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THE PEOPLE’S GRAND JURY 
Case No. 15-CR-001 

 
PEOPLE OF NORTH CAROLINA      )   

   ) 
v.         ) 

   ) 
PATRICK LLOYD McCRORY, GOVERNOR OF NORTH   ) 
CAROLINA; THOMAS ROLAND TILLIS, THEN-SPEAKER   ) 
OF THE NC HOUSE OF REPRESENTATIVES; TIMOTHY KEITH  )        INDICTMENT  
MOORE, CURRENT SPEAKER OF THE NC HOUSE OF   ) 
REPRESENTATIVES; PHILIP E. BERGER, PRESIDENT PRO   ) 
TEMPORE OF THE NC SENATE; AND ALL OTHER MEMBERS  ) 
OF THE NORTH CAROLINA GENERAL ASSEMBLY WHO   ) 
OPPOSED THE EXPANSION OF MEDICAID     ) 

      
 
 

I.  PRELIMINARY STATEMENT 
 

The undersigned panel of citizens of North Carolina gathered in the North Carolina General 

Assembly on February 16 and March 2, 2015, and heard testimony from experts in the fields of 

health care delivery and legislative process, as well as from people whose lives have been 

directly affected – and threatened – by the State’s refusal to accept available Medicaid Expansion 

Funds. Evidence was collected in the form of live testimony, published reports in peer-reviewed 

medical journals, economic reports by private universities, and reports from States that have 

accepted the federal Medicaid Expansion funding. [Invitations to appear at these Hearings were 

extended to Republican members of the Legislature to provide them with an opportunity to 

present their own evidence or to rebut the evidence presented, but none responded.] 

The evidence shows that, contrary to their sworn duty to uphold the Constitution of the State of 

North Carolina, the persons named above have willfully, deliberately, indifferently and/or 

negligently failed to uphold their Oaths of Office as follows: 



- 2 - 
 

Article I Section 1 of the North Carolina Constitution holds that “all persons are created 

equal; that they are endowed by their Creator with certain inalienable rights; that among these 

are life....” By failing to accept Federal funds to expand Medicaid, the Accused have deprived 

thousands of North Carolinians of the necessary means to protect and save their lives. This is an 

ongoing offense.  

 

Article I Section 2 of the North Carolina Constitution states that “All political power is vested 

in and derived from the people; all government of right originates from the people, is founded 

upon their will only, and is instituted solely for the good of the whole.” By denying citizens the 

opportunity for input and testimony, failing to allow for due deliberation or meaningful debate 

on the Floor, failing to consider the evidence available to them, and failing to enact legislation 

that would protect the health and safety of the people of North Carolina, the Accused have acted 

with reckless disregard for these mandates and a heedless indifference to “the good of the 

whole.” This is an ongoing offense.  

 

Article XI Section 4 the North Carolina Constitution holds that “Beneficent provision for the 

poor, the unfortunate, and the orphan is one of the first duties of a civilized and a Christian 

state....” Being charged with that duty as our elected representatives, and by refusing to accept 

federal tax dollars to expand the Medicaid program to those otherwise unable to access 

affordable health care, the Accused have failed in their duties, both as Legislators and as citizens 

of a moral, just, and civilized society, to so provide for the people of North Carolina. This is an 

ongoing offense. 
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II.  HEALTH CONSEQUENCES OF THE REFUSAL TO ACCEPT FEDERAL FUNDS 
FOR MEDICAID EXPANSION  

 

Expert testimony, published research, and first-person narratives presented at the Hearings 
unequivocally demonstrated the following:  
 
 
• Citizens covered by health insurance receive more and better preventative health care than the 

uninsured. (See Attachment #1: The Uninsured are Less Likely to Get Health Services, NC 2006, 
2007. Source: North Carolina State Center for Health Statistics, NC Dept. of Health and Human 
Services.) 

• Uninsured adults 17-64 years of age are 40% more likely to die for any reason than those with 
insurance. (See Attachment #2: Adjusted Hazards for Mortality among US Adults 17-64 years. 
Source: American Journal of Public Health 2009.) 

• Expansion of health coverage in Massachusetts resulted in a significant decrease in mortality. 
(See Attachment #3: Changes in Mortality After Massachusetts Health Care Reform. Source: 
Annals of Internal Medicine.) 

 

First-person testimony was taken at the Hearings from the following citizens of North Carolina, 
all of whom would be eligible for Medicaid if its funding not been turned away by the State 
Legislature:  
 
~ a mother whose uninsured son died from an otherwise-treatable cancer because he could not 
afford necessary tests and was denied the quality follow-up care he needed to ensure his 
recovery. Access to Medicaid insurance would have saved his life.  
 
~ a young mother with cervical cancer who works for minimum wage at a fast-food 
establishment that has capped her hours at 28 per week so that they do not have to provide health 
insurance for her. With an annual salary of $10,000, she can afford neither treatment nor pain 
medication, even with the help of an ACA subsidy. Without access to Medicaid, her prognosis is 
grim, and her two young children face a future without their mother.  
 
~ a Certified Nursing Assistant who works part time as a home health aide but has several 
chronic health problems of her own. Only through the help of her sister and mother does she 
have any health insurance at all. (At $8/hour, her income is insufficient to pay for rent, utilities, 
food, transportation... and health insurance.) She worries every day about how she will access 
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needed health service when her elderly mother is no longer here to contribute to the rising costs 
of health insurance.  

~ a minister whose income is insufficient to purchase health insurance for his entire family, so he 
must decide annually which two of his four children will be covered that year, based on his best 
guess of their likelihood to get sick. One of the children is an adopted son who lost his mother to 
cancer because she could not afford health insurance and could not get medical care. Without 
Medicaid, one unpredicted accident could mean financial ruin for this family. 

~ a professor of theology who has lived with Type 1 diabetes for 27 years. His life has 
been saved several times thanks to medical intervention he received while on his employer’s 

health insurance plan. Without that insurance, he would not have been able to afford the on-
going care he requires. With the refusal of Medicaid expansion funding, a similar outcome for 
500,000 other North Carolinians has been denied to them.  

~ a career nurse who has held dying babies in her arms, babies who did not receive necessary 
medical care because of their family’s economic circumstances. Now she herself has been 
diagnosed with congestive heart failure and cancer and is unable to work. In addition, she has 
been denied disability status to receive Medicaid insurance, leaving her unable to pay for 
treatment. Medicaid expansion would have saved those babies, and could save her own life, as 
well.  

 
Additionally, a study by the Harvard School of Public Health published in the New England 
Journal of Medicine in 2012 compared states that had expanded Medicaid to childless adults to 
those who hadn’t. That study found that "the mortality rate in expansion states was 6.1 percent 

lower than in the neighboring [non]expansion states." For every 500,000 adults gaining Medicaid 
benefits (the number now deprived of such benefits in North Carolina), researchers found that 
2,840 deaths would be prevented each year. 
 

 

 

 

 

 

 

 



- 5 - 
 

III.  ECONOMIC CONSEQUENCES OF THE REFUSAL TO ACCEPT FEDERAL 
FUNDS FOR MEDICAID EXPANSION 

 

Expert testimony and published research presented at the Hearings unequivocally demonstrated 
the following:  
 
Refusal to Expand Medicaid has resulted in loss of funding for North Carolina. 
 

• By refusing to accept the Federal Medicaid Expansion Funds, funds that came from federal tax 
revenues, North Carolina forfeited $2,730,000,000 in 2014, which was then redistributed to other 
States. The projected loss for 2015 is $3,292,000,000 in 2015. (See Attachment # 4: North 
Carolina State-level Losses in Federal Funding, Employment, Economic Activity and Tax 
Revenue.... Source: Center for Health Policy Research, George Washington University 2014.) 
 

 • By contrast, projections for Kentucky’ Medicaid Expansion program indicate that although it 
will reach a cost of $363 million to the State in 2021, it will have generated $1.1 billion.  (See 
Attachment #5: Study Backs Kentucky Medicaid Expansion. Source: New York Times.) 

 
Refusal to Expand Medicaid has resulted in job loss for North Carolina. 
 

• It is estimated that 23,518 jobs were forfeited due to lack of Medicaid Expansion in 2014. The 

projection for 2015 is 29,113. (See Attachment #4: North Carolina State-level Losses in Federal 
Funding, Employment, Economic Activity and Tax Revenue... Source: Center for Health Policy 
Research, George Washington University 2014.) 
 

• By contrast, current projections for Kentucky’s Medicaid expansion are 12,000 new jobs, with 

an average salary of $41,000.  (See Attachment #5: Study Backs Kentucky Medicaid Expansion. 
Source: New York Times.) 
 
 

Refusal to Expand Medicaid results in costly preventable hospitalizations 
 

• Citizens covered by health insurance receive more and better preventative health care than 
uninsured ones.  (See Attachment #1: The Uninsured are Less Likely to Get Health Services, NC 
2006, 2007. Source: North Carolina State Center for Health Statistics, NC Dept. of Health and 
Human Services.)  
 

• Uninsured hospitalizations decreased between 28-33% in States that accepted Medicaid 
Expansion Funding. (See Attachment #6: Percent Change in the Volume of Uninsured 
Admissions. Source: Office of Ass’t. Secretary for Planning and Evaluation, US HHS 2014.) 
 

• Uninsured visits to hospital Emergency Rooms decreased between 16 and 28% in States that 
accepted Medicaid Expansion Funding. (See Attachment #7: Percent Change in the Volume of 
Uninsured ED Visits. Source: Office of Ass’t. Secretary for Planning and Evaluation, US HHS 

2014) 
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Refusal to Expand Medicaid shifts costs to the privately insured and to the State. 
 
• Providing health care for the uninsured has caused private insurance premium rates to increase 
by more than 10% for both individual and family coverage. (See Attachment #8: Premium 
Increases Due to Care for the Uninsured, NC, 2005. Families USA.) 
 
• Additionally, because the State purchases insurance for its employees and retirees, the State 
must pay more for this insurance than it would have had it accepted the Medicaid expansion. 
 
 

Refusal to Expand Medicaid decreases the health and productivity of our Work Force. 
 
• Citizens covered by health insurance receive more and better preventative health care than 

uninsured ones. (See Attachment #1: The Uninsured are Less Likely to Get Health Services, NC 
2006, 2007. Source: North Carolina State Center for Health Statistics, NC Dept. of Health and 
Human Services.) 
 
• Uninsured hospitalizations have decreased between 28 and 33% in States that have accepted 

Medicaid Expansion Funding. (See Attachment #6: Percent Change in the Volume of Uninsured 
Admissions. Source: Office of Ass’t. Secretary for Planning and Evaluation, US HHS 2014.) 
 
• Between 2000 and 2006, the cost of insurance increased to up to 27% of total family income 

for those living at 200% of the poverty level.  (See Attachment #9: Table 2.1, Percent of Income 
Spent on Health Insurance Premiums Increasing, NC, 2000 and 2006. Source: Office of Ass’t. 

Secretary for Planning and Evaluation, US HHS 2014. ) Those costs continue to rise.  
 

• In 2006 and 2007, 77% of uninsured North Carolinians lived in families with one or two full-
time workers. (See Attachment #10: The Majority of the Uninsured Have a Connection to the 
Workforce, 2006, 2007. Source: North Carolina Institute of Medicine.)  
 
• Every family illness results in lost time to business. As heard in testimony, workers report to 
work when they are sick for fear of losing wages, and cannot perform at maximum ability. 
Additionally, absences from work increase as illnesses which otherwise could have been 
prevented or treated continue to worsen. This is true not only for the workers, themselves, but for 
those who must stay home to care for ill children, the elderly, and/or other family members 
suffering from illness which could have been prevented or shortened had access to affordable 
health care been made available.  
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IV.  CONCLUSION 

 
Having heard the testimony of doctors and other health care providers, patients and other citizens 
currently unable to access affordable health care, Legislators and economic experts; and having 
had the opportunity to examine and consider the evidence put before us; this panel of citizens 
hereby concludes that the Accused have failed in both their official duties and their moral 
obligations to act “in the best interest of the whole” for the people of North Carolina, and for the 

common good. We find that the Accused have failed to undertake seriously their duty under the 
North Carolina Constitution to care for the poor, and have acted with reckless indifference to the 
rights and safety of North Carolinians and an immoral disregard for the sanctity of the lives of 
the citizens of North Carolina. Further, they have forfeited funding that would have added 
greatly to our State’s economy, would have created thousands of new jobs... and would have 

provided affordable access to preventive and life-saving health care for 500,000 citizens of our 
State. For these reasons, we find sufficient evidence to Indict as follows: 

~ for acting in violation of Article I Section 1 of the North Carolina Constitution: Guilty. 
 

~ for acting in violation of Article I Section 2 of the North Carolina Constitution: Guilty. 
 

~ for acting in violation of Article XI Section 4 of the North Carolina Constitution: Guilty. 
 

~ for violating their North Carolina Legislators' Oath of Office in failing to faithfully discharge 
their duties by allowing no expert testimony, no public hearings, and no meaningful debate on an 
issue of life and death to the citizens of North Carolina: Guilty. 
 

~ for pursuing policies that exhibit a reckless disregard for human life and evidence a 
significantly high probability of prolonging serious illnesses or needlessly causing death: Guilty. 
 
 
Deliberations concluded March 10, 2015 
 

_____________________________________        _____________________________________ 

_____________________________________        _____________________________________ 

_____________________________________        _____________________________________ 

_____________________________________        _____________________________________ 

_____________________________________        _____________________________________ 

_____________________________________        _____________________________________ 

_____________________________________        _____________________________________ 

_____________________________________        _____________________________________  

_____________________________________ 
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THE FOLLOWING PROCEEDINGS ARE HAD ON MONDAY, FEBRUARY 16, 2015, 1 

BEGINNING AT 12:00 P.M.  2 

Irving Joyner: What I--What I want to do first is, is to just 3 

introduce you to-- Reverend William Barber, who will make some 4 

opening comments and then I will come back and -- move the 5 

--proceedings forward so -- let's welcome Dr. Barber. 6 

  7 

(Clapping---Rev. Barber approached the podium)  8 

  9 

Reverend William Barber:  First of all, this day to be in this 10 

particular space--let me thank, thank Representative Hall and the 11 

other officers who secured the room, that we might have the first 12 

of its kind people's grand jury addressing the issue of the denial  13 

of Medicaid to hundreds of thousands of North Carolinians in what 14 

we believe to be some gross violation of our deepest constitutional 15 

and moral principles. Let me thank Scott Holmes and Irv Joyner, our 16 

team of lawyers, who will be carrying this out, they will do the 17 

introduction of others. Also the inclement weather today has kept 18 

some people away so I would like the media to know--because of that 19 

and because of the extensive amount of testimony of people that have 20 

asked to testify we will be extending these proceedings--beyond 21 

today. We also chose today at noon to begin---the next proceedings 22 

will probably be in the evenings so that more people can come, 23 

particularly those who may be working during the course of today. 24 

Let me thank the witnesses who have come, some of them have come under 25 
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great difficulty, some are actually themselves dealing with 1 

sicknesses. Let me thank the jurors, grand jurors who have come. I 2 

read this- um- today-um Scott and Irv --it said our aim should be 3 

the same in both the state and the nation that is to use the government 4 

as an efficient agency for the practical betterment of the social 5 

and economic conditions throughout this land.  That, that was not 6 

said ten years ago; that was not said thirty years ago; that was not 7 

said forty years or fifty years ago. That statement was actually made 8 

one hundred and three years ago by a republican named Teddy Roosevelt, 9 

who on August 6, 1912 launched the Bull Moose Party, but he launched 10 

it to challenge both Democrats and Republicans to move beyond 11 

partisanism and do what was best for the people. And as a part of 12 

that speech, he listed several things that would be best: 1) for the 13 

people to rule and not for high price lobbyist to rule the government; 14 

2) he said we ought to have social security; 3) we ought to have a 15 

living wage as a matter of moral and constitutional, uh as matter 16 

of moral and constitutional issues; and 3) he said we ought to have 17 

national healthcare. One hundred and fifteen; one hundred and three 18 

years ago and those words that he spoke Our aim should be to use 19 

government as an efficient agency for the practical betterment of 20 

social conditions throughout this land still apply today. So we begin 21 

this session, we begin it thinking about our deepest moral values 22 

because our laws are rooted in our Judeo-Christian-many 23 

ways-principles and one of the greatest concerns in the 24 

Judeo-Christian concept and even in Islam if you read it carefully, 25 
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is you are supposed to do on to others as you would have them do on 1 

to you and that you are supposed to care for the sick and that when 2 

you have government power it should be used for the uplift of all 3 

people. Finally, our own Constitution that you will hear about 4 

today--we're dusting it off---the constitution in this state and in 5 

this country, the, ours have been around one hundred and forty-six 6 

years; but it clearly says, it clearly says that power is not be used 7 

to abuse the people but power should be used to advance the hopes 8 

and the dreams and the possibility of the people. I believe this is 9 

the first of its kind, people's assembly, anywhere in the nation and 10 

I am glad that we can assemble on this day. Professor Joyner and I 11 

want to thank you for your leadership. As our legal research chair, 12 

Scott for coming. I also want to thank Dr. Rodney Sadler, who is our 13 

new health chair for the NAACP here in North Carolina and for the 14 

work that-um-he has done and will continue to do in this endeavor. 15 

Thank you so much, let's move forward with this grand jury.  16 

  17 

Irving Joyner: We-uh- gather here today as a part of a people's 18 

assembly--and this --session is aimed at naming and identifying the 19 

public harm that has been caused by the failure of our elected 20 

officials to hold sacred the lives of North Carolina residents--and 21 

specifically looking at the failure to expand healthcare coverage 22 

in the-uh-state, which has allowed an number of people to suffer 23 

and-uh-die because of the absence of the medical care.  Uh-joining 24 

us today as members of our grand jury--uh whom are seated to my 25 
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right--- a distinguished panel--a diverse panel of citizens in the 1 

state and organizational representatives--Ricky Lou, the Asian 2 

Pacific Americans for Progress,--Emma Akpan, who is with Planned 3 

Parenthood-uh South Atlantic Region, uhh Barbara Spaulding-McCan who 4 

is with the Raleigh-Apex NAACP, Roy Ann Pullen Memorial Church, North 5 

Carolina Raise Up for Fifteen, Jasmine Whaley, who is with Working 6 

America, part of the AFLCIO, Curtis-uh-Gatewood, who is-uh-with the 7 

NC NAACP and is the-uh-coordinator of the just recently successful 8 

HKonJ Collation and Demonstration, uh-Douglas Rider, who is with the 9 

Veterans for Peace,-uh-T.C. Roads, who is with the Unitarian 10 

Universialist-uh- Fellowship of-of Raleigh, Laura Ashton, who is 11 

with the NC NAACP, Dave Herman, who is retired from the North Carolina 12 

Department of Health and Human Services,-uh- Dan Herman, who is the 13 

Church of Reconciliation, Harold Richardson, who is with 14 

the-uh-Fayetteville Branch of the NAACP, and Vicky Rider, who is a 15 

citizen and a moral Monday-uh-witness.—Uh---The first set of 16 

witnesses that we will have for you-uh-today and-uh-hopefully we 17 

will-uh, get to all of them today-uh-Lela Little, Leslie Boyd, 18 

Douglas Johnston, Jason Williams, Willard Bass—Reverend Willard 19 

Bass, Rabi Raquel Gerovick, Reverend Rodney—Dr. Rodney Sadler, Jr., 20 

Corey Gerald, Barbara Johnson-Dr. Barbara Johnson,-uh- Joymanman 21 

Fairtown, and Crystal Price, and Dr. Charles Van Der Hurse. Uh-it 22 

is really a pleasure to convene –uh-this event, which is being 23 

presided over by-um-the Honorable and former Mecklenburg County 24 

judge, resident Superior Court judge, who has served for over twenty 25 
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years in our courts as a-um-as a judge in the Superior Court, in the 1 

