past J2 rnca

Ernergency department vi<its in past 12 mo

hlaspaa! admissions in past 12 mo

cstirmate of annuai health rare spenciirtif (S) ^,

Preventive cvre in past 12r»o (%)

Cholesterol-Eevel screening

fecat occult•b[ood test in persons >50yr

Colonoscopy in persons a50 yr

Huslrot irr persons <50 yr

papan.ir_olao!r smear in women

h4ammography in women 1.50 yr

f'SA test in rcren z50 yr

Percrived access to and qsa!ity ofcare (9^*)

Had a usual p,ace o1-care

keceived aEl reeded care in past 17 roo

I Care was of high quality, if rec.eived, in past 12 mo

Smoking status and obesity (%)

C!arrent s+noker

Obese

tirtean Yalae in G4finge with Aitodfieafdd
Controt Grvup Coverage (95% c!rt P Yalaae

1.8*2.8 0:66 (0.21 to 1.11) 0.004

S:St11.6 2.70 (0.91 tn 4.49) 0,003

ft-Tt0:4 0.03 (--0.03 to 0.09) 0:28

;..0s2.f+ 0.09 (--0.23 to 0.42) 0.57

0.2^0.6 0:0; (--0.03 to 0.17) 0.17

3,2573 1,171,63 (7.99.35to2,143.92) 0.019

27 2 14 57 (7.09 tn 2204) <0.95)3

19.' 1.26 (-9.44 to 11 96) O.L'"[

10.4 4.19 (-4.25 to 1?.62) 033

35.5 -5.74 (-14.31 to 7.83) 0,41

449 14 44 (2.64 to 26 24) 0016

2R:9 29.67 (11.96to 47.37) 0,001

21.4 19118 (1.14 to 37 21) 0.037

46.1 23.75 (15.44 to 32.06) <0.001

61.0 11.43 (3.62 to 19.24) 0.004

784 9.85 (2.71 to 17.00) 0,007

42.8 5.58 (-2.54 so 1 3 70) ; A,1$

41.5 0 39 (-7.89 to E.67) 0.93

P4us-rrunus ro•aEues areweighted rneans tSt). l>tirhere rncans ere shown ediihout standard deviations, they are weighted
s>.eens. The eM:;:t of Medicaid coverage was e^timated with the use of b.vo-stade Ecast-squares instrurnental-„ariable re•
gress-son. AiE regressions include indicators for the number ojhor3sehold members on the lottery list, and all standard
errors were ciustered on house!-:old. All analyses were weightEd with the use of surrey weights. The sample sizs wes all
12,229 s.urvy rer.pa^^dentc sar some prevention measures, the sample ujas Grnited to the 3334 survey respondents 4v}tp
vrcm at ?ca<t 50 years ofage, the 1864 fernafe survey respondents who were at least 50 years of ao , or the 1509 rrmale snr^
veyrespondents who were at least SCt yeers of age- The samoie for quaiity of care was limited to the 9694 survey respon
uents who re.ceived care in the previous :2 n:;>rnhs. PSA denotes prost :e-speciflc antlgen,

(•for variables rneasured as percer.tages, thc: r.r;an,ge i.<, expressed as percentage points.
>:Annuai <_pending was caicuiated by muitiplying the rnarnbers of prescription drugs, cfiice v'sit.s, visits to the emergency

tiepartment, and hospitai admfssions by tht- estimated cost of each. See the 5upp'ementary Appendix fer details

icatto[ls, eoinpiia.ilce with IecEt151mendrltionE, arHi Fratninglrnni risk score as a sULttII18TyrneasuTe.

ef+^ectiveness of treaCmerit in in7p.aviatg }teaith.'' This aItowed tts to reject a decrease ofmore than
Anticipatinf; limitations in st.atistical power, we 20% in the predictc-d 10-year cardiovascular risk

pre pecified artafyse.s of suttgratâps in w,tir.h cf or a dececase of'more than 1U°lo in predicted risk
fects might be stronger, inciuding the near-etderiy a-nvng the participants with high-risk t.liagnoses
and pcrsuns svho reported having receive-I a di- befilre ttac ltitterf. Our res'u)ts were thus consis-:
aguosis of diahetes, hypertension, a high chuies- tc:rzt with at bcst limited i mprovetneni:: in these
tera) level, a heart attack.., or congestive heart partictilar dirner,:idons of physical health over
failufe before the lottery. V+/e did not fitid sig- this time period, in contrastivith thesubstintial
nificant changes in any of these subgroups. To imprmentent irt mental hea)th.
try to imprnve statistical power, we used the Although changes in health status are clfgreat
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EFFECTS OF M£IiICA1D..t1N CI,INICAL OUTCOMES

interest, they are not the only important poten-
tiat benefit ofexpaiaded hea.Ith 'wsurance caver-
age. Health insurance is a financial peaduct that
is aimed at providinp financial security by prcr-
Iecring g;copte from catastrophic health care ex-
penses if they tiecotre injured or sick (and enstrr-
Ircg that the providers vvho see tiZetn are paid). In
our study, Medicaid coverage almost coml Iete.y
elim.inated catastrophic aut o€pocket naedical
expenditttres.

Our estimates of the effect of Medicaid cover-
age onhealth, health care utilization, and 6'nan-
cial strain apply to able-bpdied, anirtsarec3 adults
with incomes beiow 100% of the federal poverty
level who express interest in insurance coverage
- a population of considerable interest for
health care policy, given the planned expansion
of iVtedicaid. The Patient Protection and Afford-
able Care Act of 2010 aldotivs states to extend
Medicaid eligibility to all adults with inconies of
up to 138°k, of the federal poverty level. However,
there are several important limits to the general-
izability of our fiitdings. First, the lorv-incoane
uninsured population in Oregoni differs from
the overall population in the United States in
some respects, such as the proportions of per-
sons who are members of rrcial 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 affe`ted their cover-
age status; in the Supplementary Appendix we
provide some additional detaits on tlzc claaracter-
istics of this group. Medicaid coverage may have
different effects for pcrsons E^vho seek insttrance f
through the lottery tlian for the general popula- i
Citin affec'ted by coverage n7aErdates_ I'or exaznple,
persons who sigrred up fox the ;ottery F.uay have
expected a greater heaittr benefrt from insiarance s
coverage than those who did not sign up. of
course, most estimates suggest imperfect (and n
selective) Medicaici take-up iates even ttsider inan

1. Lurie N, Ward NB, Shapiro MP, Brook
R.H. 1'ernmination froin ivYedi-C,al - cloes
it affect fiealtlk? N Eng1; Med 1984;311:
480-4.
2. Lurie A; Ward NB, Shapiro N1F, Ga1-
dego C, Vaghaiwalla R, Brook RH. Termi-
ttation of N1edi-Ca1 benefrts: a follow-srp
study one year Iater. N Fng1 j Med 2986;
314:1266-8.
3. Sommers BD, Ba'tcker K, Epstein AM.

date's.s$ Thh, the newly insured participants in
our study constituted asmall share of allunin-
sttred C?regon residents, limiting the systeiaa=level
effec•ts that insuring them might generate, such
as strains ott pzovider capacity or isavestlrlent in
iafras.tr3rr_ture., gnni^tty, we exarnined outcomes
in peoP`:' y^ll:a^ gained an average of 27 n•,anths
of coverage ( those insuredthrovgn the lottery
ivere not necessarity covered for the encire study
period); tlie effGcts of insurauee in the longer
ruu tnav differ. ^

fsesnFte these llrnitaf:tons, our study lrcovides
evic^erSce of the effects of expandirg Medicaid to
lra^r,incon-te mdults on the basis of a randomized
design, which is rarely available in the evaluation
of social insurance programs. We found that in-
surance led. to increased access to and utilization
of health care, substantial improvements in men-
tal health, and reductions in flnancial strain, but
we did not observe reductions in measured
blood-pressure, chrtfesterol,or glycated hemoglo-
bin levels.