District Court, prior to that she served as an assistant district 2 

attorney in Mecklenburg county, she has-uh-before-uh-joining the 3 

bench-uh-an outstanding career as a litigator and as a community 4 

leader in-uh-Mecklenburg county-uh- Judge-uh Fulton while on the 5 

bench-uh-led the court in developing a wide range of-uh-reforms and 6 

uh advancement in the court process,-uh- she developed a strategic 7 

plan,-uh-successfully led campaigns in Mecklenburg County for bonds 8 

to build the current Mecklenburg County courthouse, which is just 9 

a marvelous site to see and developed programs to address the needs 10 

of non-English speaking in the court-uh-the Mecklenburg County court 11 

system. She has held court, not only in Mecklenburg County, but in 12 

other counties-ahh-as well. She served on the Charlotte-Mecklenburg 13 

Schools task force, she has-uh-been a chair of the board of advisors 14 

for the Charlotte School of Law and she served as President of the 15 

Mecklenburg County bar. She is presently is a partner in the law firm 16 

of Tin Fulton Walker and Owens, she has continued her lifelong 17 

commitment to active leadership in community based programs as 18 

President of the Wesley Height Community, as the owner of the 19 

Wadsworth House, which is a meeting place for corporate, civic, and 20 

social organizations and events—within—Charlotte and we are 21 

certainly—appreciative—to her for being here with us today and 22 

agreeing to preside over this first session of the People’s Grand 23 

Jury.---We are going to first of all start off and this by way of 24 

direction of Judge Fulton calling the hearing to order, we have-will 25 
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then have an introduction of the counsel that will be appearing and 1 

directing the witnesses—then we will have the witnesses, who will 2 

come to testify from our witness chair here, next to the---to the 3 

Judge and then—by 2, 2:30 or so we are going to go into a recess 4 

to—evaluate the—weather—situation and to determine whether the 5 

weather is going to allow us to continue. My understanding is that 6 

it is on its way, it’s on the road—but—the promise is not going to 7 

keep us from going forward, it may—change—the order of our 8 

proceedings, but we are going to get started. So with that introduce 9 

you to—to---Judge Shirley Fulton.  10 

 The Court: Thank you Mr. Joyner, the court will now call this 11 

hearing to order, 12 

 Scott Homes: I am Scott Holmes, I am hear on behalf of the people— 13 

 The Court: Ready to proceed?  14 

 Holmes: Yes, we are ready to proceed, Your Honor.  15 

 The Court: You may call your first witness  16 

 Holmes: Thank you Judge.—We will call Leslie Boyd to the stand 17 

up here. Ms. Boyd will you please state your full name?  18 

 Boyd: Leslie Boyd.  19 

Q: Tell us a little about your background, where are you from?  20 

A: Originally from Massachusetts, I now live in Ashville—I was a 21 

newspaper reporter for 30 years, and I left that business—five years 22 

ago to start advocating for healthcare for everyone. 23 

Q: And is there anything in your background or experience that led 24 

you into advocating for healthcare?  25 
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A: Yes the death of my son on April 1st, 2008 from cancer, he was unable 1 

to get health insurance because a birth defect is a pre-existing 2 

condition.---He was born with a fairly rare birth defect, which left 3 

him very vulnerable to colon cancer, he need colonoscopies every 4 

year, but because he couldn’t get insurance he couldn’t get the 5 

colonoscopies. His physician actually wrote on his chart “patient 6 

needs a colonoscopy but cannot afford it.”    7 

Q: I see a picture up next to you; can you identify it for us?  8 

A: This is my son, Michael Downsforth—he was born on my 22nd birth 9 

day, November 3rd, 1974. And he, as I said, was born with a birth 10 

defect, which we kind of expected---I had a very rare virus when I 11 

was first pregnant and the doctor advised me to have an abortion and 12 

I would not.   13 

Q: Tell us a little bit about your son. 14 

A: Mike was severely—ADHD, he—by the time he was 16—he was severely 15 

depressed and self-medicating with alcohol and drugs, when he was 16 

22 he sobered up and from then on—he said that he prayed to GOD to 17 

help him stay sober and if God helped him stay sober he would chase 18 

drunks for the rest of his life, which meant he carried his home groups 19 

phone, the hotline, he-—you could knock on his door at 2 o’clock in 20 

the morning, he was- he was a chef and he was also in college full 21 

time when he got sick. And you could knock on his door at 2 o’clock 22 

in the morning and he would get up and he would let you in and he 23 

would brew coffee and he would listen.  24 

Q: Tell us a little about how health care---or the lack of insurance 25 
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impacted his life.  1 

A: He---went to the doctor---he had went to Savannah Georgia to go 2 

to college, and when he got there, he discovered that there was not 3 

a doctor in town who would bill him for the colonoscopy,---the one 4 

doctor who would do it, would do it if he gave him $2300 in cash which 5 

of course my son did not have. And so my son kept trying to get care. 6 

When he got sick, he went to the emergency room three different times, 7 

left with medications, a bill, and a misdiagnosis —Emergency rooms 8 

contrary to what most people think are required to take everyone and 9 

stabilize, not cure. They only have to find out---they only have to 10 

address the symptoms not the root cause, so he left with pain pills, 11 

he left with laxatives, he left with antibiotics and misdiagnoses. 12 

Nobody ever did a colonoscopy. Finally,---when he had lost 30 pounds 13 

and he was down to 115 pounds, he was six feet tall and he weighed 14 

just 115 pounds, his physician did a colonoscopy, did not tell him 15 

that his colon was entirely blocked because he was poor, he didn’t 16 

matter I suppose---But when he finally got, when he finally was 17 

admitted to the hospital, he was vomiting fecal matter and his organs 18 

were starting to shut down. He was hours from death. They did surgery, 19 

they diagnosed Stage 3 colon cancer and even though he had chemo 20 

and---radiation, it wasn’t enough to save his life. Six months after 21 

his or seven months after his surgery, he had finished with chemo 22 

and radiation, and his small intestines developed a---kink because 23 

of the radiation, this time that let him get down to 104 pounds and 24 

were still refusing to do anything, until I said I was going to the 25 



12 
 

media, then they did something. But again it was—they found a few 1 

viable cancer cells, told him he was going to die and then nobody 2 

came to see him in his hospital room for the next 11 days he was there. 3 

Nobody, except the nurses. 4 

Q: One of the things we are going to—be talking about with various 5 

witnesses is the difference in care between folks who have insurance 6 

and folks that do not have insurance, and you have already said 7 

that---you believe that they, your son received a different quality 8 

and kind of care  9 

A: Absolutely 10 

Q: Can you tell us in particular terms what you think he could have 11 

gotten if he was, had insurance and how that compared with what he 12 

actually received?  13 

A: When he was 25 they snipped the first pre-cancerous pollock from 14 

his colon, if he had—quality care he would have had a colonoscopy 15 

every year, he would still be with us and he couldn’t get the 16 

colonoscopy and even when he got the colonoscopy, I think if he had, 17 

had insurance the doctor would have said you have a life-threatening 18 

condition we need to treat it; instead, he was sent home. And nobody 19 

told him what was going on ---after his first surgery---I think the 20 

care properly would have been better—after his second, before his 21 

second surgery when he started getting sick again, he would’ve gotten 22 

care if he had insurance but because he didn’t have insurance he 23 

didn’t get the care, if he had insurance I think a doctor, doctors 24 

would have come in to check on him in that 11 days post-surgery that 25 



13 
 

he was in the hospital. If he had insurance I think that the 1 

life-threatening infection in his incision would have been treated, 2 

but it wasn’t. We got him a consult at Duke and---Doctor Herwhits 3 

saw him and took one look at the incision and said “what does your 4 

surgeon say about this” and my son “I’m healing slowly because I was 5 

malnourished.” And Doctor Herwhits said “yes that and a 6 

life-threatening infection and Duke will adopt you.” But it was 7 

already too late. He had to leave his wife to get Medicaid, he had 8 

applied for disability and he was still under consideration, it took 9 

37 months to get approval, his first check came 9 days after he died. 10 

He had no money and he had to leave his wife. He could have been 11 

homeless had his best friend not taken him in.  12 

Q: Do you have a message for the people who have the authority to 13 

make the decision to expand Medicaid as to whether or not that’s a 14 

good or bad policy?  15 

A: It’s an excellent policy, when you think about—-if you say that 16 

we can’t afford to care for everyone that’s wrong. My son if we had 17 

paid for colonoscopies every year probably would’ve cost us $60,000 18 

for the course of his lifetime. Because we did not do that, his care 19 

cost almost a million dollars and he died. None of it is paid back 20 

by taxes because he is dead, he’s not working.     21 

 Holmes: Your Honor, I don’t have any further questions at this 22 

time, but it maybe that panel members may have some follow up 23 

questions.  24 

 The Court: Panel Members do you have any questions for the 25 
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witness?  1 

 Panel: Yes ma’am.  2 

Q: Leslie when you first started talking about your son’s death, and 3 

I’m so sorry, you mentioned that he was in Savannah, when in the course 4 

of this—long series of---failings on the part of our healthcare 5 

systems for your son did he come back to North Carolina, where he 6 

was dealing with North Carolina Medicaid issues?  7 

A: He was a year in Savannah and two years—a little over two years 8 

in North Carolina---he did get the care he needed, but not through 9 

any effort of our government or--- legislature, what he got was a 10 

single doctor whose heart was breaking because the way my son had 11 

been treated---the thing is---so many of these people who say that 12 

we can’t expand Medicaid also call themselves pro-life, but before 13 

the Affordable Care Act took effect 45,000 Americans died every year 14 

just the way my son did. Because they weren’t good enough, because 15 

they didn’t matter enough, and to me you can’t call yourself pro-life 16 

if you are good with that, and in North Carolina only last year up 17 

to200---2800 people died for the same reason that my son died, and 18 

you can’t call yourself pro-life if that’s okay with you. Not in my 19 

book.   20 

 The Court: Any further questions from the members of the panel  21 

Panel: No further questions from the members of the panel 22 

 The Court: Any further questions counselor 23 

 Holmes: ---No further questions  24 

 The Court: You may step down and be seated   25 
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 Boyd: Thank you  1 

 Holmes: Your Honor at this time, we would like to call Crystal 2 

Price.  3 

Q: Ms. Price will you please tell us your name?  4 

A: It’s Crystal Price  5 

Q: And can you tell us a little about your background?  6 

A: ----like what--- 7 

Q: Well, where are you from?  8 

A: Greensboro, North Carolina  9 

Q: And how long have you lived there?  10 

A: 29 years  11 

Q: Um, do you have any work that you do in Greensboro?  12 

A: Altogether, I was a manager for two years and then when I went 13 

to Wendy’s I was just a crew manager for six months.  14 

Q: Alright, and about how many hours per week do you work in Fast 15 

Food or have you worked on average?  16 

A: Usually in fast food we get between 20-28 hours a week  17 

Q: Okay, and um what’s your educational background, where did you 18 

go to school?  19 

A: I went to Ben L. Smith High School  20 

Q: Okay, um at some point have you had any difficulty in getting health 21 

insurance?  22 

A: Um, I have. Um, I keep applying for Medicaid and you have to wait 23 

45 days and then they just sent me a paper that said I wasn’t 24 

qualified, doesn’t have a specific reason, but it said I can appeal 25 
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and I keep appealing, 45 days later still denied.  1 

Q: And so you’ve been trying to get healthcare, right?  2 

A: In a way, I’ve tried to sign up for Obamacare but the lady, the 3 

representative I had talked to when she was discussing the items that 4 

I might need, she said I would probably be paying about $155 a month 5 

for the Obamacare, um, with the bills that I have and children, and 6 

the little bit of money I was getting I can’t afford it.  7 

Q: How many children do you have?  8 

A: I have 2  9 

Q: And how old are they?  10 

A: 6 and 7  11 

Q: And, um, are you—have you---are you also trying to continue your 12 

education in anyway?  13 

A: I would love to, yeah I would love to continue my education  14 

Q: So, um, have you encountered any health problems in which require 15 

medical attention and insurance?  16 

A: Yes sir 17 

Q: Um, can you tell us a little about your health situation?  18 

A: -----I have cervical cancer, I also have cyst on my ovaries. 19 

Q: When did you find out about that?   20 

A: Right after my son was born and he’s six 21 

Q: So this is something you have been dealing with for at least six 22 

years? 23 

A: Yes sir 24 

Q: I want to thank you for your courage to come and in public and 25 
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share this with us, um, and let you know that we really appreciate 1 

your willingness to share your story with us, if at any time you need 2 

to take a break, or you need tissues, or water or anything just please 3 

let us know---there is no rush. So, um, tell us a little bit about 4 

the healthcare or what the doctors have told you about your situation?  5 

A: The best thing that I’ve heard was that I can get a full 6 

hysterectomy and that is probably going to be my best bet, but without 7 

any health insurance the cheapest I would have to pay for it is a 8 

little over 11,000 dollars for the surgery. I don’t even make 10,000 9 

in a year, so I definitely can’t afford that.  10 

Q: Um, where do your children go to school?  11 

A: Wiley Elementary  12 

Q: Um, in what grades are they in?  13 

A: Kindergarten and 1st  14 

Q: Um, what are some of their interests?  15 

A: My son he loves, he loves sports, he wants to play football, my 16 

daughter wants to be on the Disney channel shows, she says she wants 17 

to be a Disney kid.  18 

Q: She’s a princess?  19 

A: No she just likes singing and dancing  20 

Q: Okay, um, what support if any do you all have from family?  21 

A: We are each other’s family. We support each other that’s it. I 22 

support my kids to the best of my ability. And, they are my biggest 23 

supporters. If I get sick, they already know, um, my daughter’ll come 24 

up to me if I’m sick and she’ll be like do you want me to rub your 25 
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tummy mommy? And so, we just support each other.  1 