The findings and conclusions expressed in this artasfe arc
solely those of the authors and do not neeessari)y representthe
views of the fitndcrs.
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Northeast O"tio Medicaid Expansivii Coalition

Medgcaid txparssissn: Reduce Uninsured and Provide Coverage to OhioVeterans

Thousands of Ohio veterans-and their families---copld gain health insurance and improve their
health and weit-being if the state makes the right decision to move forward with the Medicaid
expansion now under consideration in Columbus.

Despite having put their hea{th and lives at risk while :serving in the armed forces, 1.3 miltion
U.S. veterans--including 52,030 in Ohio-lack health insurance. hlationaily, almost half of these
veterans would qualify for coverage if all states expand Medicaid e9igibility, 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 to 26,000 Ohio veterans without insurance coulrl
qualify for Medicaid coverage if the state expands. Their spouses could gain needed coverage
as well.

Category

Uninsured Veterans

Uninsured Family Members of
Veterans

Veterans w/ VA Coverage Alone

Nurnber

52,000

35,000

37,00t7

Newly Qualified for Medicaid°`

asa%

35.5%

51.9%

- -- -_ ,^J

Most people believe that veterans can receive health care through the lIS Department of
Veterans Affairs (VA), however that is not the case. Only about 37percent of the co€antry's more
than 22 million veterans' receive health coverage through the lfA. Not adl veterans can receive
these benefits. Eligibility is determined by active duty status, condition of discharge, length of
senrice, incomelevel and other factors. Only in limited circumstances are veterans' spouses
and families able to access VA health care.

Veterans without health insurance often have medicaf problems, many of which go eantreated.
One in three uninsured veterans report having at least one chronic health condition.
Roughly 15 percent report being in on(y fair or poor healtfi.

More than 15 percent face significant physicaf; mental or emotional problems.
Over 40 percentrepert having unmet medical needs.

^ Roughly one third of uninsured veterans have delayed seeking needed health care due
to cost.

Jennifer Haley and Genevieve M. Kenney, "Uninsured Vetera;ns arx! FamRty Members"Who Are'rhey arid where Do
They Live?,"Urban fnstitute, May 2012,

Kenneth W. KizBr, "Veterans and the Affordable Care Act;" Journal of the Rmerlcan Medical Assoclation (f-ebruary22,2012), pp 789-790.
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Analysis of the 200$-2€tltt r4tneriean Community s^nrvey
(ACS) ittdreates that 535,000 uninsured veterans and 174,000
uninsured spouses afveterans--or four in 10 unrnsused veteraus
and one in four uninsurnd spotrses-l ave ncornes below 138
peJ-eent of t:t-ie fedcral poverty level (FPL) and could clualsfy for
Iv'edicaid or new subsidies for coverage uneicr dae Affordable
Care Act (ACA). svlost a£these tsraynsured-414,000 veterans ahd
113,000spr ascs-h .ve rncpmes below 100percent of PPL, and
will therefore only have new coverage options under the ACA

Wf rid';i:c-ftn

rr theu state expands 14iedicaid. However, fewer tharr U f:ivc in
.'ztes '-n which t-he govexnor supports their state participating in
the expansion, while then:ajority liv;. in states t}iat have c}zase.z
not tGexpand Medicaid orhai-c rrot yet decided whether to
expand. The extent to wtich ar:ir.sarcd veterans and tneir farnily
members with ineomes below t} e FPL will have access to new
coverage options under tlte 11CA will depend on whether tlrey
live in a state that adopts the M.dicaid expansion.

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

The ACA of 2010 includes a Medicaid
expansion, new heatth instirartce
exchan.t,es and subsidies for coverage,
and an individual mandate; all ofwhich
are designed to reduce the number of --- -' •° ..•- -k-C1 1rg a suosiantsat
individualswho lack health insurance Veterans often have distinc t health care ehEibility expansion in most states.

caverage. Aecording3o estimates from needs and health insurarxe aptions. V'Iii1e
While the Medicaid expansion and

the Congressional Budget Office, fuEl health care t-hrotagh thc 1-lepartment of
treterans Affairs other coverage provisions in the ACA

implementation ofthe ACA, inciuding the (V`?) is availab l e to znany
were not designed sperifically to targe#

Medicaid expansion,ivould c-atrn hel£the veterans, pnor!ty and ;3ccess are based or3
sczz^ice-related disabilities, incorne level, uninsured veterans or their familie.<. and

number of uninsuredin the nation.' At tl^is 5 would not change the VFis health careand otLcr fartnrs. I7^is rr,ean< tbat rnanpoint, however, it is not clear how rnany y system,8 they offer new coverage ol-^coii5iow-jncutne vEieians ate c^igjh.e for VAstates will choose tc; expand iVledacaid, toveterans and their famrlies 9 }n stateswbieh became a state of'tic,n in 20I2, heaIZh care, but lacB_ oE f;rosimity to VAJune natexpanding Medicaiit, those with
While governors in 25 states so fas liave faciliti s o: lark of kiaowlcdge that VA

care is available could keeh st:me elig^ble incomes of 100 to 138 persent ofFl'Lsaid they support their ata,te panicipa~,ing ^ could qualify for erechange
subsidies if

in the vetexans from enrolEing. A-v'}zife t}je VAexpansion, 14 have indicated they thepda not hzve access te ahdabSe
op^ose participat ng, and the remaining

provides healih carr. for cenain eligible or
benefi6zries oCvetcrans, VA cure is not an

employer-sponsorcd insirance (FSE),
bave notmade a brm commitment one but indnidua;s with incomes below 100way or the otber z option for oth-'r wrir2sured family members

ereer;t of d 31, would zzot bc eligibleofi%eterans.6 Cowerage
's?edicaid or for subsidies for exchange cdverage. °A nurriber of studies have examined the theChildren'sHealth Insarancel'rogrartt

cost and coverage srnplicauons nf statc (CHIP) is currently rvailabie to sorAe
In our prior research, we fou nd that neartqdecisions to adopt th: ACA Medicaid veteians and fauarly mernbers i4-ho have halfof uninsured veterans and about aexpattsion.' 1n this brief, we esa:nine the IoCVineomes, butMcdicard cligibil ty third of their family nienibers had incomesnumber of u:3insured vetera qs and family foradults is quite limited in rriost states, below 138 percent, of FPL, and thus wouldmembers natiranvvide, and assess--both the median income eligibility level for be eligible forlbledicaid coveragc under the

national2y and in each state-how many paretits is just 61 percent of PPL., and A.CA:if their state werc to e>,pand." In this
uninsured veterans and their spouses could only nine states offer comprehensive brief, we presenrirpdated rsational estimates
gain Medicaid coverage under thc ACA. Medicaid coverage to nondisab3ed, of the number of uninsurc•d veterans andThis analysis builds on tiur prior iesearch, non-pregnant adults without dependeait family members

in varions incor.le groups,which found that over a million nonelderly cbitdren.' Under the ACA, Medicaid and eXamine the number of vete.ans and

;ioyat lY'3o;3 )o!rtisou pdurrdatioxi i, 7 i ^ s 1{ C^ t 1 ;<< G F

veterans-o,i one in 10 veteerans under age
65-and nearly a milIion of their farnily
members lacked health insuraricc coverage
nationwide;4
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their spouscj in each statc who could enroll
in Medicaid under thc AC-A.

Dwtii^, ^^^ ^effind;r
Data Souree. These estimates are derived
fron; tlze ."iCS, ar anr3ual survey fielded
by the U.S. Census f:ureau.'- T'he ACS
inehides a sample frcem each county in the

nation a..d uses a tnixed-mode approach
to achieve a respoase satcof 98 percent:'j

We comhinc the 2008, 2009, anc 20i0
samples for a total of approximately 35,000
unirisured veterans and 29,000 unssured
family mearbers.

Mentif'"piom of $'eterearRs arrZ neir

frsmilr.ll^eanbers. Nonclderly veterans
are identi:ied as those ages 19 to 64wbo
had ever served on active duts bt:t are
no longer- serving. 3done:deniy spouses of
veterans are those ages 19 to 64 who are not
veterans,but who live in a household with
a 19- to 64-year-old veteran who is their
spouse; chifdren of veterans are those age
18 or yaanger who live in a household
with a 19-to 64-year-old veteran v;ho is
their biological parent, adoptive pacetit,
or stepparent'"

Fderalifitrrction eflrtsrerurue Statas.
R;espondents identified coverage of each
individual in their households by the
following types of hea.lth iaistrrasrce or
health plaria at the time of the survey:

a, Trfsutanee through a current or fortner

employer or uniori (of this pc=son or

another farr ily rnesnber);

b. Insnrance purchased directly from an
rnsL7ance company (by this person or
anotherfamily rr,ember);

c. Medicare, for people 65 or otde , or
people with certairi disabilities;

d. l^led.ca:d, ;v, c':o-zl Assistatxce, or a:iy
kind of governrnent-assistance plan for
those with low incomes or a disability;

e. TRJCARE or other militairq heatth care;

f. VA (including those who have ever used
or enrofled for VA health eare);

g. Indian I-[ealth Service, and

h. Any other type of health insurance or
health coverage plan (respondents are
asked to spec'rfy).

Mzrltiple types of coverage can be identifi
fo, each peraon, and peotrle identified as

not having coverage under categorie,s a

through f(or recoded to anoehcr category

fro!r, the vnite-in opiion, category h) are
considered u*tinsured.t5 T?ius, we classify

vererans as uninsured if :I-:cy report
neither using 'lfA services 1101 having

tc+mprehc-rrs.ive health irtsurar.ce coverage.

Although some uninsured veterans could

qualify for VA health services, the availabl

data do siot indicate how many uniusrrred
veterans could enroll in the VA hcaltl; care

system orlive neai a VA health care faciltty
Yior why thcy do not report asing ti:S care.

Following prior research, vetetans repc,rti r,

onlyVVA coverage are consideied insur:d."

(Although veterans enrolled in VA hea)th

care receive services tlirough the Veterans

Health Adnvnistration, we refer to rhis as

VA coverage to remain consistent with the

term used in the ACS questionnaire.)

:XrdeKte"fic^stian ofCncovvee Grqaaps. Incoine
is categorized based on how itwilt be
calculated trnder the ACA, defined as the
ratio ofmodified adjusted Kross income
(MAGI) relative to the poverty guidelirres.
We examine three income groups based on
their potential eligibility for iv,cdicaid or

other subsidized coverage under clte AGA:
(1) thUSe b^°1o«-1 ^)0 percent of FPL who

would b: el:ghle for D,fedicai,_ coverage

llntler the ACI: if their state erpands

R?e^iicaid, but would not be elig:ble for

excizal^ge subsidies if ^heir state dots trot

par±-cipare in 2tie er.pansion; (2) those

heh,^ecn 1G^O perccrit and 138 perccnt

of FPL, who would ;?Iso be eligible for

Medieard ccrverage under tlie ACA if their

stateexpa;rds, but who would be el•,gible

for exchange subsidies if their sta;e does

notes_pand Medicaid, and they do.not

1^ave access va a+forrlable h'Sl; ar,d (3) those
abov_ :3;' }:^ct.:cr,: of FPL.''

Sda.t€ ì +^e^ris^rid ^zirrsrairfta ^Ptetus. In
a.ddition to presenting esttmateaof
uninsured veterans and their spouses in
each state, we categorize states into three
groups accnrd .zg tc, tlreir gouernors' stated
plan as of February 26, 2013, to expand
2^ledica'td in 2014: ( 1) the 25 states whose
governors liave announced they support
partfcipating in tcje P,iedieaid expansiori;
(2) the 14 states %,,hose govemorshave
announced they oppose participating in

the Medicaid eapansion, arid (3) tl}e
12 state,s whose governors have rot made
a f!rn corrrrritment.13

i9rlr/itima.rl.^1`rsrrfyss.a,l^re also present
findings on access to care diffsreuce.s
hct^^een uninsured and insured veterens
and far.nily members of e11 income groups
trsinE anatherdata saurce. the 2009 and
2010 National Health .lruerviex^ Survey
(iVI-IIS). Details on these measures are

e available in a prior report.'y

I+Iurm.kr,r of^L'niarsrsreat' iTe.ter'<asrs aurl
1;csrcilj, 3ler.zSen, Table I presents the
nurr,ber of un:nsurcd veterans and fatnily

nte;nbers overall and by i ncome group.
Nationa4, t'se;c are 1.3 irsillion uninsured
nonelderly veterans, While veterans
are less likely to be uninsured than the

population as a whole, approxirraately one
in 10 veterans in the nation lacks coverage
(data not shown).'e Nearly one•tlrird of
these uninsured veterans, or 4I4;000; have
incomes below 100 perceni ofFPL, another
121,000 are between 100 percent and 1:38
percent of FPL, and the remainder are

above 138 percent of FPL. Therefore, more
than four in 10---or an estimated535,000
uninsured veter-s--.ra`ie incoznes below
13E percent of FPL ana could tre eligible
forMediCaici underthe ACA if their state
parti ipates in the Medicaid expansion.
This isin line w:th estimates for the