Q: Um, what support if any have you received from the State of North 2 

Carolina with respect to your medical situation? 3 

A: Um, like what they don’t do nothing. 4 

Q: Have they provided you with any, um, financial assistance in paying 5 

for your medical situation?  6 

A:No 7 

Q: Have they provided any emotional assistance while you’re dealing 8 

with your serious illness?  9 

A: That’s a joke right?  10 

Q: No, there are places where that does happen 11 

A: They haven’t provided me with nothing  12 

 Holmes: um, Your Honor, I have no further questions at 13 

this time, I ask if there is any panel questions.  14 

  The Court: Members of the panel do you have any questions 15 

of this witness?  16 

  Panel: (no questions) 17 

  The Court: You May Step Down now 18 

  Holmes: Hold on your Honor my colleague, co-counsel has 19 

given me some follow up questions  20 

Q: Um, when you, when you work at your job, have you---did you have 21 

to fill out any forms as a part of your work there, when you started 22 

working there? 23 

A: Um, just the application and the tax forms  24 

Q: The Tax forms (yeah), and does that mean that the State of North 25 



19 
 

Carolina is taking some taxes out of your paycheck?  1 

A: Yes, sir!  2 

Q: And so you, um, you pay income taxes? 3 

A: Of Course  4 

Q: And why you buy things at the grocery store, you pay sales taxes, 5 

is that right?  6 

A: Yes, sir 7 

Q: Like everybody else, um, how long have you been working at your 8 

current job?  9 

A: Um, I was working at Wendy’s for six months 10 

Q: Alright and where did you work prior to that?  11 

A: Before that I worked at a temp agency, um, I also helped out at 12 

a tattoo shop, a convenient store, and being a housekeeper. 13 

Holmes: Alright, um, I have no further questions  14 

 The Court: Members of the panel in light of counsel questions, 15 

do you have any questions at this point?  16 

 Panel: Yes ma’am  17 

Q: First of all, thank you God bless you, um, I wanted to ask you 18 

do, do you have any recommendations to the State of North Carolina 19 

in a way what do you feel would help you in your situation, as, are 20 

you familiar with the, uh, Health Care Reform Act that was passed 21 

by President Obama, and the fact that it was denied---the Medicaid 22 

coverage was denied by the State of North Carolina, are you aware 23 

of that?  24 

A: You talking about the Obamacare  25 
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Q: Yes, and that it was denied by the State of North Carolina---do 1 

you have any recommendations for the State of North Carolina that 2 

you feel would help you—as far as healthcare and what the State could 3 

do to help you in your situation?  4 

A: I think if they would’ve expanded the Medicaid then maybe others 5 

like me wouldn’t have to just actually deal with the pain of being 6 

sick all the time and also the Obamacare was actually supposed to 7 

be helpful but if we are not making enough money to afford it whose 8 

it really helping. And then now I find that if I don’t have it—any 9 

kind of insurance—I’m going to be, it’s coming out of my taxes so 10 

how is that even going to help? Now you’re taking the money that I 11 

worked hard for away.  12 

 The Court: Do you have any further questions?  13 

Q: Crystal, is your job aware of your condition?  14 

A: Yes ma’am  15 

Q: So when you get sick do you get paid time off, like sick leave?  16 

A: No I stay on work, I can’t afford to get a day off, um, if I’m 17 

sick I let them know that I’m not feeling good---they see it, but 18 

I still stay at work.  19 

 Panel: Thank you 20 

Q: If North Carolina, Crystal, if North Carolina expanded—Medicaid 21 

expansion---went the root of Medicaid expansion, um, how would that 22 

effect premiums that you would pay. You said that you tried on your 23 

own to get Obamacare and it was $155 per month, which is out of the 24 

question; tell us how Medicaid Expansion in the State of North 25 
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Carolina would make that a possibility for you financially.  1 

A: When I had Medicaid before,---even during my pregnancies, I had 2 

Medicaid, I didn’t have to pay nothing towards my doctor visits, it 3 

helped me a lot. Um, now that I have no Medicaid or no medical 4 

insurance at all if I have to go to the hospital the smallest bill 5 

I had was 1200 dollars and that was just for them to coming in there 6 

check on me and give me a prescription of pain pills which I refused 7 

to take the pain pills because it’s not that kind of pain and the 8 

pain pills aren’t going to work and I don’t want nothing to go in 9 

my body that’s going to make me worse. So I think it would help if 10 

I had Medicaid because I wouldn’t you know have to be scared to go 11 

to the hospital, you know have to stay at home and my kids will have 12 

to witness what I have to go through. 13 

Q: I have one more question Crystal, I know a lot of people in this 14 

State and in our nation think that if you are working as you are that 15 

your employer would help you with health insurance, can you speak 16 

to that and tell us why your employers are not helping you at they 17 

should?  18 

A: Um, that was actually the reason that they cut our hours if you 19 

work full time, they offer the health benefits so in fast food they 20 

actually cut the hours down and you can’t work anymore than 28 hours 21 

a week so that way they don’t have to provide that for you. Um, I’ve 22 

done seen, you know CEOs speak up and say that that was the reason 23 

they cut the hours so they could just save more money by cutting our 24 

hours and giving us less pay so yeah.   25 
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 The Court: Any further questions from the panel members? 1 

Counselor?  2 

 Holmes: Thank Your Honor, Thank you, you may step down, um, at 3 

this time Your Honor, we would like to call Ms. Little  4 

 The Court: Ms. Little, Counselor may I ask a question is this 5 

being recorded on the record?  6 

 Holmes: Yes Your Honor, my understanding is that this is being 7 

recorded.  8 

 The Court: Okay will it be helpful if jurors or the panel members 9 

who are speaking gave their names, when they speak?  10 

 Holmes: Yes, please  11 

 The court: Members of the panel when you have a question if you 12 

would state your name before you start your question that would be 13 

helpful, thank you so much.  14 

 Holmes: Um, please state your name  15 

A: Lila Little 16 

Q: Thank you, um, can you please tell us a little about your background 17 

A: Um, I’m a registered nurse, um, for the last 27 years. I am no 18 

longer able to work in my profession due to disability. Um, I live 19 

in Carrboro and feel very passionately, um, not only because of the 20 

half a million people that are cut from Medicaid but also from 21 

personal health problems, currently.   22 

Q: Um, where did you go----where did you get your nursing degree or 23 

certification?  24 

A: Um, a very obscure, um, Maggie State University in Lake Charles, 25 
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Louisiana 1 

Q: Um, and how long did you work as a nurse?  2 

A: 26 years  3 

Q: In what area of nursing, nursing care, did you provide nursing 4 

care?  5 

A: Um, post-op surgical, um, emergency room, home care and hospice  6 

Q: Um, where have you worked in North Carolina, what organizations 7 

have you worked with? 8 

A: Um, I’ve worked with----Duke Medical, um, I’ve done some temp work 9 

at the central prison, um, done some temporary assignment, I’ve also 10 

done some work at Central Carolina in Sanford. 11 

Q: Okay, Um, you mentioned that----you have an interest in this issue 12 

of provision of insurance both from a policy perspective and a 13 

personal perspective; um can you tell us a little about your personal 14 

perspective? 15 

A: Sure, um, I have a family history of heart disease, um and I have 16 

a current diagnosis of congestive heart failure, um I am also, um, 17 

currently being, um, worked up for a diagnosis of uterine cancer. 18 

Q: And how long have you suffered from these diagnoses? 19 

A: Um, the congestive heart failure is several years old that I know 20 

of.  Um and the uterine cancer – the possible cancer, is very recent. 21 

Q: Um, has there been anything in your past that has made it difficult 22 

to get insurance? 23 

A: Um, yes, I applied for disability, it has been denied.  My family 24 

helps me cover expenses so I have no income.  Because I am not blind 25 
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or visibly disabled, I do not qualify for Medicaid in North Carolina.  1 

A lack of income is not a qualification in this state.  I don’t make 2 

enough money – I don’t make any money, but I don’t make the $11,400 3 

for the ACA premiums 4 

Q: Given your experience in the medical profession, do you have an 5 

opinion about the difference of care folks get who have insurance, 6 

versus those who do not? 7 

A: Oh yes. 8 

Q: Can you tell us a little about your opinion and the basis for that 9 

opinion? 10 

A: Um, I have found, um, and actually been directed to um, kind of 11 

put Band-Aids on things, and send people home to have out patient 12 

procedures done, where they may have been done in-house in a more 13 

timely manner.  I’ve had that done to myself as well. 14 

Q: Let me understand what you’re saying.  That for folks who have 15 

insurance, they would – the doctors would recommend a different kind 16 

of care for people who have insurance?  Or organizations would 17 

provide a different kind of care for people who have insurance versus 18 

not, or how does that work? 19 

A: I’m not sure that it’s the doctors.  I think that physicians and 20 

medical professionals honestly don’t know what sort of insurance 21 

you’ve got.  But I think the bed control people do, and they’re the 22 

ones who run the ship.  So if there is a bed available, um, I believe 23 

that that’s going to be impacted by whether or not you have insurance. 24 

Q: Can you think of any particular example, either in your experience, 25 
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or in someone’s experience you’ve seen where, to help us understand 1 

better, how that would actually play out in a specific situation? 2 

A: Sure. Um, two weeks ago, I visited the emergency room because I 3 

was having trouble breathing.  I believed that it was related to my 4 

heart.  So I went into that emergency room and they took a look at 5 

me, had some labs drawn.  The numbers for congestive heart failure 6 

were quite high.  Um, I was told that they had been that high in the 7 

past, so that was not a problem for them.  I should have an 8 

echocardiogram done, but I should have that done out patient.  It 9 

was a Sunday, there was no one to do the echo until a Monday.  Instead 10 

of keeping me overnight, they sent me home to schedule that on my 11 

own.  Um, out patient echocardiograms in Chapel Hill run about 12 

$2,000.  Um out of pocket, that’s just ridiculous, and so naturally, 13 

I didn’t schedule one.  When I checked with my doctor, the number 14 

that they said “Oh, well you’ve had that number before”, the number 15 

was 6,000.  Normal is 40 and below.  They were completely 16 

unconcerned with that high number.  They were not going to keep me 17 

overnight.  They did not have bed space for that. 18 

Q: If you had scheduled the appointment in outpatient, would they 19 

have treated you and figured out payment later, or would they want 20 

have wanted payment first? Do you know how that works? 21 

A: Yes.  When you register for any sort of procedure, whether it’s 22 

going into the emergency room, or an outpatient procedure, the first 23 

person you meet is the person who wants your money.  They register 24 

you, they find out – they get consent for treatment, and they want 25 
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to know how you’re going to pay them.  And they let you know, and 1 

there are actually signs there that say “Payment expected before you 2 

leave here.”  3 

Q: So if you showed up for your echocardiogram at an outpatient clinic 4 

and said, “Look, I’ve got no insurance, I’ve got no money.  The 5 

doctor’s say my number’s off the chart, but I need to have that done 6 

here, can you please do it?” What answer would you expect? 7 

A: I would have expected an answer of “you need to sit down with us 8 

and make a payment plan of how you’re going to pay this”, and they 9 

would have wanted a certain percentage up front.  10 

Q: Now, the folks back at the hospital, do they have any obligation 11 

to keep you overnight and give you the echocardiogram there? 12 

A: No.  13 

Q: Why not? 14 

A: if you are not in a life-threatening situation, if you are what 15 

they consider stable, they have no obligation to – to keep you or 16 

treat you anymore.  That’s the law 17 

Q: At what point is it life threatening, if the number is 6,000 and 18 

normal is 40?  How do they decide what’s life threatening or not?  19 

Do you know? 20 

A: I think if you’re symptomatic and you - you know, and you’re swollen 21 

up, you know, you can’t catch your breath, your lungs are full of 22 

fluids, you have to be put on a respirator, those sorts of things, 23 

that’s – then they would keep you. 24 

Q: Are you aware of our – our state’s decision not to expand Medicaid? 25 
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A:  Yes. 1 

Q:  You also mentioned that you had some ideas and opinions about 2 

the policies in this situation.  Would you mind sharing those 3 

opinions and giving your basis? 4 

A: I think that to – to make a decision to save money, on the one 5 

hand, by sacrificing lives on the other, is not only bad policy, it’s 6 

just bad humanity.  They are actually paying more money to keep 7 

people in ill health than they are to catch it early and – and do 8 

something proactive to that.  It looks good to them – to their 9 

constituents I suppose, “Oh look, we saved money.”  Whereas if you 10 

gathered those half a million people in one spot, I think that the 11 

rest of the state would be horrified to see that many people suffer. 12 

Q: In your experience, is it more expensive to provide emergency care 13 

or preventative care? 14 

A: Oh, it’s much more expensive to provide emergency care, yes. 15 

Q: And it sounds like, based on your testimony, emergency care is 16 

the only thing a person without insurance can expect to get at a 17 

hospital, is that fair? 18 

A: Yes.  And people wait until they’re quite ill now.  They don’t 19 

have a regular doctor, so the emergency room is their doctor.  They 20 

wait until their child has a fever of 103. Or, you know, until 21 

something is so awful that there’s nowhere else they can go. 22 

Q: Based on your own experiences and the experience of you -  your 23 

work experience, do you have an opinion about whether or not having 24 

health insurance helps prolong lives and minimize suffering as 25 
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compared to folks who don’t have health insurance? 1 

A: Yes. 2 

Q: And what is that opinion? 3 

A: That the care provided, that the equipment provided, and the 4 

frequency that those are provided are much improved. 5 

Mr. Holmes: Your honor, I have no further questions at this time 6 

Judge: Questions from members of the panel? 7 

Ms. Gatewood:  Desmarie Gatewood. I would like to know if you could 8 

share with us, what has been the emotional impact of your journey 9 

and not having health insurance on you? 10 

A: That’s a journey that I’m just beginning, so I can tell you that 11 

it’s frightening.  I don’t know – like you know, this lady was 12 

speaking about an eleven thousand dollar bill.  I think that’s on 13 

the conservative side.  I have no idea how that would be paid for.  14 

It’s frightening.  It’s Scary. 15 

Ms. Gatewood:  Thank you. 16 

Judge: Any other members of the panel? 17 

Mr. Rider: Yes, my name is Douglas Rider, and I want to thank you 18 

so much for the courage for coming here today and sharing your story.  19 

What I’m hearing in that story is having two medical conditions that 20 

are untreated, you having no money, having not been eligible for 21 

disability, that the only way you’re going to get treatment is if 22 

things worsen and you land at the emergency room for it.  Does that 23 

sound correct? 24 

A: Yes. 25 
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Mr. Rider: Right. So, I just wanted to say, that’s a travesty of 1 

society that has an expectation and a responsibility to take care 2 

of our citizens.  And I’m saddened to hear that we don’t do that. 3 

And I really just want to honor the courage that you have to get up 4 

every morning and to walk the walk that you walk.  Thank you for that. 5 

A: Thank you 6 

Judge: Any other questions from the Panel? 7 

Ms. Smalley-McMan: Barbara Smalley McMan.  Ms. Little, I’m curious, 8 

and would like to know, they sent you home with those high, alarming 9 

numbers, when you went in with symptoms with congestive heart 10 

failure.  Told you to go home and come back the next day for an 11 

echocardiogram.  Did you go back? 12 

A: No.   13 

Ms. Smalley-McMan: So, what happened? 14 

A: They’re still that high.  Nothing’s happened. 15 

Ms. Smalley – McMan: Thank you. 16 

Judge: Next.  Any further questions from any of the panelists?  Yes 17 

sir. 18 

Mr. Herman: My name is Dale Herman.  Can you explain a little bit 19 

more about this – how a person gets admitted to a hospital?  You said 20 

the doctor does not make that decision, that their bed counters 21 

somehow – I don’t understand how that process works, how that decision 22 

is made. 23 

A: Sure.  I don’t mean to imply that the doctor does not make the 24 

decision.  It is their expertise that says “this person is ill and 25 
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they need a bed.”  Where the – where it comes down to it though is 1 

that there is a department – there is a person, a person in the 2 

hospital – every hospital, that is in charge of bed control.  It’s 3 

their decision who gets a bed when, and where.   Depending on the 4 

information that the doctor gives them.  I do think they make the 5 

best decision they can under most circumstances.  I also know that 6 

they look at a lot of different factors.  And, that’s just the reality 7 

of it. 8 

Judge: Any follow up questions? 9 

Mr. Long: Ms, Little, my name is Ricky Long(?).  I wanted to ask, 10 

in your previous work as a nurse, do you have connections, or friends, 11 

or former coworkers, as doctors and nurses, who either agree or 12 

disagree with the policies, and what do they say if you’ve spoken 13 

to any of them? 14 

A:  You mean North Carolina’s Policies?  To be honest, not really.  15 

The medical professionals I know, they want sick people to be treated.  16 

They want there to be no difference.  No qualifier that you have to 17 

be – have some chronic or terminal condition in order to qualify for 18 

medical care.   That’s, I think a pretty universal opinion among 19 

professionals I know 20 

Judge:  Other questions from the panel? 21 

Judge: Let me follow up with you a little bit ma’am.  You mentioned 22 

persons in charge of debt control.  Did you say that? 23 

A: Bed control. 24 

Judge: Bed control. 25 
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A: Bed control. 1 

Judge: And tell me how that works when you say in charge of bed 2 

control. 3 

A: Beds are a resource in a hospital, and their limited, obviously.  4 

If you have a fifteen hundred bed hospital, then there are only 5 

fifteen hundred people you can place.   And there are decisions made 6 

between physicians and the person running the show, so to speak.  7 

Think of them as a front desk clerk at a hotel.  They assign the rooms.  8 

And it’s their, that’s their jobs, to make certain that the sickest, 9 

hopefully, people are placed where they need to be. 10 

Judge:  Is that decision made based on whether the person has 11 

insurance or not? 12 

A: That you would have to ask a bed control person.  I don’t know 13 

that answer. 14 

Judge: All right, thank you.  Any questions from counsel in light 15 

of my questions? 16 

Mr. Holmes: I have a couple of follow-up questions, and then we’ll 17 

be asking for a short recess.  We’ve received a request form a number 18 

of our panelists.   19 

Q: Have you explored or aware of any other potential options for you 20 

personally to receive health insurance? 21 

A: Because I have no income they – insurance companies like to get 22 

premiums, that’s pretty much . . . No. 23 

Mr. Holmes: I have no further questions your honor. 24 

Judge: Is there a member of the panel that has a question? Ok, thank 25 
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you ma’am.  You may step down. 1 