}>opir'atiort as a whole, wh'rchiridieate that
almostlrali of all nor,elderly uninsured
have incon3es below 138 percent bfFPL
and could qualify rot 14Yecticaid under the
ACA ZJ The ]dledicaid expansior: constitute&
a ss.ibstantial incre_se in iv;edicaid eligibility
for urrinsurc..i veteraas since only an
estinia>:ed one. ia ] h uninsured veterans
could qn {:iiy. foc Iv'edicaid under current
eligibility n.iles (data rtot shown) zc 6Jf the
half-million uninsured veterans w110 would
be potentially Aledicaid eligible under th.e

ACA, three-quarters have incornes below

100percecit of fpL aad would no: q;:alzfy
for exchangc subsidics.if their state does
not expand Medicaid,

Of the 645,000 uninsured spouses of
veterans, 113,000 are below the FPL and
another 61,000 have incomes between 100
percent and 138 percent af FI'I, indicating

_ _ _ ^ TitrzetyknaVyS, . c, . ,•.a;ec^a;.. €{^;.^irt-s P¢sts`ei. ksa;,r^ ^
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that more than one-quarter coulii quafify in one of the 14 states comimitted to not
for expanded Medicaid ur der ;he AC:t -- expanding Medicaid, and 74;000 are in

much higher thar, the estimated 9pereent one of t1-ie 12 states that are undecided.

who are ehgibte undercorrent roles (data together, an estimated 218,000 uninsured
not si,own). Two-thirds of veterans' sponses veterans with incoxnes below 100 percent

tvho cou.d qualify for expanded Jvledicaid, of the FPL-or 53 percent of t13e nation's
uncler the ACA would not beeligible for poor uninsured veterans-are in atates that
exchange subsidies should their state not may not expand their Medicaid proL;ratns,
expand 14Sedt`caid, and since:most spouses and thus would not qualii yiar arry rtt'w
of veterans likely do not quadifv forVA. subsidies for coverage ;rnder the ACA if
coverage, most would sior have other public their states choose not to expand Medicaid

or newly subsidized coveragc options. An additiona166,00U veterans with irtcom

An additior21318,(tpb children of veterans between 100 perccnt and 138 percent of

are uninsured- Because Medica:id/CF-1T'i' FPL in states in which the govemor oppose

eligibility fo.* cl,ildren is moec cxpansive the expansion or are vndecided could
thanit is for adult.s, a m.tch l arger s,k,are oY' qualify for Tvierlicaid ii their states choase

these cltiidren are: rurrer tiy eligible; and to er.pand, but would only have access to

their eligibility is not det:endent on states' exchange subs:dies in the absence of an

decisions regardirrg thc Medicaid expansion expansron.
under the ACA.r^

Uni^y^rS^^,^^f^^,¢m
As with

6'4sraciora^4rrun 9t^afesrtndStuge the veterans then3selves, uninsured spouses
T.rroryt?itugs. 2able 2 pre ^ents estimates of of veterans in thcse in<onte groups are
veterans ita tl:ese income g;o.sps across ^'oncentrated in cettain largc statcs (Table
states. Seven states (Ca1t+^c,rr: a, Ftoiida,3).^n addition, ofthe113,00D poor
Geo-s;ia, Michigan, 1`dc,rth i aro'in.a, Chir , t7oinstired spouses ofveterafls, 64,000 arc
and Texas) arc honre to 43 percent of sll rfr states'whose admirtistrations oppose
po0runin.sured v,eterans, or more tlsan participatittg in the Ivledicaid rxparsion Ur
175,040 uriinsured veterans. h:ac7i of theYearc rzrideci•3ed abant wTtether, to participate,
states has more than 15,0C0 poer uninsured and an additional 35,000 with incomes
veterans; GalifUrnia, frlc)rida, and Texvs between 100 percent arid 138 percent of
each have inb-e tlzan 3rJ,0(3t) urilfzsurcd F2'I. are in these .state<,z5 I},us, a majori^ty
veterans with inc:omes in tiiis rar^ge: /sn ofveteTans' spouses who cottld qualify for
additional 51,000 ^eterans Letween 100 expanded Medicaid cov::rage under the
percent and 138 percent of.kPL live in ACA iive in 5tate_ that may not expand,
these seven states. and, as is the case foithe uninsured

When we categorize states accordingto po^latxon as a w1IoL,,zi most ofthese are
their su below lOQ pereent of FPI.:arad thereforegovernors' pportfo, or opposition tiyould

have no new eovcr:age options underto, the ACA Medicaid expansion; we find the ACAif their states do tio> expand,that 196,000 uninsured veterans below
100 percent of FI'L arc in one of the 25 Acciss teP Gorr. According to the 2009
states whose govemors have committed and 2010 NHTS, uninsurance among
to erpanding lvledicaid,whi{e 144,000 are veterans and their family members ata11

income levels is associatedwith greater
pioblems accessinghealth care (I'able 4).

At1 For instance, among uninsured vetera;as,
41.2 perce3st reported they had u: met
health nccds in the prior year, eornpa;ed
with just 12.7 percent of insured veterans,
One-tltird of v.ninsured veterar,s (33.7

percent) had delayed care due to cost,

compared with just 8.4 percent of insured
veterans: The same patterns b;etd t:uc for
veterans' uri.insured t^amily members, with

es 54,8 percent reporting unmet needs, and

44:1 percr.tit delayiiig care d:te to cost-

a signif:cand y higher tha.n asnong insured
famity members ofveterarts.

Nauonally, an estimated 535,000 uninsured

veterans havc incomes below ; 3E percent of
FPL andeould quali4- for co crage under-

t1zeAC. <t, if tlttcir state expands Mcdiceid.

Three-quarters of t.}zese-ovez 400,000-Izave

incomes belmv I00 pe_rcent ofFl'L and

would not be Cligb;e for trew excnange
spbsidies; that&totrp wil; qualif for aevr
coverage options under t,he ACA only if

their state expar^ds Medicaid. i-Iowes,cr,

cwerhalf of these unins xredvetera.ns live
in states in wh:,h the governors have

indicated that they are not intenditrig to
expaltd Medicaid in 2014 or are uncfecided
about whether to expand, If all states ^vcrc

to expand Medicaid under the AGA, four
in 10 uninsured veterans and one in four
uninsured spouses ofveterans could gain
Pvledica.d coverage.

Beyond the Medicaid expansion, the
healEh insurance coverage and health care
access of veterasis will likely Ec affected
by otherpolicy changes in the cu:ning
years. In pazticular, the :nrplementatiora
of otherAClt tlrovisions--such as the "no

.., _ _ _.

, _ . ..
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ss greacerman ao percerd otthe estimate and shouid be interyreted mihca rt on, ACA Madtoeid uuar^ro,a wrcna Jy to 64-}rar o!d veteran who is their spouse. k indisates the standard arrorgovernors' sfated pasitiohs on paAlGpation tn fheACA Metl7catd expansion. exAansion grcua ara der' ed from TheAd^dsory BoaN CompanY Ob.26, 2013) and Wwate

Source: 9ased on 2008-2040A,merkap Comntuntty Survey data irnm the tntegrrated Vubtic Use M aadata Sart¢s: Ebt mates tefleef ad6ltional U ban tnstitWe ad^os4me itslo coverage status:



^ °sRtY ECy -^ ^^G a^ : r ^ E Es?.^f v?f.`Fw^ ^.3^^Ff^.S so'd# ^ "^fti t ^;

ltrsy ftrznset {F17:,-1e.jfaRNealtlp fdeeds q 1 2%

_ e,,;nsaroa Ins'urea^ ^ ^^- ---.unPnauresf _ ^ taswe

127n ^ ^f^ ^ 54.R%^^

'tlBtayed cdae dce ta CGSt . . . . . . . . . . ^3 7}y •• 8.4'5

Motes:Bas.,^dentfie2009and2(i1QNationalHealfErolrttetvdeatStnvey.Ipdiptarsfasupmeirtee dszmtd?Ly. dr,z•crefertoprohtem&inatcessovertftey8St12f.Wp91s:
indrates kiat tlm insiree perceMaga fs aignff'wenlty dittiient frarm ttt¢ watuwtd V. reee!a.9P a' the Qd1# ievet.

wrong door¢ policy, wherebyy applications
to Medicaid, CHIT; or exchange coverage
can be screened for a variety of health
insurance programs; tbe iridividual
mandate; and thense. oftrained navigators
to assist individuals who arc seeking health
insurance coverage-could affect veterans'
enrollment in VA services by itrcreasirig
t.heir awareness of and interest in ;'A.
services and making it easier to enrnlP
The inclusion of screening qucstions about
veteran status on tvJedicaidlexc`r:ange
apphcations a:id the use of data matches
to identify vnd enroll eligible veterans
could increase take°up of coverage among
veteranO It reruaitas to be seen the extent
to which uninsured veterans would seek
coverage tlirough Medicaid, the VA, or
other optioizs under#he ACA, and wfrether
and ho^w this will vary across states.

It is possible that some veterans now
enrolled in VA catewill also enroll in
Medicaid and use care througb Medicaid'xn
addition to or insei°ad of VA providers.z' It
is cominon for 4A users to have other
sources of coverage,^, and while concerns
have been rais;:d ar out care coordination
and corscinuity of care fo; veteians with
dual coverage,3° having both Medicaid and
VA care cc,uld pi otn otc g*eater provider

eh,oiec and convenirnce ;or -vete:zatls.

harticipation ir: Ivlcdicaid could increase

azcess tn care, par;iculadyfor those in

more remotc arcas arit,iont a VA facility

nearby. At the sarnc time, being in ti,e trA

system couldconnect vetezans wiri: other
betzefits, such as job placement services,
educational assistance, and housing

assistance, and increase the likelihood that

their care meets tlteirparticular needs, Those with f mily inc®mes between
particularly related to mental and 160 perccnt and f 3Rpercent of pPL; in
behavioral health services. The VA is states without a Medicaid expansion,

currently expioring how tohelp vcterans as well as some of those with incomes
stzecessfully aiavigate t)re clianging't,ealth above 138 percent ofFFL, could qi3alify
care landscape under the AC A," Given the for subsidies for coverage in rzcw } ealtlF
uncertainty around how demand for Y!A irsurance e;:changes. However, caigi6i]ity

services could ehangeunder the ACA atid would bc conditional on not ha-ving aceess

the likelihood that the sbarc of yeterans to affordabie r.SI, which is deained as

with dual coverage niight grow; it will be having at of^^r of coverage for thc worker
important to assess the cxtcnt to which VA that costs less than 9,5 percent of family
provider supply meetsthe demand forcare, income, even if the cost of family cove,rap,e
and to ia:1plemcnt efforts to reduce _ is higher.'1'hus, even among vcterans and
fragmentation of care among veterans their family niembers who coild qnaltfq
enrolled in both 'VAand other coverage, for subsidized covuage, some could
sucn as elcctronie medical records sharing,32 renaain uninstued if they eanr.ot affUrd

the available ES? for themselces or theirVA care is not an option for
most faniilies: In addition, exchange coverag: is

uninsured fanti{y mennbers ofvetrrans: likely to have higher prerniums, deductibles,

Enrollmer,t in Medicaid nd CP1IY is and out-of-pocket cost-sharingthan would
expectecl to increase under the ACA for

be required a#nder Medicaid,
thosewLo are aheady eligible for coverage>

This covld address rovc;age gaps for While the?,CAprov'ides an opportunity
sorrz f amily anembers, L>a:ticolarly arnong for st;_res todtamatica3iyreduce

tsninstrcd c-h^ldren, most of whom qualify uninsurance among veterans and otl,er

for 1Vledicaid or CI-III' ur dei current uninsured adults with incomes below 138
lacv Howeve, unir,s:ued spottses will percent of k"I"L by expanding lvledicaid,
not have nevr public coverage options in states ase als6 considering a npmbee of
those states that clioose.rot to expand. other issues as they siebatewhetherto
For these uninsured, pa;ticuiarly for expa:id.'o This analysis suggests that, as
those vzith incornes below 100 pelc:.nYis#he case forthe resto.'the aor:e•lderly
of FT'L, acccs<_ to affordabte hcalth uninsured, theMedieaid cxlransion could
insurance wili depend criti^:al!y upon help addresscoverage gaps for veterar;s arsd
state irnz>le_nentat on of tne hledicaid their fatnily melabers in manystates. As

expansion." An additior,al czrnf,ficatipn vvitu the general popu?ation, uniusurance

for sorue veterans is tl;e fact that VA care zmong s-eterans atid thesr faniily uiembeis

oraly covers t}:e vetcrzn, and not additional is zclated to greate rprob?en s accessing

family mernbera, whirh may be an issue care,-' suggesting that increased enrollment

for some families who prefer having in Medicaid would increase the likelihood

coveiage that includes all family members. that their health care needs are being met.

t ime3y AnatysRs of Ecnrrediate iiea3tt•a poGcy pst^ (ti
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F,ttirauresjorRb.Ir.rarv^rccG"oz;esag:fiaoiric,.rra-ftbe
Af&ia6L Carr, 4cd L'pdn:rl ier fhe P.errnl Suprtine
CnurtDrfi,ion- FK7ashicgon: Cungtessional
$qdget Ofi:icc: 2622 +p:

? Wbrre Eacf S1ate St,a^^ ou,4! ^'r IV,'rr/ic:tid
Bxpqz*io V6'^ahcngtrr- A'vtsor} Board
Compan},2U33,
^ a ^" i/ • %, ff ., .!.'r

(updated fiebruaary 26 , 2013). In this analys'rsf
DC is copnted as a state Although v;
are classafving states aceotdiny, to their
godemors' stetcd plasrs it is po.ssible that some
states' decisions couid change or that thcir
legislatures could reach a difl'etent decision:

Kennep GM, Zuckerman S,13ubay I., et aL
"Opting in to the Medicaid Expansion under
the AC A: CJi,o A-re the [Insesuzcd Adul!s
Who Could Gazn Health Ir-sitrance C.nocrave?"

asl::ndton: The Ur;ran Ins:itute, 2M2. -

Holahan), h'uettgcnsM, C-arrol! C, et a1. "The
Cost end Coverage ImpEcations o-f tl-.e ACA
Medicaid Expansir,n: Naztonel and Sta2e-b)5
StateAnalysis." ti7ashir.gton Kaiser Gommission
on Medicaici rmd the Ueinsurcd, 2012 tt^iYf'

tialey i and Kenttey GM. "Uninsured
Uete:ans znd Family illembers:W}to Are They
and Sw'here Do They i:ive?" VyaeF-ingtoti:
'1'heiJrban %nsbtute, 2012

s FiderrilErn,Tt far L::crcr-r, IJipendrn[r
tand Sxru: oyr: Clwprer I U,fl Iieal[b Cari
Benefa.t. 'P7ashittgtotr U.S. I)epat'tnbnt of
l?rtcrr.ns lL4Fa:n ^ r: -ouzl

(ecceased lv,*ata h 5, 20]3).