Judge: At this point, we’re gonna take a short recess so that we may 2 

evaluate the weather situation. 3 

Mr. Holmes: Your honor, could we have until one thirty? 4 

Judge: Alright, ten minutes, be back in your seats at one thirty. 5 

Thank you so much. 6 

(The court is back in session at 1:30 p.m.) 7 

Mr. Holmes: At this time, let’s hear from a Mr. Jason Williams.  If 8 

you’d mind taking the stand. 9 

Q: Mr. Williams, if you don’t mind, please tell us your name, and 10 

a little bit about where you’re from. 11 

A: Sure, I’m reverend Jason Williams.  I currently live in the west 12 

Lincoln county part of our state, just outside of Lincolnton, North 13 

Carolina.   14 

Q:  Where you from originally? 15 

A: I’m actually from this area here, the Raleigh area, Fuquay Varina 16 

originally.  Went away for school and came back to the state in 2005 17 

and have been in the Charlotte are since then. 18 

Q: Where’d you go to school? 19 

A: Went to high school here in the state, at Fuquay Varina High School.  20 

Went away to college at West Virginia University, and then seminary 21 

in Richmond, Virginia at the Baptist Theological Seminary of 22 

Richmond. 23 

Q: And since returning to North Carolina, how have you been employed? 24 

A: A variety of ways making ends meet.  I moved to Charlotte, North 25 
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Carolina to begin a intentional Christian community on the west side 1 

of Charlotte with some friends at that time.  And spent about, almost 2 

a decade on the west side of Charlotte, working with folks who were 3 

disproportionally affected by a variety of sectors and systems of 4 

our society.   Predominantly a community of color there and was there 5 

about eight or nine years and have just recently sort of moved and 6 

branched out to rural North Carolina, having founded a new community 7 

there.  It’s sort of looking at some of the same issues of inequity 8 

and marginalization that we looked at in urban North Carolina for 9 

about eight years.  So we’ve been there for about a year and a half 10 

to two years now. 11 

Q: Is it fair to say that you’ve lived in communities that are 12 

struggling economically, and have some experience living on those 13 

communities? 14 

A: For about a decade, yes and done work there with nonprofits.  I 15 

put food on my table by working with an organization in Charlotte, 16 

formerly called Mecklenburn Ministries, now we’re just called 17 

MeckMin.  We’re kind of the interfaith network in Charlotte so I work 18 

part-time there to put food on my table.  My wife works at a local 19 

church in Charlotte, and then we give the rest of our time to the 20 

communities that we live in. 21 

Q:  Do you have any other family in North Carolina? 22 

A:  Yes.  My entirely family’s here.  In fact I’ve just been in 23 

Raleigh because my grandmother’s in the hospital right now.  So my 24 

family is all from this area. 25 
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Q: So, can you tell us a little bit about your experience with folks 1 

and poverty or folks who are struggling economically, and their 2 

effort to get healthcare? 3 

A: Yeah.  So over the past decade I’ve worked with folks in a lot 4 

of different circles, a lot of different environments who have 5 

struggled to maintain some stability in their lifestyle for a variety 6 

of reasons, healthcare certainly being one of them.  And perhaps, 7 

maybe I can best kind of des – encapsulate that through the story 8 

of one particular gentleman who kind of captures sort of a framework 9 

of stories that happen – that I’ve experienced or watched or assist 10 

with on a regular basis.  So a friend on the west side of Charlotte 11 

named Fred was - struggled with chronic unemployment for a long time 12 

and had secured some work with one of our local mail carriers, FedEx 13 

for a while.  He had become somewhat stable with this job, he was 14 

working part time, so he didn’t have access to benefits.  Didn’t have 15 

access to insurance or many of the perks that sort of come with 16 

full-time work as you’ve heard some of our other witnesses discuss.  17 

Fred became ill at a point in time, a few years after he had been 18 

working at this job.  He was having some walking problems.  Needed 19 

to go see the doctor.  It’s something that had been going on in his 20 

life for a while.  He couldn’t go to the doctor because not having 21 

insurance, he wasn’t able to afford it.  When things did get bad 22 

enough he’d just have to go the emergency room.  That didn’t provide 23 

the kind of health and medication and what not that he needed, and 24 

he couldn’t afford any medication to deal with this problem.  He has 25 
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diabetes and so eventually things became bad enough with his feet 1 

that he wasn’t able to walk.  He had to leave all of his work at the 2 

time.  Went in to – to get medical treatment at that time, didn’t 3 

really get it dealt with, because he couldn’t.  It was at the point 4 

that he couldn’t walk so he couldn’t work that we started the process 5 

of applying for disability.  He sort of got the barebones that he 6 

needed to qualify.  That process took well over a year, probably 7 

upwards of two years to get qualified for disability.  So now he is 8 

on disability and getting Medicaid because of disability, and getting 9 

some care for his foot that was causing the problem.  However, he’s 10 

had to have an operation, he’ll never be able to walk well again, 11 

and he’s basically will spend the remainder of his life on disability 12 

because of a condition that couldn’t get treatment when he was working 13 

and a he was able to keep a roof over his head, but not able to afford 14 

medicare.  Excuse me, medical care, in the form of insurance or what 15 

not. 16 

Q: So it sounds like as he was working, he had a medical condition 17 

that if – was treatable at the time he was working.  Is that what 18 

you’re saying? 19 

A: Well, yeah.  Ya know, this – what he had is something that many 20 

folks manage throughout their lives on a regular basis through 21 

medication or insulin or that sort of thing.  So it’s certainly 22 

something that could have been managed if he had access to manage 23 

it at the time, but he wasn’t able to - He didn’t have the income 24 

that could afford medications or doctors, or insurance at the time. 25 
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So now he’s essentially been pulled out of the work force because 1 

of a condition that couldn’t be treated at the time. 2 

Q: So, because he didn’t have insurance, what was a treatable 3 

condition became a permanent disability.  Is that what happened? 4 

A: That’s exactly what happened.  And, whereas some kind of access 5 

– He worked too much to get Medicaid at the time, but not enough to 6 

be able to afford any other kind of insurance on his own.  And of 7 

course this – this was three or four or five years back, so he sort 8 

of fell into a gap there where he couldn’t afford it, but he wasn’t 9 

poor enough to get it.  And because he wasn’t able to have access 10 

to any kind of care, yes, he’s not permanently disabled, such to the 11 

point that he certainly can’t do the kind of work that he did before, 12 

and is right now struggling to find any kind of work that he can do.   13 

Q: If the goal of our society is to help people stay healthy and part 14 

of the workforce, does it appear to you that this healthcare structure 15 

you’ve just described accomplishes that goal for people like Fred? 16 

A: No.  It doesn’t.  If the goal of our society were to be to have 17 

folks who can maintain – who can be active and productive citizens, 18 

then it would seem to me that it’s to our – it would behoove us, it 19 

would benefit us both individually and collectively to provide the 20 

kind of care and support for one another that would allow us to be 21 

good and productive citizens.  So essentially, what we’ve done to 22 

Fred is not create a system whereby he can receive full-time 23 

employment or employment to the extent paywise that he can afford 24 

can afford medical care, or have access to medical care.  Yet we’re 25 
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content to allow conditions to go untreated such that he is disabled 1 

and we will provide medical care for the rest of his life through 2 

disability.  In my opinion, if we had a system that sort of filled 3 

in that gap between the poverty line and above the poverty line 4 

upwards of one hundred fifty, two hundred percent of it for everyone, 5 

then Fred would have had insurance that he could have treated and 6 

maintained this particular condition which is very treatable.  Many 7 

of - probably there’s some of us in this room that have diabetes right 8 

now that are managing it through medical care.  And he would be – 9 

he would continue right now to be an able bodied citizen who could 10 

function within our workforce.  But because we didn’t, he didn’t have 11 

access to those kinds of things, he is not now.  He is disabled most 12 

likely for the rest of his life. 13 

Q: Have you struggled over your work career to maintain insurance? 14 

A: I have, you know, I am a member of local clergy in the Lincolnton 15 

area.  I have been in the Charlotte areas for a number of years.  I’ve 16 

given much of my time to the community to help folks that are in these 17 

exact situations.  Having done a lot of that for sometimes peanuts 18 

and sometimes nothing, and trying to sort of put, and allow work 19 

outside of that realm to pay for my basic expenses.  So that’s kind 20 

of put me living within about a hundred and fifty percent of the 21 

poverty line for the last decade myself.  So 22 

Q: What is that income level, if you know, a hundred fifty percent? 23 

A: My wife and – I have a wife and two biological children, one adopted 24 

son, and one son for who I was legal guardian for a number of years.  25 
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So, for most of the past decade, that’s been a family of – for a good 1 

five years, that was a family of six.  For a period of those times, 2 

I was able to get insurance for my foster and adopted sons through 3 

the Youth and Family Services in Charlotte.  But both of then aged 4 

out at one point.  You know, when they turn eighteen.  The system 5 

doesn’t provide anything past eighteen.  And so, actually two 6 

thousand thirteen – Well actually two thousand thirteen, one of my 7 

older sons was aging out of that system and moving onto his own.  So 8 

let me pause.  You asked me the number.  So I have a family of six 9 

and for most of the past three years, we’ve hovered around thirty 10 

to thirty-five thousand dollars, which, for a family that size, keeps 11 

us with around a hundred and fifty, well below two hundred percent 12 

of the poverty guidelines.  So I paid, in two thousand thirteen, in 13 

insuring myself, and my wife, and my two daughters and my adopted 14 

son Kevin, I was paying well over six hundred, upwards of seven 15 

hundred dollars for insurance a month.  In two thousand fourteen when 16 

the Affordable Care Act came into place, it was just a huge benefit 17 

to us.   I was very fortunate in the sense that I made enough that 18 

the federal system helped me out.  So I got about, a five hundred, 19 

five hundred fifty dollar supplement that for the first time made 20 

insurance affordable for me.  So different members of my family went 21 

for different periods of time with no insurance.  It was dependent 22 

on the situation and who was most sick, but usually keeping it for 23 

my girls.  Sometimes I would go without it, or my wife, for a year 24 

if we had to do that, and then 2013, because Kevin sort of aged out 25 
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that year, he went for a number of months without it and we could 1 

not afford to put him onto our plan at the time.  The Affordable Care 2 

Act really helped because it allowed us to put Kevin onto our plan.  3 

Our two girls, because we were over a certain income were able to 4 

go onto Medicaid, and the other three of us, we were able to afford, 5 

with the supplement, we were able to afford insurance.  So two 6 

thousand fourteen, because of the Affordable Care Act, because I made 7 

over a certain income, was the first year that I was able to have 8 

insurance for my entire family.  And I think that that’s the kind 9 

of thing, particularly for a family, who is committed to giving their 10 

life to help the very issues that communities are struggling with 11 

are receiving inequitable treatment, it was a blessing to us, it 12 

really was.   13 

Q: You shared a lot of very important things with us, in that just 14 

answer right there.  And so I want to go back and have you explain 15 

a little more some of the things you just said. 16 

A: Sure 17 

Q: First of all, it sounds like you are the father of two biological 18 

children and two adopted children.  Is that what you just said? 19 

A: Essentially yes.  One we adopted, and the other, we didn’t know 20 

we could adopt and so we’re legal guardians for him. 21 

Q:  And so you are responsible for a family of six, is that right? 22 

A: Both of, yeah, well, I have a family of six.  We’ve slowly nudged 23 

- the children that were adopted and we became a legal guardian in 24 

were both young men from the neighborhood that we were living in and 25 
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serving in.  So they’re both children of color, and their families 1 

went through some difficult times and they found themselves in Youth 2 

and Family Services in Charlotte, and we already had a relationship 3 

with them so they allowed them to stay with us.  So it is a complex 4 

relationship, but they are – Let’s see, one is about twenty-two, 5 

twenty-three now and so we have slowly nudged him on his own, and 6 

the other is still nineteen and just graduated from high school in 7 

August and is very slowly working towards being on his own, so we’re 8 

providing different levels of support for both of those young men. 9 

Q:  Well, you say that they allowed them to stay with you, but it’s 10 

a pretty remarkable thing that you have done to take these young 11 

people into your life and your family, and I just want to name that 12 

and thank you for that. 13 

A: Sure 14 

Q: You’re very gracious in describing it as something you were allowed 15 

to do, but that is a tremendous and amazing thing you are doing and 16 

I want to thank you for that.  You also described what sounded like 17 

a horribly complicated effort to try to piece together healthcare 18 

care for your family, right up until two thousand thirteen, and of 19 

the phrases you used was, and you kind of had to laugh about because 20 

it’s very difficult to talk about, you had to figure out who was most 21 

sick.  It was a phrase you used to kind of try to help figure out 22 

prioritization.  Can you tell us a little bit more about the struggle 23 

you faced before the Affordable Care Act trying to piece together 24 

healthcare for your family? 25 
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A: Yeah.  Ya know, we certainly wanted our kids to have it because 1 

ya know, they’re in preschool and whatnot they - there’s just too 2 

much that they can get.  But my wife and I were pretty healthy so, 3 

times where we had to make decisions over, can we afford it for the 4 

children right now?  Should we not have it for us since we’re doing 5 

okay right now? When Kevin turned eighteen, he’s our sort of middle 6 

child adopted son.  He’s nineteen, having just graduated high 7 

school.  When he turned eighteen in twenty thirteen, he, kind of in 8 

the middle of the year, well it was towards December, so we kind of 9 

had to make some decisions, what do we do for this last month or two 10 

of the year? He’s now lost his Medicaid that he had through Youth 11 

and Family Services, which is called adoption assistance.  So it’s 12 

a program that helps provide some assistance to families who have 13 

adopted teenagers, mostly teenagers, sort of later in their lives, 14 

because it’s such a hard age to find adoptive parents for.  That was 15 

– that adoption assistance was a really big help, and when he aged 16 

out of the system, he immediately lost access to that, so we were 17 

trying to figure out, okay, there’s no way we can afford it for the 18 

next couple of months before something can kick in to pay the next.  19 

What do we do?  Do I get rid of it?  Do we just not get something 20 

for Kevin until we find something we can afford?  Fortunately the 21 

Affordable Care Act was the only way that we were able to do that.  22 

If it hadn’t have been for that right now, several of us would probably 23 

be uninsured.  Maybe the kids and not my wife and I or something like 24 

that.  So, you know, the irony of all this was, well to me, some of 25 
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the irony was, due to some of the situations that were going on in 1 

my life in two thousand thirteen, we were able to start the insurance 2 

through the healthcare dot gov marketplace for two thousand fourteen, 3 

and I found myself in the hospital May of twenty fourteen due to just 4 

an overwhelming amount of stress and burden that I was carrying, and 5 

if I hadn’t have had access to that insurance at the time, would have 6 

had not been covered for that period of time, because I can assure 7 

you that we would have covered our kids over ourselves.  So when I 8 

say it’s a blessing, I mean literally.  We would have been in big 9 

trouble.  I’m not sure if I answered your question, so you can pull 10 

me back if I’m rambling. 11 

Q: Well, you were getting to my next question, which is describe for 12 

us the relief you feel now as a parent and as a leader in your family 13 

to have healthcare coverage for all the people that you care for. 14 

A: Yeah, it’s a huge relief.  In a lot of ways, knowing that we’re 15 

not going to fall through the cracks, certainly.  To be able to 16 

provide the insurance for both of our daughters, for our adopted son, 17 

and for my wife at the time – now - my wife.  It’s also just a relief 18 

knowing there is something in place now - Well, If I can be frank. 19 

I hear folks who walks these halls may have a different persuasion 20 

than mine, sometimes say the faith community need to step up to the 21 

plate and do more and the government shouldn’t so it and I want to 22 

look at them and say, “how do I step up to the plate more?” My family 23 

has gone without insurance so that I am at the plate, so that I am 24 

giving and trying to address these issues. I am giving my time freely 25 
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in many cases to help address these issues of inequity and disparity 1 

with respect to poverty, with respect to race. I can do that because 2 

I have some privilege, don’t get me wrong. I know that at the end 3 

of the day if I fall down I have family that is probably going to 4 

help me up where a lot of folks don’t so, I recognize that. But I 5 

want to say to those folks what else do you want me to do. I am 6 

sacrificing my kids education. I moved them to the Westside of 7 

Charlotte with a group of folks. We agreed to buy a house together 8 

and now I can’t sell that house, I am upside down in it and just left 9 

with it. I probably won’t be able to send my kids to college because 10 

I’ve been giving so much. So now that there is a system in place that 11 

is recognizing that hey there is some of us who are giving a lot of 12 

our time and sacrificing a financial future in order to help the very 13 

situations that some legislatures in North Carolina are saying faith 14 

community should do more about. There is a system now that is helping 15 

me out, helping me to do that so I am grateful for that. So, when 16 

I say relief its not just a relief to have it it’s a relief to know 17 

that federally some folks are aware that there are a lot folks making 18 

sacrifices and have stepped up to the plate to make that possible.      19 

Q: You mentioned your adopted kids did you know prior to you adopting 20 

them do you know whether or not they had difficulty or situation arose 21 

a result of not having health care that you feel comfortable sharing 22 

with us?    23 

A: Yeah, I didn’t ask that question ahead of time so I guess 24 

I will be timid in some answers and a little bit vague. One thing 25 
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that I can share is that Kevin our, I think I said 19 earlier he’s 1 