Somedependents and survivors ofveteranywith
semice-conne._ted disabilities are eligblefvr the
Civ'tiian Fiealth and AJedical Progtam ofthe
Llepasii-,enr ocV_ c_ _;c rs tai•s(C:f3A14SPVA),
and certain ve er,ns childre.n who have been
diagnoscd with apina bifida a c ent:tled to VA
heafth care bencfi.s. {C7^A If v l. ^oashingtoa
i,!5 Drparrment of Veteraa ttf.;a, 2012

S>, 1Bifdr, Vla.hingto US
I7epa t cmcnt of beteraus airs; 2p10

Pas,a gal S s' and lattsen DJ 1RitsAl?Jr and VA
Hea14h r:are: Impact r rtbe ISatientProtectiott
and `^raa !e Care Aci(El,. 111 -}qR):
1Y!as:aington: <;ongressional Research Service).

These thresholds reflect eligibitity for
comprehensive Medicaid or Ivledicaid-
eqqivalent benefits. Some additionalatates

$ 1lffortdrablr, (-are.4rt rind tbr Yetiraris
Hcalth 9dm rruira;r; r, Washington- I)s:
Depa.-tment ofYete?,urs A^airs, ?^cft, l/

• - -' .: lacce<Sed IVlareh
5, 2013); I'anm t5a1a eztdlar.sen 20, 0.

He. ss C and Mdv9ahnn SM. "Veteraru and the
ACA 3-Iow Hc;lth Reform P,cosrz Eir-bilitq
forYA Ideaitc Cs:e." Hamitton, I•il C.enterfor
Healtli Care Strztcpca, 202. p,:-tt
^'Lsa, ^ a

LL ^^_,

iG Kenney et al:

't In contrast jatt I in 10 vetezans appears
eligible for RQ-edicaid under carrent
]aw {Haley and }^eqney 2072)-

'a We u e an augmentedversionpftheACS
prepaeed by the University oflviinnesota
Pcrpula*ion Get:te, known as the Integrated
1'ub}ic Usc A.4icrodata Sample {IPUIvIS), which
uses the public use sample of the AC$ and
contains n:3its for family relationships and other
vatiable<_ (Ruggles S, AlexanderU; Genadek K,
et al 7qte^,rated Publie ilse Mierodata Seriesi
Vcrsion 5.0 [Machine- readab]e database].
Ma aeapolis, IvAd: University ofMinnesota,
203 G; t111 cstimates use weights provided by the
U S. Census Bureau- i~overage estimates reflect
edits ihat are conducted if other infqrmation
collected in the survey and simulated Medicaid

t3 (I S. Censur b:c,carr, ^mirican Cammunity
Sxrrvcy, n^cspa se kalo _Da a_ ^N shi ngtos r l IS-
CensusBurceu20I2, !,:-<<

-.•'- L ;=a
^Add tioual ctails about the

3urvZy' Jnd our analYsis are included in the
appendix tn Haley and Kenncy21312

A small nutrtber offamily members of
vetetans are identified by being the parent
or sibling of 3 veteran between the ages of
19 and 12 who appears to be a fall-time
student and who lives iti their household:

° The Indian Ficaltb Service (II-IS) is not tuoical]

Tumei J
Coverage

Two

ts State Health Access Data Assistance Center.
"Comparing Health Itasurance Est'tmates from the
Arnerican Community Sr.r"y and the C•u•rent
PopulationSurve; 'Frinceton Rnj•ICoI:c t',Ctood
)ohnsonPo^ni?at ^n;ZOJO 1

"Under the AC3, income eligibilitysvill be ba'szd
on the Internal Revenue Set-rice tax defisiition
of MAGI, and includes the following types of
income for everyone who isnot a tax-dependent
child: wages, business ittcome, retitemeat

income, Social secsirity, inveshi:cnt income,
alimony, anempiuy-ment ic,rnpensation, and
ftnancialandcdccation lassistancc.'Fhe}J,CS
asks only indueetly about unemplo} .nent
cotr-peasation, alim¢ti}; Social 5'ecatitu and
financial and educationai sssistance when it asks
;ibout 'other income,° and bccaij, unempiopmetit

iompetssat:qn appears to ffect eurresa,'t,3 ani]
NOtlter7ncORiten tncG:365 any O}hersOllXCes of

ineome, we compute the amount of unesnplpyrtaent
zompetzsation seperateI l Fem oc:er incomc
amounts, basea oti imputations frorn a mradel
developed fortl're Cu-rcnt ]bpulation Sutvcy (t:pS),
,MAGI alsoh•tcludes the ;n ceme ofaap dependent
thildren reqnured to file taxe,; which for20G9is
w'geinsorr:e g:catr:rthan $5,7130 q v:d invesunent
iucomegreaterth;,n $950.16 cempc•e f.anvty
income as a iat:o of the poverty lcve!, we ;um the
petson-level MAGI across the tax unit. For ACA
eligibility, the tax unit includes parents and their
dependent children and 3tianied peopic reprdless
ofwhethcr they ftle sepatately In ;ittiattons vrhere
a dependent child is awray* at sc:,col, t6; ACS daes
nottontain tlata on the fatnily income and other
family information on dhe clrilu5 : ecord or the
presence ofthe dependent ch%lit r,n tae records
offamily mcmbers, so we assrgr; some college
students to families beforc compr.*ting family
MAGL Whilc theACA uses s tlrreshold of733
percent o€PP.L, a stardard 5 percent disregard wi)
beapplied, bringtng the tF.reshold to 738 percent
ofI?PL. Our incomc measure likely t:nderstates the
nuatfberafpeoptewho tviii qua!ify for Medicaid
under the ACA among those whose income
fluctuates fiom rnontly to n:onth: eligibilitywill
be determiitcd using noarhly income; however,
the ACS r,nUects tncor c as aa annual measure,
and thus our monthly income variable represents
an average f r rhe calendaryear, The definition
ofMAGi used licre is an approximation ofhow
ineome will bc a,sscssed fpr the purooses of

aawts- new-.rietn NF, tSrooks 1, Atker;J, et
al. Getting into Gearfor,ZolA; F•indingsJrorir w
50-State Sr:>vay of 4ligibilrty, EnroJlmerrt, Renevrra1
and CoFt-Sdiarn;S Poticiea in ivlsdicaid axd CH[P;
2012 207.3. :°vas.ungton;Kaiser Cornrrission
on :Medi.a;d und the L?ninsured, 2093

measure

ot YYL is lowert6an in our earlier esttmates-

ta Advisory Board Company-

r9 Haley and Kennel: xc Ibid-

Kenney etat-

32 Haley and Kenney; Ketineyet al.

Heberlein et al.Some of the family members of
veterans beloiv 138 percent ofIRPL,particttlarly
children, would enroll in iYfedicaid/CHIp even
if theit state chooses not to expand Medicaid
under the ACA, although the increased talce-up
of Medicaid and CHIP among current eligibles
"ss ezpected to be higher in states that eripand
Medicaid under the ACA (Holahaa et al- 2032).
Children of veterans do not qualify for VA care.