20 now, his mother, his family existed on Medicare for a while because 2 

their grandmother, great-grandmother was their primary care giver. 3 

She was on some assistance and so he did have some medical care at 4 

the time for different periods of time. His mom receiving really poor 5 

quality treatment through hospitals because of the health care access 6 

that she had or didn’t have at the time, had breast cancer and she 7 

passed away about a year after Kevin first came to us. He already 8 

lost his family because they sort of separated ways, his 9 

great-grandmother was the primary care giver and she went into the 10 

hospital and just wasn’t going to be able to take care of the family 11 

again which is partly why he moved in with us and DSS gave us their 12 

blessing on that. He watched his mother pass away, literally went 13 

to the hospital had no clue she had cancer, didn’t have access to 14 

care and she was gone within a few months of some conditions if maybe 15 

she had some access. I can’t say for sure but maybe she would still 16 

be around. Maybe she would have lasted a little bit longer. So, in 17 

light of losing his family situation he also lost his mother all 18 

within a year, about a year in one another. So this young man, I just 19 

think what could be if they would have had better access to health 20 

care. His grandmother would she had better care and back at home with 21 

Kevin now? Would mom still be alive. Don’t want to go into too many 22 

of those situations because I haven’t asked permission but. That’s 23 

a little bit that I can share. 24 

Mr. Holmes: That’s ok.   25 
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  Mr. Holmes: Your Honor, I have no further questions at this 1 

time and I will open the questions to panel members. The Court: Panel 2 

members any questions for this witness? 3 

(A member from the panel):  4 

Q: Good afternoon my name is Harold Richardson. Question, my 5 

question to you is you say as you walk the halls of here in Raleigh 6 

and hear different conversations among the legislatures asking what 7 

you as the faith community should be doing, my question to you is 8 

what sort of support do you feel the legislatures should be giving 9 

to you as a taxpayer? 10 

 Rev. Williams: Yeah, you know I think that there are absolutely 11 

basic needs of life that government as a social system that we all 12 

band together, we the people so to speak, and that it absolutely 13 

should provide some basic services, health care being one of them 14 

absolutely.  15 

 I think as a person of faith that we are commanded to do 16 

so. I think it is part of our moral responsibility. I think it is 17 

part of our ethical commitment to one another and to the communities 18 

that we called to create for myself as a Christian. I think for a 19 

long time I may not have said it that way but I have certainly realized 20 

having gone through what I have gone through for the past 10 years 21 

that the government is a social system of interacting governing one 22 

another, organizing ourselves into communities that live and survive 23 

and work. So for me I’m at a point in my life where this is absolutely 24 

necessary. It doesn’t make sense to me when I think about certain, 25 
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this is an example, business are required to provide health care or 1 

health insurance to folks who work full time but not part time. I 2 

don’t see equity in that. 3 

Q.: I’m sorry I don’t mean to cut you off.) 4 

 A: Please, go ahead.   5 

 Q: My question to also additionally to you and all of the 6 

witnesses here today, are you speaking directly to your 7 

Representatives and letting them know?  8 

 A: Absolutely. I’ve certainly been part of movements here in 9 

North Carolina being doing that and as a person of faith in the 10 

communities that I live in I am speak out at. I work with a coalition 11 

system out at Charlotte called Race Matters in Juvenile Justice where 12 

we are tackling these issues on a daily basis trying to create better 13 

equity in the Charlotte-Mecklenburg school system, trying to create 14 

equity within law enforcement in the court systems. We have a 15 

coalition through the Department of Social Services, 16 

Charlotte-Mecklenburg police department, Charlotte-Mecklenburg 17 

schools. There are court judges that are banning together to try and 18 

address these kinds of issues. We are focusing on juveniles of course 19 

but, yes. 20 

Q: Again on the issue of health care what kinds of response are getting 21 

back from them? 22 

 A: Well if I can paraphrase the best response. I don’t want to 23 

steal anyone’s thunder. My brother Rodney Saddler was just in the 24 

newspaper in Charlotte and he has a great relationship with one of 25 
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our local Senator in Cornelius, Jeff Tarte. Rodney has been very 1 

outspoken about his view of what he thinks the government should 2 

support and provide as far as basic care goes. Senator Tarte, has 3 

said I appreciate that his heart is in the right place but that is 4 

what the faith community should be doing, that is the work of the 5 

faith community. And to Senator Tarte I want to say I am the faith 6 

community and I have scarified a whole heck of a lot to do it and 7 

can’t even provide to my own family and it’s not enough and in many 8 

ways barely even making a dent. I’ve been able to make a dent for 9 

those two young men who are part of my family now and frankly, they’ve 10 

got insurance because they’ve gotten it through access to my white 11 

skin and to the privilege that I have for my family but I don’t know 12 

what could have happen without that. They’re in a sense reaping from 13 

that benefit I guess and I struggle with that because it brings up 14 

a lot more issues. I can get long winded and go off of course, have 15 

I answered your question? 16 

Mr. Richardson: yes, thank you. 17 

The Court: Other questions? 18 

Mrs. Barbra Small-McMahn: You mentioned your 19, 20 year old 19 

son and all of the losses he has gone through, his family to begin 20 

with, his grandmother then his mother. Can you just talk some about 21 

what all of those multiple losses have been like for him and also 22 

were there other siblings, other family members who have also been 23 

impacted by that?  24 

 A: Other siblings and family members of him, of Kevin? Oh 25 
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goodness, that is probably more than what I can get through today. 1 

He has very little access to most of his family right now. Of course 2 

his mother passed away over her health. He has a brother who is in 3 

and out of jail pretty regularly right now at this very moment I cannot 4 

tell you whether he is in or out. He has another brother who has been 5 

incarcerated who is doing fairly well right now in Gastonia, NC right 6 

now, found a little bit more stability. He was incarcerated for a 7 

number of years down in Charlotte. His grandmother, we still see her 8 

she is a fairly low end facility in Charlotte, a nursing home facility 9 

in Charlotte but is receiving some quality of care. I will not comment 10 

more on that other than to say that it is low. He sees her on a regular 11 

basis and he has some aunts and uncles that he sees with some 12 

regularity. Some of them are in and out of incarceration themselves 13 

struggling to find stability. What was the other question you had 14 

on that one?                                                                              15 

The Court: Do you have a question?                                         16 

Mrs. Small-Mcmahn: There is not another one, Thank You. 17 

(Man on the panel)Q: Reverend Williams just a quick question, 18 

there is approximately 36,000 veterans in North Carolina that will 19 

be eligible for Medicaid expansion but haven’t been approved by the 20 

legislature, I am wondering in this 10 year experience that you have 21 

had, individuals that you have dealt with, I wonder have you come 22 

across veterans or family of veterans and what is your opinion might 23 

be if they were eligible for this service that they are entitled to? 24 

Thank you. 25 
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  A: Yeah, I am really beginning to come in relationship with 1 

many more people that fall into that category since o have been in 2 

the west Lincoln County area. So, we have a number of veterans in 3 

Lincoln County who are absolutely struggling. I can take the story 4 

I just got finish describing for you with Fred and I can apply it 5 

to many of these veterans in Lincoln County right now. Who have that 6 

sort of additional piece in their lives that they are veterans but 7 

still not getting the kind of access that they absolutely do deserve. 8 

It is very common. I have found it be more common in rural North 9 

Carolina than in urban North Carolina but that’s just been my 10 

experience, I can’t say much more than that.  11 

The Court: Does the gentleman on the back row have a question? 12 

  Anyone else? Alright, counsel.  13 

Mr. Holmes: No further questions and thank you so very much for 14 

sharing with us today. 15 

Rev. Williams: Thank you. 16 

     The Court: You may step down. 17 

                Call your next witness. 18 

Mr. Holmes: Thank you Judge. We like to call Ms. Farrington. 19 

(Ms. Farrington takes the stand) 20 

         Can please tell us your name. 21 

 Ms. Farrington: Yes, my name is Garmin Farrington. 22 

Q: Where are you from originally?                            23 

A: Durham, North Carolina  24 

Q: How long have you lived in Durham. 25 



50 
 

A: All my life.  1 

Q: Did you go to school in Durham when you were younger? 2 

A: Yes, I went to Hillside High. 3 

Q: Okay, where does your family live? 4 

A.: My mother lives in Durham, NC she was a nurse at Duke Hospital 5 

until she retired. My sister works at Blue Cross Blue Shield. 6 

Q: And do you have any children? 7 

A: No I do not.  8 

Q: Do you have employment? Do you work? 9 

A: Yes, I do. 10 

Q: Can you tell us a little bit about your work? 11 

A: Well I’m a CNA. I’ve been a CNA for 59 years and well I was working 12 

in a rest home and I left because I was suffering from chronic 13 

migraines. So I left work and my moms paid my insurance and my sister 14 

pays my healthcare for me because I can’t afford it because I work 15 

as a nursing assistant and home health care.  16 

Q: Okay, tell me what a CNA is? 17 

A: A CNA is a Certified Nursing Assistant who assists elder people 18 

in their homes who do not want to go to a rest home. So I go in their 19 

home and take care of them, help with their bath and help with their 20 

medication, help cook, clean their room, and keep them safe from 21 

falling until somebody comes homes who will be there with them. 22 

Q: What training have you had to receive in order to be a CNA?  23 

A: I went to school to get certified. Well, it’s kind of funny because 24 

my aunt got sick and when I was little she would always take care 25 
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of me so I was kind of returning the favor and she said no if you 1 

to do this so back to school, which I had never thought about doing 2 

that. So, she said that’s what I was born to do to help others. So, 3 

I get a joy out of helping other people where I can. If I meet a 4 

stranger out on the street if I can help you, I’ll help you. If I 5 

can, I can.  6 

Q: So after you received this training you were able to go help your 7 

aunt, is that right? 8 

A: She still wouldn’t let me help her. (Mrs. Farrington begins to 9 

chuckle). Then it was like four sisters all of them had Alzheimer’s.  10 

 You know, I was mama. Mama can I have cookies?  11 

 No, you can’t have cookies today but you can sit and eat 12 

this food. They wouldn’t eat but I knew they had to take their medicine 13 

so I say if you eat this food right here, I promise to give you some 14 

cookies and ice cream. So then we eat and at nighttime I will have 15 

to put something to the door because they will wonder off at night. 16 

Or either they will be up in the kitchen trying to cook. So I will 17 

have to take all the knobs off the stove, hide the knobs and they 18 

will come and say “Ma you know it’s time to eat” and I be like you 19 

know its 2:00 in the morning you need to go to bed. Two of them had 20 

night syndromes, two of them with day syndromes. The one at night 21 

stay up all night, the ones during the day slept all during the day. 22 

So, it was a constant challenge for me to help them out to figure 23 

what they want but I was their mother so I cared for them until they 24 

passed away.   25 
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Q: Do you have experience with trying to get health insurance and 1 

medical coverage for you and your family? 2 

A: Well, I do but my mom and my sister don’t because my sister works 3 

for Blue Cross Blue Shield so she automatically get health insurance. 4 

My mom retired from Duke’s Hospital as a nurse so they can afford 5 

it, I can’t. Between my mom and my sister they make sure I get 6 

insurance because I suffer from chronic migraines, I have high blood 7 

pressure, I have diabetes. So they make sure I’m alright because they 8 

always say “you always take care of everybody else, nobody take care 9 

of you.” So, they take care of me and I feel bad because I don’t want 10 

anybody to take care of me I want to take care of me. You know, I 11 

want to do you for me because that’s what I feel like I suppose to 12 

do, take care of the people in my household and the people that are 13 

around me that I care about. You know, if I had insurance I would 14 

not have my mother take care of me. My mom is like 79 years old, what 15 

is she doing taking care of me? I am 59 years old my mother should 16 

not have to take care of me. I should be able to take care of my momma 17 

because she has taken care of me all my life. My mom was a single 18 

mother. I done seen my momma go to school, become a nurse. I seen 19 

my momma walks to work and suffer so that we can have. I can tell 20 

anybody I have a mother because my mother I never had to worry about 21 

where my next meal was coming from, I never worried about the lights 22 

getting cut off or if there was a trip at school my mom paid for it. 23 

It’s time for my mom to sit down and don’t worry about me, it’s time 24 

for me to worry about her.  25 
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Q: Why are you having difficulty getting insurance?   1 

A: mainly because I was I getting healthcare in home health care. 2 

I would go to work in the morning and I only make $8 an hour I can’t 3 

afford to pay insurance. Like my mom have to pay for my insurance 4 

like if I go to the doctor but the insurance only cover like half 5 

my medication. I still had to come out of my pocket with $79. She 6 

will be like “I got that.” You know she will pay it if I don’t have 7 

the money to get my medicine today. She will pay it but why should 8 

she have to pay it?  9 

Q: So, it sounds like you work in the health care profession taking 10 

care of people but you don’t make enough money to afford your own 11 

healthcare is that right? 12 

A: That’s right. I mean you can go and try it. You can go and see 13 

if you can live off of $8 an hour and you have a medical condition 14 

and you can’t afford to pay for your insurance or you got to pay for 15 

medicine, you don’t have enough money to do that. I don’t have enough 16 

money to get my own apartment. I don’t have enough money to pay a 17 

light bill or water bill and I don’t want to stay home with my momma. 18 

Don’t get me wrong, God knows don’t get me wrong, I love my momma 19 

to death but I am too old to be in momma’s house. You know, there 20 

is not. . . I always learned this when I was growing up, God bless 21 

the child that has his own and I want my own. I am suffering right 22 

now. I ain’t proud of those situations I’m in, it’s what it is.                                                                 23 

Mr. Holmes: May I have a moment Your Honor? 24 

The Court: Yes sir. 25 
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Mr. Holmes: Your Honor I have no further questions. At this point 1 

I will ask the panel if they have any.  2 

Ms. Gaywood: The home care agency you worked for who do they get their 3 

money from? 4 

Ms. Farrington: Medicaid and Medicare. 5 

Q: So Medicaid and Medicare gives your agency money? 6 

A: Yeah.  7 

Q: Okay. My next question is if your mother is out of the picture 8 

have you thought about how you are going to have health insurance?  9 

A: Uhm, have I thought about it? No not really because I can go to 10 

Lincoln Hospital and get because I don’t have a job, so Lincoln offer 11 

free service but that don’t cover if I would get like real, real, 12 

real sick and had to go to the emergency room. Like one of those ladies 13 

said, you go to the emergency room and if you are not dying they not 14 

going to run a test. If you were like dying, half way dead they will 15 

run the test that need to be done at that point in time but if I’m 16 

just going for real bad headaches, can’t see sometimes. Sometimes 17 

I get real bad headaches when I can’t see. I get totally blind, that’s 18 

how bad the headaches be. If I would go there they will leave me in 19 

the emergency room, hook me up to some IV at two in the morning unto 20 

I go through that stage of the pain. You know that’s what they had 21 

to put me in, what they call induced coma because the pain be so bad 22 

that I can’t deal with it.  23 

Q: So the last question is, if God forbid something was to happen 24 

to your mother today you will not have a way to pay for health 25 
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insurance correct? 1 

A: Nope, I just be lost. I wouldn’t, Lord Jesus forbid anything happen 2 

to my mamma I couldn’t make it. I could still stay in her house its 3 

paid for but still if I live there in her house and she done paid 4 

for, and still saying that that’s hers. She gone, its still her house 5 

and I got to take the little money I do get to pay light bill, water 6 

bill. I still ain’t gonna afford healthcare. So I don’t know what 7 

I will do if my mom will past and my sister be gone. I don’t know 8 

what I will do about healthcare insurance. You know every time I get 9 

sick I will just go to the doctor, get me some medicine through the 10 

emergency room and hope and pray that when I get the bill that I will 11 

have enough money to pay a dollar here, a dollar there for the bill.                        12 

      13 

Ms. Gaywood: Thank you German.       14 

Rev. Barber: Witness you work full-time for the most part?     15 

Ms. Farrington: No I don’t work full-time, I work part-time.  16 

Q: You work part-time, but even at part-time you said you make what 17 

an hour? 18 

A: I work 4 hours a day 7 days a week.  19 

Q: Okay and if in fact have you thought about this Medicaid expansion 20 

in the state? Medicaid expansion, will that be helpful t you?  21 

A: If they expand it and I can find a good enough job to pay my own 22 

insurance, yeah. I thought about it if they needed to expand it, yeah. 23 

Q: What if Medicaid expansion was to pay for it? In other words, if 24 

you work like you working now - 25 
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 (Ms. Farrington: Uh huh) 1 

Medicaid was expanded you will be able to receive free health care 2 

how will you feel about being able to have your own healthcare through 3 

Medicaid expansion? 4 

A: I will love it because then I wouldn’t have that worry whereas 5 

how I’m going to pay for this and how I’m going to pay for this 6 

medicine. I mean then it’s there I don’t have t worry about, Lord 7 

Jesus how am I going to pay for this medicine? How am I going to pay 8 

for this um, or whatever I need to be done? You know they will pay 9 

for that. That will be my last worry; I can concentrate on other things 10 

on other hands that need to be done. 11 

 Q: And one follow up, despite the fact that you had mentioned 12 

that you had high blood pressure and diabetes your desire is to work? 13 

You love to work. 14 

 A: I love to work. I mean I love to work. I loves to take 15 

care of people. When people get old they have stories and I love to 16 

go into a elder person home because they have stories that you have 17 

never heard and it is so amazing what our elders can teach us. If 18 

without them there will be no us.  19 

 Rev. Barber: Thank you.  20 

 Mr. Holmes: Thank you no further questions. 21 

 The Court: You may step down.  22 

 Mr. Holmes: Judge at this time it appears that though the 23 

weather is upon us and if I may I will like to make a few closing 24 

remarks for the court and for the panel to give the court and the 25 
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panel of a idea of where we will be headed next.  1 

 The Court: You may proceed.  2 

 Mr. Holmes: We’ve heard a little bit today about the failure 3 

to expand Medicaid. Ladies and Gentlemen of the panel you have heard 4 

some stories about people who have been impacted by the failure to 5 

have insurance. You’ve heard the importance of insurance to the 6 

outcomes of lives of people who have been before you and we have other 7 

evidence for you to consider that we are not able to present today 8 

because of the weather and because its a lot of evidence.   9 

  The evidence that I hope to bring to you next Monday if 10 

we can reconvene or Monday after that will be evidence from experts 11 

who understand the economics of Medicaid; testimony from doctors who 12 

provide care for people in the gap and out of the gap; policy studies 13 

from other states, including a recent study in Kentucky that found 14 

that they’re actually making money. More money than actually 15 

necessary to make the matching funds and so it is our hope that we 16 

can bring to you that evidence and bring to you also our constitution. 17 

It reads in Article 11 Section 4, that “beneficent to the poor, the 18 

unfortunate and the orphan are one of the first duties of a civilized 19 

and Christian state and therefore, the general assembly shall provide 20 

for and define in the duties of the public welfare” and within our 21 

own constitution there is a mandate to take care of the power that 22 

we are not living up to, even remotely.  23 

 There is another provision Article 1 Section 2 that says 24 

“that all political powers vested and derived of the people and that 25 
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the government rights originate from the people is founded upon their 1 

will only and is instituted solely for the good of the whole”.  2 

 We heard today that there is a whole part of our community 3 

that we’re not caring for and that the resources are there, the money 4 

is there, the people are there, and the only thing keeping us from 5 

taking care of these folks is our own lack of will. After we hear 6 

the evidence we’re going to ask you as the attorneys to return a 7 

indictment. An indictment that says that our Governor, our Speaker 8 

of the House, our President Pro Temp, and all our legislatures who 9 

are opposing this expansion of Medicaid are acting in violation of 10 

the North Carolina’s Constitution, that their behavior exhibits a 11 

reckless and careless disregard for the consequences of their acts 12 

in the heedless indifference to the rights and safety of North 13 

Carolinians. We are going to ask you return that true bill but not 14 

until you have heard all of this evidence and you have heard from 15 

people who are seated here today and who we are going to call before 16 

you upon a later date. I want to thank you all for your time. I want 17 

to thank you Judge Folten for coming and presiding, but I want to 18 

particularly thank the witnesses who have taken time out of your lives 19 

to come to this place, our General Assembly the people’s General 20 

Assembly to be heard, and made your voices heard and helped us build 21 

this record that is necessary for us to move forward as a state to 22 

really take care of the whole.  I have no further remarks. 23 

 Rev. Barber: I want to thank the attorneys for being in this. 24 

We have a number of people who could not be here today due to the 25 
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inclement weather. We will be trying to reconvene on next Monday and 1 

hopefully, it may even be more later in the evening but again thank 2 

you to all of the witnesses. Your stories are both triumphant and 3 

troubling. They are triumphant in a way in which you have met 4 

tremendous difficulties even in face of great obstacles from your 5 

own government but they are also troubling because you represent we 6 

the people and the good of the whole and troubling that we will see 7 

the kind of reckless abandonment of our constitutional principles 8 

here in North Carolina but we believe we can do better. We believe 9 

we will do better. One thing is your faces your story moved this away 10 

from just being numbers to really being about people. Thank you for 11 

the willingness to put your face on the line that transformation might 12 

come because you have looked North Carolina straight in its eye, it’s 13 

not just a vote anymore in the committee room its literally about 14 

the lives of real people of all different races, creeds, colors, 15 

class, sexuality. Thank you so much.  16 

 Mr. Holmes: If you can just close this out Judge. Close the 17 

proceedings I think we will be done for today.  18 

 The Court: Members of the panel we are going to adjourn due 19 

to inclement weather. Let me just say you listen for call or contact 20 

from counsel as to when you need to return. We don’t know that right 21 

now but we do know the case is not over and there is further evidence 22 

to be heard. For the witnesses who have not had the opportunity to 23 

testify yet they will be in touch with you also to give you some 24 

guidance on when you need to come back. Thank you all for coming today 25 
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and we are adjourned until further notice.    1 

 2 

(Whereupon these proceedings are concluded at a. m.)  3 

 4 

I, Marissa Meredith, Ashley Mooney, and Tamekia Patrick, the officers 5 

before whom the foregoing proceeding was taken, do hereby certify 6 

that said transcript, is a true, correct, and verbatim transcript 7 

of said proceedings. I further certify that I am neither counsel for, 8 

related to, nor employed by any of the parties to the action in which 9 

this proceeding was heard; and, further, that I am not a relative 10 

or employee of an attorney or counsel employed by the parties thereto, 11 

and am not financially or otherwise interested in the outcome of the 12 

action.  13 
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THE FOLLOWING PROCEEDINGS ARE HAD ON MONDAY, March 2, 2015.  1 

BEGINNING AT 12:00 P.M.  2 

Reverend Barber: Summation of our deepest moral and 3 

Constitutional values, our deepest moral values that call us love 4 

thy neighbor—as we love ourselves and to care for the least of these, 5 

our deepest constitutional values that said that the first duties 6 

of a Christian and civilized state, Article XI, Section IV, North 7 

Carolina’s Constitution is to give benevolent provision to the poor, 8 

the orphan, and the unfortunate and that all legislation in this house 9 

to be used for the good of the whole. And we want to thank 10 

Representative and leader-Democratic Leader Hall for securing his 11 

office of these rooms and other legislature, they all have been 12 

invited to come—this our second installment and we will probably have 13 

one final installment where we give the conclusion of the matter but 14 

I will let the lawyer’s make that decision, we have a retired judge 15 

here today, to proceed—to watch over these proceedings and of 16 

course—Scott Holmes, who will be—questioning members—of various 17 

witnesses. Pat McCrory said in July of 2014 that we couldn’t expand 18 

Medicaid because the system as broken while at the same time Senator, 19 

US Senator Burr was saying that our Medicaid system was one of the 20 

best in the country. February 2015 the Governor said he doesn’t want 21 

to make any recommendation whether or not to extend it because--until 22 

the court case that goes to trial this week in the Supreme Court is 23 

been heard probably what that is counter to what they’ve done in every 24 

other matter, we have voting suppression laws that are in court but 25 
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they move forward on implementing those, we have voucher programs 1 

in court but they’ve moved forward on implementing those, so we 2 

believe that logic is deeply flawed. Senator pro temp leader Phil 3 

Berger said the issue of Medicaid Expansion is in his view very—he 4 

said there is in my mind no good case that can be made that Medicaid 5 

Expansion is the right thing for us to do in North Carolina and Paul 6 

Stam has made the case, we believe wrongfully—has made the case that 7 

any money that he said—this in February 2015, most of the people who 8 

would be in any kind of Medicaid Expansion are already getting large 9 

subsidies on the Federal Exchange, which is not true, and the way 10 

he said it—but then he said the other thing to realize is that every 11 

dollar that is spent by the Federal Government for Medicaid Expansion 12 

is being borrowed from the Chinese. Mr. Stam it’s not being borrowed 13 

from the Chinese it is money that already North Carolinian citizens 14 

have given and is being used in other states—already by other states 15 

that are led by Republican Governors. We laid out this morning that 16 

in Guilford County and Rockingham County alone, where Burr has said 17 

there is no good reason to expand Medicaid, I can think of 30,000 18 

good reasons because that’s the estimate number of how many people 19 

and Guilford and Bur—in Rockingham County that would be receiving 20 

this expansion and I can also think of over 2 billion dollars because 21 

that’s the amount of business of activity that would be happening 22 

in those communities. Stam says that—money is going to the Chinese 23 

but in fact Mr. Stam if we expanded Medicaid—Medicaid expansion and 24 

other resources would be going to 33,000 plus citizens right here 25 
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in Wake County. The Governor says that he is going to wait until the 1 

court case but Governor just in your county alone while you are 2 

waiting, wrongfully waiting because the case has already been settled 3 

the Supreme Court said that this law affordable care was 4 

constitutional, the laws already settled in our constitution it says 5 

that our first duty is to our poor among us, but while you’re waiting 6 

48,000 almost 50,000 residents in Charlotte are being denied coverage 7 

and nearly 3 billion dollars of business activity that would be 8 

invested in that community by 2020 is being held back. Finally, we 9 

made the case this morning why is North Carolina, why is the 10 

leadership of North Carolina choosing to be behind Arizona that has 11 

a Republican Governor yet they have accepted Medicaid, Arkansas, 12 

California, Colorado, Connecticut, Delaware, D.C., Illinois, 13 

Indiana, Iowa, Kentucky, Maryland, Massachusetts, Michigan where 14 

they have a republican governor, Minnesota, Nevada, New Hampshire, 15 

New Jersey where they have a republican governor, New Mexico 16 

republican governor, New York, North Dakota, Ohio where John Kasich 17 

a republican governor said to deny Medicaid expansion is in fact to 18 

engage in war on the poor, Oregon, Pennsylvania, Rhode Island, 19 

Vermont, Washington, and West Virginia---why is it that North 20 

Carolina is behind all those states, why is it that almost every 21 

southern state is listed---not listed in this group that has accepted 22 

Medicaid expansion with the highest number of uninsured people 23 

exist---where the highest number of poor people exist in the south, 24 

where the highest number of African Americans exist, why has our 25 
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Governor and Berger and Stam chosen to be, like southern Governors 1 

in the past who stood in the door of schools and universities and 2 

not allowed people to come, why are they standing in the door of 3 

hospitals and doctor offices and not allowing citizens, veterans 4 

23,000 of them, construction workers 53,000 of them people you have 5 

heard testify here and will hear testify why are they allowing this 6 

denial of healthcare to be the new civil war of the 21st Century. That 7 

is not just hurting African Americans but in our state over 300,000 8 

white citizens, white North Carolinians as well. But more 9 

importantly, whether they are white or black or brown or young or 10 

old, they are all God’s creation, members of the human family so we 11 

come to this People’s Grand Jury with serious sobriety and deep 12 

commitment to the truth. The testimony who’ve heard--- will hear here    13 

and have heard was not allowed when the deliberations were taking 14 

place in this building, this is not just an exercise in theatrics 15 

we have asked our lawyers to take seriously these testimonies, look 16 

at constitutional law, look at wrongful death law, and to render a 17 

decision, we are asking for an indictment based on our deepest moral 18 

values, our deepest constitutional values and it may be that at the 19 

end of all of this we will have to have a case like Leandro that said 20 

that North Carolina was not providing constitutionally what was due 21 

the young people, the children of this state, we believe North 22 

Carolina, least the current leadership is not providing what is due 23 

to the most vulnerable and the poor, the working poor, and the sick 24 

among us. Let me ask the witnesses to come up if you would (Scott 25 



7 
 

Holmes-no they are fine); you want them to stay there where they are. 1 

And let me ask our Judge to take over now introduce himself that we 2 

might begin these proceedings on this evening. Thank you so much.  3 

 Judge: Good Afternoon, my name is Steve Allen. I’m the former 4 

Superior Court Judge, elected in 1988, to serve the citizens of the 5 

State of North Carolina, today I will be serving as the acting judge 6 

for the People’s Court—of the request of the people who have answered 7 

cause of injustice in North Carolina. Oh yes, oh yes, oh yes, this 8 

session of the People’s Grand Jury who have answered the cause of 9 

the people of North Carolina is hereby called to order. Will the 10 

counsel for the people please introduce himself? 11 

 Scott Holmes: Thank you Judge, I am Scott Holmes, I am helping 12 

to conduct these proceedings---our plan is to continue where we left 13 

off last time, last time we heard from people who have been deprived 14 

health care because they fall in what we are calling the Medicaid 15 

gap—they are people who are working, who make money—but because of 16 

that do not qualify for Medicaid, who also don’t make enough to pay 17 

for the reduce subsidize premiums under Obamacare and we heard from 18 

Lila Little, we heard from Crystal Price, we heard from Reverend Jason 19 

Williams, and Ms. Leslie Boyd, who is here with us today. Peoples 20 

who lives have been directly impacted by this failure to expand 21 

Medicaid, we turn today—to more technical---testimony where we will 22 

hear about the medical system, the cost associated with the medical 23 

system, the connection between the insurance and the kind of medical 24 

care people get, ---and the economics of the failure to expand 25 
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Medicaid and how that has impacted our state and how other states 1 

have expanded Medicaid. We also may hear from Representative Hall, 2 

who will tell us a little about the legislative process, what is 3 

required, to pass this expansion to help educate us as citizen to 4 

how our legislative works and how this particular legislation—could 5 

work and give him an opportunity to offer his opinion as a legislature 6 

as to the merits of this expansion and then if we have time we will 7 

hear from some pastors and reverends who have worked with folks—who 8 

have been suffering in this Medicaid gap, so that’s our plan for this 9 

afternoon—after that, I believe our intention will be to adjourn and 10 

to return at yet another date—and to have you present your indictment 11 

and you have vote and go deliberate and come and report to us---your 12 

decision---we will present to you at the end of today a proposed 13 

indictment and talk a little bit about the law and then you can go 14 

deliberate about that between now and the next session---It is also 15 

my intention between now and then to reduce all of the testimony to 16 

a transcript and the reports that we are about to see today, they 17 

will be admitted in their entirety in so at the end of your work, 18 

your conclusion of your work, whether or not you decide to return 19 

an indictment, we would’ve put together ton of testimony of directly 20 

affected persons, we would’ve put on testimony of experts, and we 21 

would have a number of reports that speak not only to the medicine 22 

but the policies and the economics of this decision, to refuse medical 23 

care for folks who fall in the gap. In so your honor if it please 24 

the court, at this time would like to question Dr. Charles Van Der 25 
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Horst with respect to his findings and his expertise, if that’s 1 

alright.   2 

 Judge: Please call the first witness for the People’s Grand Jury 3 

 Holmes: Thank you Judge 4 

Q: Doctor Will you please state your name?  5 

A: Charles Michael van der Horst 6 

Q: And will you please spell it for the record?  7 

A: small v-a-n, as in Nancy, then a separate word small d, as in 8 

David-e-r as in roger, then a separate word capital H as in harry-o-r 9 

as in roger-s as in Sam-t as in tom 10 

Q: And where do you live?  11 

A: I live in Chapel Hill, NC  12 

Q: And how long have you lived there? 13 

A: I’ve lived in—NC since 1982 and I’ve also lived here from 1970 14 

to 74 15 

Q: Can you explain to this grand jury your present duties and 16 

obligations? What is your current work? 17 

A: I’m a Professor of Medicine at the School of Medicine at the 18 

University North Carolina and attending physician there at UNC 19 

hospitals.  20 

Q: So do you both teach medicine and practice medicine?  21 

A: Yes I do  22 

Q: Please explain to us a little about your educational background  23 

A:--well I---completed my undergraduate degree in 1974 at—Duke 24 

University and---from 1974 to 1979, I attended Harvard Medical School 25 
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in Boston—I took a year off between to teach in Australia---I then 1 

completed an internal residency from 1979 to 1982 at Montefiore 2 

Medical Center—which is part of the in the Bronx, part of the Albert 3 

Einstein College of Medicine. And then I moved to North Carolina 4 

and---began an infectious disease fellowship at—UNC Hospital and I 5 

completed that in 1985.  6 

Q: What was the focus of your residency when you were in New York? 7 

A: I was an internist, so I did internal medicine residency. 8 

Q: As a result of your---training---what has been a specialty you 9 

have had in your medical practice?  10 

A: Well, I---because of my infectious disease fellowship, 11 

I---developed—-I started working as a resident in the Bronx I took 12 

care of the first case of ---- patients who had HIV infection, of 13 

course we didn’t know what it was at the time, that was 1981, ---and 14 

then when I moved to North Carolina, I continued that work and as 15 

my training, when I came back to UNC starting in 1988 as a faculty 16 

member, I---setup the HIV clinic---also the inpatient HIV ward.  17 

Q: Do you have any experience providing medical care to people on 18 

Medicaid?  19 

A: The bulk of my patients over the last---30---40 years have 20 

been—either completely uninsured so not even Medicaid or with 21 

Medicaid or Medicare. Very few of my patients have private insurance.  22 

Q: So you—how many years of experience do you have dealing with people 23 

without insurance and people with Medicaid?  24 

A: Well it began when I received my Medical degree in 1979 so I’ve 25 
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been doing that, that’s 35 years ago.  1 

Q: And—based on that experience do you have---have you also read—peer 2 

reviewed articles and studies on the connection between health 3 

insurance and medical care?  4 

A: Yes I have  5 

Q: And what kinds of—studies and what kind of journals are accepted 6 

in your profession that have explored this connection between the 7 

quality of a person’s health care and the insurance?  8 

A:So---the highest level of---literature---Scientific 9 

Investigation are called Peer-Review Journals, what that means is 10 

that---a physician investigator will do research and write up the 11 

paper reference the statements they make in the paper and then submit 12 

it to a journal. The journal editor then, if they think the paper 13 

is worthy of publication will then send it out to 3 or 4----other 14 

physicians investigators who are expert in the field to say is this 15 

really true what the person says in this paper and is it important 16 

enough for us to publish?  17 

Q: So based on your training and your experience and your own research 18 

and your review of other research have you formed an opinion with 19 

respect to the health consequences of the failure to expand Medicaid 20 

in North Carolina?  21 

A: Yes I have  22 

Q: ---Your Honor I will like to tender Dr. van der Horst as an expert 23 

both in the field of medicine but also in the connection between 24 

medical care and the necessity for health insurance in the provision 25 
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of Medicaid.  1 

 Judge: Duly allowed, He is considered to be an expert in the 2 

field of medicine, relationship of health care and Medicaid, and the 3 

provision of Medicaid services to the citizens of North Carolina.  4 

 Holmes: Thank you!  5 

Q: Have you---have you prepared a---a PowerPoint presentation that 6 

will help present your testimony here today?   7 

A: Yes sir!  8 

(PowerPoint Presentation in the background during testimony) 9 

A: So I---walk you through if the—Your Honor if you have questions 10 

while I go through or ---members of the grand jury if you have 11 

questions please feel free to—interrupt me. Can I have the next slide 12 

please? So what I’m first going to talk about is why the Affordable 13 

Care Act was implemented by Congress and upheld by the U.S. Supreme 14 

Court and I’m first going to talk about the Economic reasons. So many 15 

people---forget where-what is happening to health care before the 16 

Affordable Care Act was pass and namely and I’m going to walk over 17 

here. And namely, ---that--- (points to chart) and this just shows 18 

what is happening to family premiums, and this is the inflation rate, 19 

and this is the wages of workers. And this was published, can I show 20 

them exhibit one here?  21 

 Holmes: Um yes, please Your Honor I have marked the article: 22 

Expanding Access to HealthCare in North Carolina: A Report of the 23 

North Carolina Institute of Medicine, of March of 2009, that is 24 

Exhibit one, I would like to present that to the witness with your 25 
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permission 1 