laSyfArtaPy, si. or ]tntzieciiate F3ea!th 6aorcy tsS, i®s 7
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x°CoTpared to uninsured vc;e:ans a tower Ibid.
ahaze p{uninsered farnily rncmt ca are ^.

e
, o etsrreax Iew enroh r,: r ^N I''. t, i^tow 138 cent n: FPL br.cauu u tirss[tred ^er KCC _t_rans snd t6e AffordabEe S^:ar:f" $rowduetotner_.i..rr

veter2a5tYhotionotlivewithaonddorl jq^^^xtoftF Amerrc^;,Ncdun._R;rocia,tioit.
Y ^ ryf2trss(y m altfiocg6 th ur.rca;ed tak_ up oiMedicaidPszr ^B arrdemhers havc loxrr in eure ievrls, on 3G , _. $ r.gfccted

., tl}ose with f:miJy m^bera ia ^TUdrer JR 20IL°]s and ^CY1P unong c:trrent riiK?i^]cs is efi.a^ ur t
cd Prnancing aad il4edicaid

averag¢, t a
$adfotYpur FTcalth?" ?nquirq 48 1{:9-122. to be lz^a: in statcs tbat ^theirhouselr i ds (f ialey ar.d Y,a ryey2{2I2): undcr tlrc ACA (7-poIahan et a1:2G11).

2SKe,zney ct a' at R--IrR lmi 7•r,fl:lario;; vr f;po ,lfor r zfl,fardabic it Holaltan et al.
a Fi r^i[rn: n ia FF^, health ecre will Fulfril t3le Care/fC!r(1f:'fl), C'Jashrnztcrt F deral

Bvsivess' 3s jnst tt fe afMrdicine sjmpiuet Uninrrcreµr
requsrerc:entsfortnir{tmur3es<cntialcypemge^FFt's rrr^c t7 s t ^'-a-

a'nifr:f,'UmequcrrecrfarHtaltband$tullbt';•ar•
under ti,e ACA ero a3a and'ar.s ^ 2t}Ip . 7 1'-

He ss a7d r J 1 f 6 n, 8 J )
b( 7 rl 5..;_ ^_

Fuke} t^e^ A T ub
tional Pdernies Pregs,?OQ9;

anS, Wii;luB, eta1., T6c
za CongressiarialBudgetUf;ire2U10; (hcgD,rHca!tllnsy.arrcFzpcr:;ncnt.^vrdencefrpm
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Before that though I wanted to touch ozi

one other group that was discussed and itcs those

that Mr. Uorninguez talked about and that is the

active duty, indiv3duals on active duty. And tha.t as

Jason was talking about, there are individuals

currently -- you know, this a_s --- this is an issue

about national readiness and making sure people are

prepared to go to combat. $o wehave General

Ashenhurst here to speak to that issue.

GENERAL ASHENHT3RST: President Cole,

Members of the Board, I am Debbie Ashenhurst, the

Adjutant Genera1.. I comtn.and over 26,000 of your

fellow Ohio ci.tizens 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 nany of our guardsmen don't report

themselves as unemployed when they're students. And

the members of this ?.eqis3,.atu:re are very generous

with our guards membels in that they pay 100 percent

tuition so many of our guardsmen don't have to work,

and they do just attend sehool:.

Well, with the federal drawdown of funds

and as the war in Afqhani;stan and Iraq are coming to

a-- a reduction, I won't say a close, I have great

Armstrong & Okey, Inr..,Columbus, Ohio (614) 229-9481

APPENDIX 178



Excerpt

25

1 concerns about the medical read:iness of our service

2 members because throughout this war we were always in

3 a state of preparing ourself to go to war, the

4 Federal Government provided great funds to keep our

5 service members at a pretty high state of inedical

6 readiness.

7 I`m already seeing a degredation of those

'8 services and those contracts that were availab3e to

9 our service members to keep them medically ready,

10 dental and medical, that I have fears that -- that

11 now it's going to be back on me and the cost of the

12 individuals, whether they have insurance or don't

13 have insurance, to maintazn that state of readiness.

14 And if post -- or pre911 is any indication of how

15 ready our servi.ce rnembers are, it wasn°t good. .it

16

17

18

19

20

21.

22

23

24

25

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 sri ool, and their

only income is their drill weekends and their arinual

training, anybody under the grade of general officer

would qualify --- would benefit -- could benefit from

this expanded Med.icaid. Now, I would say that's not

the majority of our guardsmen, youknaw, the majority

of our guardsmen where they are but particularly our

Armstrong & Okey, Inc., Columbus, Ohio (614) 224--9487:
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I lower enl.ist:ed, our enlisted level 1s and 2s and 3s

? and 4s are the most at risk of not being employed in

3 some manner in which they have access to other

1 insurance and are most I.;kely to suffer and that is

i the majority of our servi_:c Ynembers. I can't put a

number to that, but I can tell you I have fear as of

the impact of the reduction in medical,services will

be.

17

18

19

20

21

22

23

24

25

Now, they have the ability to purchase

insurance thrcugh the ma.l.a.tdry through Tricare. It's

$52 amontha For some reason it's that same category

of young people that don.'t thi.nk they need to buy

insurance because they are, of course, invin:ciblE.

.Just ask them.

So I have great concerns. You know, I

piit a number out there of 400 known that would

certainly be impacted, but I will tell you the

potential is much greater for our guardsmen, your

fellow Ohioans, to be -- to benefit from this

Medicaid expansion.

PRESIDENT CC7LE: Thank you. Directer

Pl.ouck, follow-up b:nthe locaigovernment impact?

DIRECTOR PLOt)CK: President Cole and.

Senator Sawyer, I did want to follow up on the local

government impact because, again, znen.tal health and

Armstrong & Okey, Ine., Columbus, Ohio (614) 224-9481
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om ^ tary.- Sheriff, mentalental health b^ ^ ard s u : po
:^^^^ ed^^ai'. . expansion

By TRAVIS HUTCI~11NSONandJClDY WORTHAM WCaC)I71'ublished: January 20,2013 4:00AM

As the Wayne County sheriff and executive director of the Mental Health and Recovery Board of Wayne andHolmes Counties, we strongly encourage ^'s̀ov. John Kasich and Iocal state legislators to suPport Medicaidexpansion.

Medicaid expansion is critical for Wa.yne County families who need improved access to behavioral health
serviees and will ultimately help us keep our coanmunities safe, Expanding Medicaid will increase behavioral
healtlx service access to Wayne County uninsured adults up to 138 percent of the federal poverty level.