 Judge: Allowed into Evidence at this time  2 

 Holmes: Thank you Judge 3 

A: van der Horst: Thank you, Your Honor. Um, so this report was 4 

published by the North Carolina Institute of Medicine, which is an 5 

Independent Body made up of health care experts, both physicians and 6 

non-physicians---business people and they study issues of relevance 7 

to the health of North Carolinians many kinds of issues. And they 8 

publish this report on why they felt that there should be expanded 9 

access to health care in North Carolina. And they talked about the 10 

Economic reasons, so the premiums as you can see had increased 119% 11 

from 1999 and to the ten years after that, whereas wages had only 12 

gone up 30% so it was taking an increasing part of the budget, um 13 

one of the reasons why, um several of the auto companies in Detroit 14 

went---bankrupt---in 2008 was because an ever increasing amount of 15 

the cost of manufacturing cars was being--going to health insurance 16 

cost so the rates where going up. (Next slide please). This is also 17 

from the same report and what it does is, so who’s paying for those 18 

people who don’t have insurance? So one of the things 19 

that----Governor McCrory---the former Speaker Tillis---current 20 

Speaker Moore---and senate president Berger, keep saying is that we 21 

can’t afford it. But these people are still getting sick, uninsured 22 

people are still getting sick, their still going to the emergency 23 

room and they are still being admitted to the hospitals so someone’s 24 

paying for that care, well that’s those of us who have insurance, 25 
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because the hospitals costs shift the cost of the uninsured patients 1 

to people with insurance, and this just shows you how much increase 2 

in our premiums so for family, for an individual coverage the care 3 

is increased, it’s 10% higher than it would be if we didn’t have to 4 

shift cost of patients who get admitted to the hospital and don’t 5 

have insurance, being—cost shifted to those with insurance. And for 6 

family as you can see it’s about 10% higher as well. (Next Slide) 7 

And this just shows you why it was sort of untenable, 2000 the share 8 

of income from families at the 200% poverty level and---you can see 9 

in 2000 the health insurance premiums were about 19% and by 2006 it 10 

had increased to 27%.  11 

Q: Holmes—Doctor can you explain to us what the poverty level is?  12 

A: So the Federal poverty level is defined as---the amount of money 13 

it takes for someone not to live fancifully but to pay for food, and 14 

housing, and heat---and that is a level defined by the Federal 15 

Government---it goes up or down depending on the economy and the 16 

current Federal poverty level for a family of four I believe is 19,000 17 

dollars, um and uh!   18 

Q: And that’s an annual income is that right?  19 

A: That’s an annual income, that’s 100% of the Federal Poverty level 20 

Q: So our Federal poverty level is about 19 to 20,000 dollars a year 21 

for a family of four? 22 

A: Yes and for an individual---the---earning minimum wage you’re 23 

actually below the Federal Poverty level with the current rates, I 24 

believe.  25 
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Q: Alright, thank you for that explanation, please proceed. 1 

A: Uh, next slide. So who are these people in North Carolina, who 2 

are uninsured? Ummm next slide. And this is, this is also from this 3 

report here, so many people’s vision of who is eligible for Medicaid, 4 

you know---you hear various derogatory comments about them that they 5 

are lazy, there not working—you know---you know----sucking the teat 6 

off of welfare or something, but the reality is that most of these 7 

people are working, they just are working and struggling and unable 8 

to afford healthcare and they don’t qualify for healthcare. So these 9 

are people who would be covered if we expanded Medicaid. So you can 10 

see here that um Full-Time workers 44% of the people who are 11 

uninsured—were full-time workers in the family, 1 full-time worker 12 

and um, 12% were, um, had two full-time workers in the family and, 13 

uh, 11% were working part-time, I’m sorry 33% had two full time 14 

workers so a combine average of 77% of the people had at least one 15 

and maybe two people working full-time in the family but they were 16 

barely getting by, they were below the Federal Poverty level, and 17 

thus were not qualified for Medicaid if we expanded, so only, um, 18 

12% of the people who would be covered by the Medicaid Expansion are 19 

not working from this report. (Next slide) So this is from a more 20 

recent study in 2014, done by Families USA, and this shows who are 21 

the top nine professions that of working uninsured North Carolinians, 22 

so these people are paying taxes so the irony that is myself as a 23 

physician, so I come from a two physician family so I’m, so obviously 24 

I’m the 1% in North Carolina of tax payers---I got a 50% tax, state 25 
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tax cut, this current year, 50%, (audience-congratulations)(thank 1 

you), but the---poor people, the working poor, because of the 2 

increase in sales taxes, and other taxes that the legislature 3 

implemented their taxes went up through the roof, so are these people 4 

in the working poor, well their carpenters, brick masers—59,000, fast 5 

food workers-56,000, cashiers, retail sales people—46,000, 6 

Housekeepers, janitors, landscapers---43,000, textile operators, 7 

laundry workers, tailors-33,000, Bus drivers, taxi drivers, 8 

attendants—34,000, hotel clerks, office clerks messengers—32,000 9 

people, uh, barber, childcare workers, personal care aids—18,000 10 

people, home health maids, health care workers are even below the 11 

Federal Poverty level and aren’t qualified to receive Medicaid, so 12 

people who are giving health care they don’t have health 13 

insurance—16,000 people, and then a whole bunch of other people who 14 

are in this including veterans as Reverend barber mentioned---66,000 15 

 Holmes: Your Honor, I have that slide marked as Exhibit 2, I 16 

would like to introduce that into our record.   17 

 Judge: it’s entered into our record  18 

A: van der Horst: Thank you, so the lack of health insurance decreases 19 

preventive care and increases unnecessary and expensive hospital 20 

admissions. So I attend when I’m attending in the hospital I attend 21 

two to four weeks per year in the hospital, so I’m responsible for 22 

1 resident, 2 interns, 2-3 medical students, a pharmacy student, and 23 

a pharmacist. And---we are responsible for about 20 patients during 24 

that time, some in the ICU, some on the floor, and we have since the 25 
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average length of stay is about 2-3 days, you can see that I deal 1 

with---a large number of patients for each block, and it’s very clear 2 

to me that at least 1/3 of the people in the hospital wouldn’t be 3 

there if they had health insurance. If they could afford their blood 4 

pressure medicines, if they could afford their diabetes medicines, 5 

so just to give you an example---and some time with fatal 6 

consequences—but I will give you an example, so—we had someone who 7 

was a known diabetic he had---prescriptions---for insulin and other 8 

medicines, he couldn’t afford them because he didn’t have health 9 

insurance, he was a working man, a construction worker without health 10 

insurance, he then starts spacing out his diabetes medicine, his 11 

sugars go up, and to uncontrolled levels, he then develops a foot 12 

infection and ends up in the hospital with a 100,000 dollar admissions 13 

cause he needs six week of intravenous antibiotics, for want of a 14 

10 dollar prescription, so not only was a bed taken up so it’s very 15 

hard for those of you that have family members that want to get into 16 

Duke or UNC, it’s so very hard to get into those hospitals because 17 

they are so busy taking care of patients who wouldn’t be there if 18 

they had good prevention, so let me show you some examples. So again 19 

this is from the same exhibit one here, Institute of Medicine report 20 

that I mentioned before so the uninsured are less likely to get health 21 

services in North Carolina, so if the gray is people with insurance 22 

and the black here is uninsured, 12% of people with insurance had 23 

not gotten a check-up in past 2 years compared to 35% without 24 

insurance, could not afford to see a doctor when needed in past 12 25 
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months, so this they were sick, didn’t go see a doctor 10% in the 1 

insured group, 47% in the uninsured group. So if you don’t see a doctor 2 

remember an ounce of prevention is worth a pound of care, so get a—a 3 

cough, you may have pneumonia, early pneumonia you get your 4 

out-patient oral antibiotics that will treat it you don’t get it, 5 

it gets worse, and you in up having to get intravenous antibiotics 6 

for fourteen days in a hospital and the hospital bed alone is going 7 

to cost you 1000 dollars a day, which since these people don’t have 8 

insurance those of us with insurance end up eating the cost because 9 

our insurance rates go higher. Unable to obtain diabetic medicine 10 

33% of the uninsured, um, ever had a mammogram—mammograms are a x-ray 11 

recommended to look forward breast cancer only 44% of the people 12 

without insurance have them, ever had a pap smear to look 13 

forward----cervical cancer in women---9% did not of the uninsured, 14 

ever had a colonoscopy to look for colon cancer, an easily preventable 15 

disease---32% had that or 68% did not have it. (Next slide)So those 16 

are the reasons, the economic reasons and health reasons 17 

why---the---President Obama’s administration, the member of 18 

congress passed the law and the Supreme Court upheld and what did 19 

Affordable Care Act did was that is said all of a sudden there was 20 

no pre-existing conditions meaning if you had---you changed jobs and 21 

you had a history of diabetes or cancer, they still had to cover you 22 

with a new insurance plan, previously they didn’t have to, so that’s 23 

particularly bad if you had a long term problem like treatment for 24 

a malignancy---there was no life-time cap on costs, previously 25 
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insurance companies could say oh well, we will give you 200,000 1 

dollars’ worth of care but any more than that you’re out of luck,  2 

this is an important concept previously insurance was tied to where 3 

you work the Affordable Care Act and this applies to people with 4 

private insurance you could leave your job at IBM and go to 5 

Glaxo-Smith Kline and still have insurance there is no lapse, or more  6 

important one of the big things driving the economy in the United 7 

States if you’ve seen over the last ten years is entrepreneurs people 8 

who leave established companies to go start new companies and wild 9 

ideas that end up becoming Google, Facebook, etc. Well people can’t 10 

do that if they have a medical problem they need the health insurance, 11 

but if you can take your health insurance with you, you can make the 12 

new Facebook, the new Google and help generate---boom the economy. 13 

Free preventive care and immunizations that’s pap smears, 14 

mammograms, colonoscopies, those are all free. Insurance for 30 15 

million uninsured, Priority, parity of mental illnesses with medical 16 

illnesses so many of our homeless about 2/3 of the homeless, people 17 

with mental health disease and they can’t access mental health but 18 

now there’s going to be parity of mental illness with medical 19 

illnesses, decreasing growth for the first time in 50 years the rate 20 

of increase of health care cost is below the inflation rate, hospitals 21 

decrease readmission and infections, so hospitals now get penalized 22 

if they discharge someone too fast and the person gets readmitted 23 

within thirty days, it’s going to train more primary care doctors, 24 

it restricts insurance administrative costs so no longer can you have 25 
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insurance companies with---6 CEOs earning over 1 million dollars, 1 

it fills the Medicare donut hole for the elderly and our hope is that 2 

it will improve quality of care since it’s only been here a year we 3 

don’t have a lot of data on that. So now let me show you---so that 4 

was why we had to pass the Affordable Care Act and what the Affordable 5 

Care Act does, now I’m going to show you what the lack of insurance 6 

does to the people of North Carolina. And you’ve heard---two weeks 7 

ago, you heard some excellent testimony---about the---impact of 8 

various---from our witnesses of their own lives sometime with tragic 9 

consequences. (Next slide) So this is a graphic from the Journal of 10 

American Medical Association, one of the---highest rank journals in 11 

the world, and what it shows is the difference in life expectancy 12 

in the U, in US counties and there are over 2000 counties, versus 13 

the medium life expectancy, so what’s the average life expectancy, 14 

in the United States, and you can see that the brown versus the burnt 15 

red brick color---that’s the color you want cause you have a better 16 

life expectancy and you don’t want to be beige or brown.---it’s very 17 

easy to see looking at the south—the American South including North 18 

Carolina there is a lot of brown compared to brick and orange, and 19 

those folks have a poor life expectancy, they don’t live as long so 20 

bad news if your born and raised in North Carolina, (next slide) and 21 

where do poor uninsured American live well they live predominantly 22 

in the south. Like Reverend Barber said---and what happened in the 23 

south, this is---these are the states that absolutely need to have 24 

Medicaid expansion and these are the states that choose not to expand 25 
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it. (Next slide) So the number of studies---so this is, oh I want 1 

you to, this is a paper published in the American Journal of Public 2 

Health, so this a very again prestigious paper, this was published 3 

in, um, 2009 and it looks at health insurance status and mortality 4 

in US adults, and what they did---this was a national survey, uh, 5 

looking at, uh, over 34,000, uh, people---participated in it, very 6 

representative of what’s going on in the United States, and the bottom 7 

line here is what i---- and looks at adults 17-64 and it looks at 8 

mortality, and this is saying okay---if you compare it to people with 9 

insurance to those without the 1.4, what that means is they have a 10 

40% increase in mortality, okay without insurance that means you get 11 

a 40% increase in mortality, there are other things that you know, 12 

like current smokers have twice as much, uh, increase in mortality, 13 

um but as you can see, uh it’s almost the strongest increase of all 14 

the different----things that could be, have an effect on death rate.  15 

 Holmes: May I mark that please, so that  16 

 van der Horst: Exhibit 3 17 

 Holmes: Exhibit 3: Health Insurance and Mortality in US Adults, 18 

um, by Andrew Wilber and other doctors, it’s a peer-reviewed article 19 

in the American Journal of Public Health, Your Honor; I will like 20 

to introduce that into our record.  21 

 Judge: It has been received into evidence  22 

 (Holmes hands paper to Dr. van der Horst)  23 

A: van der Horst: Next Slide---So next I’m going to if I may exhibit 24 

4. 25 



22 
 

 Holmes: Exhibit 4: Does Increasing Insurance Improve Outcome 1 

for US Cancer Patients, um, published in the Journal of Surgical 2 

Research, um, 2013 and this is exhibit 4, Your Honor we would like 3 

to introduce that exhibit.  4 

 Judge: It’s received into evidence  5 

 (Holmes returns paper to Dr. van der Horst) 6 

A: van der Horst---Thank you, Your Honor. So this paper was published 7 

in the Association for Academic Surgery by Julian Smith, et al. and 8 

this was published in 2013----in this they looked at the, uh, US 9 

Census from 2000 and they looked at cancer and they also looked at 10 

insurance rates, And this is what I want to focus---this is them, 11 

um, these are the list of cancers so you’ve got breast cancer, 12 

esophageal cancer, lung, liver, pancreas, melanoma-which is skin 13 

cancer-, prostate cancer, thyroid, and this looks at the percent of 14 

insured and the increase in risk of death compared to insured and 15 

you can see all of these had a small but significant increase in---the 16 

death rates, so about 10%, this is 8%, 12% for esophageal cancer, 17 

breast cancer is very common 8% increase in mortality---And it’s 18 

regardless of patient age, race, or tumor stage this whole, this is 19 

what---this kind of table looks at. (Next Slide) This would be 20 

from—Exhibit 5.   21 

 Holmes: Your Honor, Exhibit 5 is Mortality and Access to care 22 

among adults after state Medicaid expansions by Benjamin Summers, 23 

M.D., and et.al in the New England Journal of Medicine.  24 

 Judge: It has been received into evidence  25 
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 (Holmes hands paper back to Dr. van der Horst)  1 

A: van der Horst: So---this---was published in the New England 2 

Journal of Medicine, this was published in 2012 like the Journal of 3 

Medical Associations, it’s one of the most prestigious journals in 4 

the world, um, Arnold Epstein is a very famous figure---he was dean 5 

of the School of Public Health there, he is the senior author there, 6 

the last author, and this paper as you know that, um, Massachusetts 7 

expanded, uh, Medicaid and---(excuse me sorry just wanted to look 8 

at this for a second)---No what this looked at was, it compared 3 9 

states that had substantial, so this is before the Affordable Care 10 

Act okay, but the 3 states had expanded adult Medicaid eligibility, 11 

uh, in 2000 that was New York, Maine, and Arizona and they compared 12 

it to neighboring states, similar states, similar populations, 13 

similar level of poverty and health, etc. And what they found out, 14 

as you can see very nicely on this graph, that in the green these 15 

were the control states so those folks did not expand Medicaid, 16 

whereas the expanded, if anything the mortality rate slowly went up 17 

over time, whereas this is years before and after so whereas in the 18 

expansion states the death rate among, um, the population decreased 19 

and continued to decrease over a 5 year period. (Next Slide) And this 20 

is a table from the same paper, uh, and to look at it and they break 21 

it down into various things and you can look at it, so these are the 22 

three states that----expanded, and you can see particularly in New 23 

York the death rate dropped—in New York 22 deaths per 100,000 24 

patients, and it was quite strong. (Next Slide) This would be the 25 
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next exhibit, where almost finished here, sorry it’s a long 1 

presentation.    2 

 Holmes: Your Honor, This is Exhibit 6: Changes in Mortality 3 

after Massachusetts Healthcare Reform----another Dr. Sommer’s 4 

Article.  5 

 Judge: Let it be marked and received into evidence at this time. 6 

A: van der Horst: This paper is again the Annals of Internal Medicine 7 

is the journal of---so I’m a---the American College of Physicians 8 

the body of internal medicine doctors are licensed by and this is 9 

the journal of that body, so I’m a fellow in the American College 10 

of Physicians----and this is----our journal, again it’s a 11 

peer-review journal this is the one that looked at Massachusetts 12 

compared to other states so remember in 2006 Massachusetts under a 13 

Republican Governor went to universal healthcare for all and that 14 

was Romney, of course, and then he walked away with it when he ran 15 

for President. But----but he was the one that came up with the idea 16 

that this was the—because it was going to be better for the state 17 

for a number of reasons. And what this shows again is that---and you 18 

want to look at what’s called the adjusted relevance change and you 19 

can see there was a 2.3% decrease in all-cause mortality and in 20 

particular diseases where healthcare would have an impact there was 21 

a 4.5% decrease of mortality in adults ages 26-64. (Next Slide) So 22 

all those show, all those papers show numerous studies peer-review 23 

journals show that when you expand health insurance you decrease 24 

mortality, people live longer whether you have cancer, diabetes, or 25 
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whatever. Uh, now I would like to if you could use exhibit 7.   1 