Starting m 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 Sheriffs Office employs amental health professional to evaluate incoining detained
individuals, however, additional staff and resources are needed. We also recognize that while the Ivlental
Health Court provides a critical role in assuring individuals needing mental health servicesare identified, the
inability to assure essential mental health services follow-up and treatinent contributes to repeat offetiders.

This creates a "revolving door" scenario that drains local dollars and county zesources, A better way is to
have apprcrpriate 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 i'unding 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 restored, resulting in ongoing local service and program
constraizzfis. Expansion will increase t"unding for mental health and substance.abuse treatmen:t; as well as
medical services for people at this income level. Increasing funding for these services is also cost-effective.

Bytreating mental illness in a consistent and timelymanner; we will, in many instances, reduce costs
associated with related physical problems, encourage treatnient 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 znental health and crinrinal justice perspectives, but also recognize
that expansion is important for Ohio in other ways.

Last week a collaboration mfnon;partisan exlserts 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
400,0(I(} Ohioans who are presently uninsured.

In conclusion, we again encourage {Yov: 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,
matce our communities safer and do so in a way that it fiscally responsible.

Travis Hutchinson is Wayne County's sheriff and Judy NNjortliarn Wood is the executive director of the
Mental 1-lealth and Recovery Board of Wayne and Holmes Coumties.
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Could Medicaid expansion decrease drug court costs, save local
taxpayer dollars? Cteveland judge says yes.
Sarah 3ane Yri:tsb6e, The Plain Dealer BySarah 3ane Tribbie, The Ptain Deater

Email the author I Follow on'Pwitter

on May 20, 2013 at 4:25 PM, updated May 21, 2013 at 5:56 PM

"Peop(e who are drug dependent pay far their habits with petty crirctes," Cuyahoga County Common Pleas

3udge David Matia said.

CLEVELAND, Ohio -- Cuyahoga County About 1,000 people from Greater Cleveland Gongregat€ons listen to
Common Pleas 3udge David Matia speakers arguing for Ohio Medicaid expansion during a }anuary

gathering. Greater Cleveland Congregations will canvas in Rocicy
eStirrlates that area residents couldSBve River, Berea and Solon this week this week to urge people to contact

their lawmakers in support of ezpansion, (Thomas Ondrey/The Plainmillions in local taxes if the offeet€Ters #se Dealer)

sees in drug court had health insurance.

And if Ohio were to expand Medicaid, as

being debated by state iegislators, r'rtanyof the defendantsin 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 couid 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 corrmrnunity, because many who need ongoing medication and therapy after being released from the

justice system would have coverage,

"Peopie who are drug dependent pay for their habits with petty crimes. The mentally i[f, who are more likely

to commit crimes of violence when they are un-medicated, are less likely to harm you, your neighbor, your

child or your friend," he said.

Matia is not alone in his beiiefs. In Cuyahoga County, local advocates who work in mental health and

addiction services as well as hospitals and business owners support his contention.

William Denihan, chief executive officer of the The Alcohol, Drug Addiction8c 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 trainino, some detoxification services, and peer support programs,

Last year, Cuyahoga County taxpayers spent an estimated $5;8 million on 2,100 people who, under

expansion, could qualify for Medicaid and needed services because of drug addiction or mental ilfness,

Denihar; said.

http://blo;.eleveland.cozn/health impact/printhtml?entry=/2013/05/cnutdznedicaid exp.., 11/2012013
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Nationally, experts Baasre studied how health coverage for those struggling with addiction and mental

illness could impact the crime rate and, cost taxpayers who foot the bili for courts and jails less:

12esearchers at theGeorge tn/asElington University reported in a lVovemlser 2012 paper that those people
released from jail with Medicaid coverage had reduced recidivism rates and the time between offenses was

#onger than those without health care.

The researchers note that a study of jail inmates with serious mental illness in King County, Washington,

and Pinellas 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 li(celyto access services.

"Although not without its challenges, extending coverage to this highly vulnerable population would result in

significant cost savings for states and counties," the researchers wrote.

The federal Affordable Care Act allows states to chose if they want to extend Medicaid to adults underthe

age of 65, who are without any children, and earn up to 138 percent of the federal poverty level. That's

$15,856 for a single adult, $21,404 for a couple and $32,499 for a family of four,

The federai government would pay 100 percent of the health care costs of newly qualified individua(s for

three years. After that, the federal government would cover 95 percent and phase down to 90 percent. For

states that choose to expand, the program will take effect January 1.

Previous stories

0 Ohio Senate Presi;derat Keith Faber sigttais hope for Medicaid 'reform' but not Kasich-style
exponsion

* Medicaid expansion top of mind for Cleveland Ctinicand other 60cat hospitals, advocates
* Ohio Medicaid expansioar stalled, new options on the table

* Ohio's Medicaid expansion alternative could use private iaisurance

++ Opting out of Medicaid expansion may mean penalties for business, othersurprises
Thousands raEtyet Ohio Statehouse to support Medicaid expansion

Ohio is one of more than two-dazert states that are opposed to or undecided about 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 created 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 a state budget.

Some lobbyist and political watchers predict that rather than putting Medicaid expansion in the budget, a

separate bill could be introduced later this year. Others have begun exploring a ballot option to let the

state's residents vote on expansion next year>

http:l/b109.cleveland.conzlheaith_impactJprint.latinl?entry-L2Q13105/couldmediicaid exp,.. 11f20/2013
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Greg E.awson,
statehouse liaison and poiicy analyst for the conservative policy group Buckeye Institute,

said stories of human suffering like those found in the criminal justice system are carnpetling 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 issue than to simpiy say we have to expand this one prograrm;"

As the clock ticks on a decision, local lobbying for expansion has stepped up; On Monday, community

activists held a rafly at the Neighborhooq Family Practice Center, a federaPfy qualified community health

ceriter on Cleveland's West Side. In addition, Greater Cleveland Congregations announced that dozens of

volunteers from area religious arganizations and neighborhood groups will go door to door in the legislative
swing

districts of Rocky River, Berea and Solon this week to urge people to contact their legislators.

Last week, Cleveland City Councilman Joe Cimperman, who said the city has passed several resolutions in

support of expansion, held a special committee meeting. The small City Hall comrnittee room was standing

room only with about 40 advocates and others who might benefit from the expansion there to speak and
show support.

Donna Stru ga r- Fritsch, a principal with the national health policy consult)ng firm Health Management

Associates, said it's difficult to pre,dict 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 higherrates 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 probiems.

"Anyth¢ng 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 onRyhe[p 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 follow the court's detoxification program,• "I've been 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 Donna Woods said that if he'd had insurance, he would

have had a relationship with caregivers and could have turned to professiorjals for heip.

"It's a huge point that people seem to overlook," Woods said,

littp://blog.cleveiand.cozn/healtli impact/print.html?entTy =/2£?13/d5/couldmedicaid exp... 31/2012013
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The suffering caused by being sick, she said, isn't "F2epubEican or Democratic, it's human."

On Twitter @sjtribEs€e

p 2013 cleveland.corn. AIE rights reserved,

http./f6log.eleveJand;cotn.llxealth zmpact/prinf.html7entty-i2f313/05lcould_ Hnedicaid exp... 11/20/2013
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