 Holmes: Yes, Exhibit 7 is a report from the Dellaria, 2 

Commonwealth of Kentucky, the Medicaid expansion report 2014.  3 

Q: One of the questions we have doctor is---it sounds like we have 4 

been exploring the connection between providing insurance and 5 

people’s health outcomes, one of the questions we hear a lot is that 6 

we can’t afford the matching funds to pay for Medicaid and that paying 7 

for Medicaid actually cost the state too much money, does this 8 

document and the next slides help us answer that question?  9 

A: It, it does so those of you who know of Delloid, this is a study 10 

done by the University of Louisville in Kentucky and Delloid, which 11 

is a very prestigious firm-consulting firm it does various studies, 12 

and as you know Kentucky was one of the few southern states to expand 13 

Medicaid under the Affordable Care Act, and---that program provided 14 

almost---400,000 thousand--Kentuckians received insurance and the 15 

reason this is important because even though Kentucky is a smaller 16 

state that 400,000 figure that’s exactly the number of people who 17 

would get health insurance in North Carolina—that’s why this is an 18 

important study. It’s very similar to North Carolina in terms of 19 

number of people who would get health insurance---and the number of 20 

poor people, etc. but they also---since they expanded we now have 21 

a year’s worth of data to say but what happened because everyone said 22 

oh this is going to cost the state a fortune, where going to go 23 

bankrupt, where going to be overwhelmed with patients, what happened 24 

in Kentucky. And this is a wonderful report came out just last month 25 
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February 2015 and it’s the report on what happened in Kentucky. And 1 

this was the New York Times article about it---Governor Brochure 2 

released the report and this is the summary of what it said so 3 

basically as you recall for the first 3 years if North Carolina 4 

expanded Medicaid 100% of the cost would be borne by the Federal 5 

government, After that it slowly increases up to a maximum of 10% 6 

of the cost of the Medicaid expansion would be borne by the state, 7 

Okay, now what happens in Kentucky, so again they expanded to nearly 8 

400,000 it was actually 388,000 insured in Kentucky, almost the same 9 

number it would be in North Carolina, Now for the first 3 years it’s 10 

free so 2014, 2015, 2016 it doesn’t cost the state anything, 2017 11 

there cost would be $74 million, now you may think that’s a huge number 12 

but the whole cost, the current cost before the expansion of Medicaid 13 

in---Kentucky is 1.9 billion dollars, so this is a very small number 14 

compared to the total cost, the maximum it would rise to in 2021 would 15 

be 363 million, even so that’s a small percentage of the total cost. 16 

Yes sir 17 

 Panel member: (asked question)  18 

A: Well that’s what I’m going to tell you next, so what came into 19 

the state---he---one of the members of the jury asked what would be 20 

the benefit what was the benefit to Kentucky? And I’m going to show 21 

the estimates for North Carolina, So the benefit to Kentucky was that 22 

it brought in 1.1 billion, so this year, this past year it brought 23 

in 1.1 billion additional dollars, 12,000 new jobs and the average 24 

salary of this 12,000 jobs was $41,000. Now I want you to remember 25 
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that recent headlines Governor McCrory was crowing about spending 1 

several millions to get chicken processing plant for Raeford, I 2 

Believe it was, and he was spending several millions for that those 3 

folks are not earning 41,000 dollars a year so North Carolina has 4 

still a higher unemployment rate then the nation’s average and some 5 

counties in North Carolina, particular Eastern North Carolina are 6 

much worse, whereas if we expanded Medicaid, now remember we are 7 

similar to Kentucky we bring in 1.1 billion and in the first year 8 

alone 12,000 additional jobs----way more than any chicken processing 9 

plant. (Next Slide) This is another report------yes thank you.                     10 

 Holmes: Your Honor this is exhibit 8, Impact of Insurance 11 

Expansion on Hospital Uncompensated Care Cost in 2014, by Thomas 12 

Deleire, et. al for the Department of Health and Human Services---we 13 

would like to introduce that judge.  14 

 Judge: It’s been received into evidence at this time 15 

A: van der Horst: Thank you Judge---so this is Exhibit 8, this is 16 

a report---the Impact of Insurance Expansion on Hospital 17 

Uncompensated Care Costs, so remember I told you that in states that 18 

don’t expand Medicaid those patients still get sick for want of 19 

preventive care and just natural ill health, and they get admitted 20 

to the hospitals and they get taken care by doctors, it’s just that 21 

the hospitals don’t get reimbursed for that so they are giving 22 

millions of dollars of free care. So what’s happened in those states 23 

that have expanded Medicaid, now Arkansas no liberal bastion—right-- 24 

expanded Medicaid a 30% drop in uncompensated care, Colorado 30% 25 
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drop, Health Corporation of America 29% drop, Community Health 1 

Systems 28% drop, LifePoint 26% drop, and what about the 2 

non-expansion states, health care costs went up, 6%, 2% as has 3 

happened for the last fifty years, if you don’t insure people the 4 

healthcare costs actually go out. (Next Slide) This is for the same 5 

report, this is the volume of uninsured emergency room visits, so 6 

people show up at the emergency room, if they don’t have health 7 

insurance because they can’t afford primary care physicians again 8 

and that’s why if you go into the Duke or UNC or Wake emergency room 9 

you think you’re in just chaos----it looks like you’re in a third 10 

world because it’s just so many people are sick and the volume is 11 

so high, look what happened again Arkansas a conservative Republican 12 

state 24% of the visits of patients who are uninsured dropped. (Next 13 

Slide) What about bad debt? We saw so many people who didn’t 14 

have—health insurance and couldn’t pay, so care was given 19% dropped 15 

in one health care system, 5% in another; however, it increased prior 16 

to the start of the Affordable Care Act, as with the blue here, 10% 17 

increase that cost. (Next Slide) 18 

Q: (Holmes) Doctor I have a question, during your testimony you said 19 

the cost of the uninsured people at the hospital gets shifted to other 20 

people who are paying premiums, can you give us your analysis on how 21 

the reduction of these costs with an expansion of Medicaid could 22 

impact or potentially impact other premiums? 23 

A: Well most of the increase, the increase from the reports that we 24 

have earlier---that I mentioned from exhibit one here we know that 25 
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about, that insurance premiums are about 10% higher because of 1 

uninsured patients so then you can estimate that the rate of increase 2 

should be about 10% less.  3 

A: (next Slide) And this again shows you the projected reduction in 4 

uncompensated care costs in billions of dollars, in terms of 5 

expansion states it would be a decrease of 4.2 billion dollars which 6 

is---hospital are having to absorb and the rest of with insurance 7 

absorbs versus 1.5 billion in non-expansion states. (Next Slide) So 8 

this then looks at what would happen in North Carolina if we expanded 9 

Medicaid more importantly what didn’t happen, how much money did it 10 

cost---like Kentucky we know it added in over 1.1 billion dollars 11 

of new money and 12,000 new jobs what would happen in North Carolina. 12 

Well and this in in billion dollars, we would get in 2014 2.7 billion 13 

dollars of Federal money, 2015 3.3 billion, in 2014 a total of 23,000 14 

jobs rising to 29,000 jobs in 2015, 29,000 jobs and spread evenly 15 

over the state, not just in Charlotte and Raleigh and Greensboro, 16 

those you who travel through Eastern North Carolina know that is 17 

a—when I—when I worked for the last 15 years in Africa many parts 18 

of Eastern North Carolina are just like Africa in terms of the 19 

poverty—poor housing, inadequate water, terrible sewage, diseased 20 

rate, diabetes, hyper tension, so generally like I see in Africa, 21 

so if you expand Medicaid those jobs are going all over the state, 22 

there not just in Raleigh or Durham and Chapel Hill and Charlotte. 23 

What do we lose in terms of state gross product 1.6 million in 2014, 24 

business activity lost 2.6 million, state tax revenue $99 million, 25 
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county tax revenue 17 million, this year. 1 

Q: One of the questions we here, um, is whether or not this—our portion 2 

of the Federal matching funds whether or not we will be able to afford 3 

that and we hear often that that’s going to be too expensive and that 4 

we can’t know how much that’s going to be, based on these studies, 5 

um, do you have any date based on these studies or an opinion on 6 

whether or not the benefit we would get economically from the 7 

expansion of Medicaid and is it sufficient to make those matching 8 

funds? 9 

A: there’s no question on that, now I---so as—I’m not just a 10 

physician, I’m an academic physician and what that means is that I 11 

want to see the evidence, right, I want to be convinced. An academic 12 

physician is skeptical, they don’t just listen, though I love 13 

Reverend Barber but I don’t take everything he says like the gospel, 14 

okay, I look at the evidence I want to see what--- does research show 15 

what would be beneficial or not and what this data and we forgot to 16 

introduce exhibit 9. 17 

Q: And that’s where this slide comes from is that correct?  18 

A: Yes 19 

 Holmes: So Exhibit 9 is the economic and employment cost of not 20 

expanding Medicaid in North Carolina: a county level analysis, um, 21 

paid for and sponsored by the Cone Health Foundation run by the George 22 

Washington Center for Health Policy Research, Your Honor, this is 23 

December 2014 report we would like to admit this into our record. 24 

 Judge: Let Exhibit 9 be introduced and received into evidence.  25 
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A: (van der Horst) Thank you, um, Attorney Holmes. So um, what this 1 

shows is that there is no question, that the cost of expanding 2 

Medicaid and the Kentucky data this is a projection because we haven’t 3 

expanded Medicaid, this is an estimate, okay, a scientific estimate, 4 

done by very smart people, but the previous data that I showed you 5 

from the report of what actually happened in Kentucky this shows that 6 

it cost, remember this going to be similar to North Carolina, if we 7 

expanded Medicaid this year, okay, 2015—2015, 2016, 2017 no cost to 8 

North Carolina, we implemented and then 2018 we start paying a cost, 9 

it would cost us about $74 million but then go back to what (go back 10 

to slide) we would be getting 2.7 billion in federal dollars so 74 11 

million is a drop in a bucket compared to 2.7 billion dollars and 12 

that’s North Carolina tax money that’s going to Kentucky, okay, it’s 13 

our tax dollars, that are going to Kentucky, going to New York, going 14 

to Florida, going to Ohio, going to new---Arizona, all with 15 

Republican Governors there. (Next Slide) So this is my last slide, 16 

the expansion of Medicaid is right for and this is the one thing that 17 

gets me is that the members of the---the republican members of the 18 

NC House and Senate talk about being fiscal conservative if that was 19 

true, okay, if that was true if they were really concerned with just 20 

money, and balancing the books they would expand Medicaid that’s why 21 

all those other republican governors did it because it brings jobs 22 

to North Carolina, it brings billions of dollars over 2 billion 23 

dollars so funding for North Carolina, it will decrease in cost 24 

shifting to private insurance at a 10% drop, and decrease unnecessary 25 
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hospitalizations, it will lead to a healthier workforce, okay, 1 

because these are working poor remember, three quarters of the people 2 

who would get health insurance are working, okay, they have to call 3 

in sick because they are ill from their pneumonia, their diabetes, 4 

their high blood pressure so their out of work that leaves all these 5 

companies with problems, it also decreases in unwanted pregnancies. 6 

Many of these people are right to life, they don’t like abortions 7 

the best way to prevent abortions is to prevent pregnancy which means 8 

offering free contraception, that’s under the affordable care act 9 

that would happen. It’s important, Expansion of Medicaid is important 10 

for health reasons it will decrease the death rate in North Carolina 11 

and for moral reasons----I----you know---I certainly believe in it 12 

and I wrote about it in exhibit 10.  13 

 Holmes: Your Honor, Exhibit 10 is an article by Dr. van der 14 

Horst, himself, in the New England Journal of Medicine it’s entitled 15 

Civil Disobedience and Physicians---Protesting the Blockade of 16 

Medicaid we will like to introduce it as Exhibit 10.  17 

 Judge: let it be received into evidence at this time.  18 

A: (van der Horst): So this is my last exhibit that I brought with 19 

me and this is something that I wrote and published in the New England 20 

Journal of Medicine and um, this past November about why I protested 21 

here in North Carolina and it’s for all those reasons, okay, ---- 22 

you know it’s all those reasons that for economic reasons, for health 23 

reasons it’s good for North Carolina, and for moral reasons. I’m a 24 

physician so there is nothing worse and I----many of you heard me 25 
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say this before, that as a physician you are trained to make difficult 1 

diagnoses in patients that other doctors aren’t able to make so I’m 2 

trained to do that and I pride myself on being a doctors doctor. I’m 3 

voted best in the best doctor list every year for the last decade 4 

and I pride myself on that. So I make those diagnoses, I identify 5 

the treatment, only then I’m stymied by being unable to affect the 6 

treatment because I can write all the prescription I want but if they 7 

can’t afford it then they will get sick or worse they’ll die. And 8 

I’ll give you---I’ll close with two examples. ----a North Carolina 9 

farmer was admitted had worked all his life, white, in a county north 10 

of Orange county and he came in he was really ill and I made the 11 

diagnosis within a day and he had esophageal cancer which 12 

had----basically taken over his whole, entire liver, and he was dead 13 

in two weeks but before he did I said you were clearly having problem 14 

swallowing why didn’t you come in? Why do you think he didn’t come 15 

in? He didn’t have health insurance. That’s why he didn’t come in. 16 

A working man, paying taxes, 30 years he paid taxes died unnecessarily 17 

from esophageal cancer. Another one a young man that had had a kidney 18 

transplant and he had a terrible diarrhea for over a year, married 19 

with children, lived in a nearby county, I made the diagnosis because 20 

of course I’m a good doctor, where as other doctors missed the 21 

diagnosis but came in I made the diagnosis and start the treatment 22 

I give him the prescription he goes home and two days later I call 23 

him up and said so how’s it going. He said well not so good and I 24 

said so why not so good, he said well I didn’t get the prescription 25 
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filled. Why didn’t you get the prescription filled? He said because 1 

I don’t---can’t afford it. And this is a guy that the----government 2 

had paid 100,000 dollars for his kidney transplant whose in danger 3 

of losing the kidney transplant for want of a prescription, okay, 4 

this is stupid, stupid medicine, okay, and the Governor and the State 5 

Legislature are for economic reasons, for health reasons, and moral 6 

reasons are on the wrong side of history and they need to get with 7 

it.  8 

 Holmes: Thank you so much doctor, um, at this time I will like 9 

you to take a seat and I’m going to come to make sure that our panel 10 

can ask some follow up questions based on what you’ve heard. Do we 11 

have any questions from our panel?  12 

 Panel Member: Thank you Doctor! That was an outstanding 13 

presentation. I like the end of your presentation where you started 14 

to personally tell us people who’ve saw that were victim of, have 15 

not had insurance.   16 

Q: Could you---would it be fair to say over your several years, I 17 

think you said in 1979 you started working as a doctor and there’s 18 

a good percentage of those who did not have insurance so would it 19 

be fair to say you’ve seen quite a few people die as a result of not 20 

having insurance?  21 

A: Thank you, Reverend Gatewood! Yes, hundreds of people had died 22 

for want of health insurance, hundreds. 23 

Q; (Dale Herman) My name is Dale Herman, you’ve presented, I think 24 

in terms of the dollars consentingly that the federal government 25 
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would pump a lot of money in and then create jobs etc. But if I’m 1 

a budget nit-picker, um, I’m looking at 2021 and we are going to have 2 

to spend 363 million dollars, tax dollars, is there a savings to the 3 

money being spent to this state by expanding Medicaid that would 4 

offset that, not looking at the tax revenue but is there a savings 5 

in tax expenditures?   6 

A: Thank you, yes I believe there is----for a number of 7 

reasons---prior to the passage of the Affordable Care Act, the health 8 

care cost was rising, um; I think about 10% a year, so way faster 9 

than inflation. And our---we saw this in North Carolina, as well our 10 

Medicaid budget was going through the roof, and with the expansion 11 

of Medicaid ironically even though it’s going to cost us because the 12 

people we be getting preventative care the cost will actually start 13 

coming down, as those people don’t get admitted, they have primary 14 

care, they don’t have to show up in the emergency room, asthma gets 15 

taken care of, their blood pressure gets take care of, so they don’t 16 

get heart attacks and strokes, and don’t end up in the hospital or 17 

disability, and so they can’t work, so all of those leads to savings 18 

in addition to 3 billion dollars and the 30,000 jobs that would be 19 

created in North Carolina.  20 

Q: (another panel member) Thank you Dr. van der Horst, I think you 21 

made a really compelling case for the damage, the irreversible damage 22 

being done to our citizens by failure to accept the Medicaid funds, 23 

um, economically in terms of jobs, in terms of quality of life, in 24 

terms of just the moral issues, um, the evidence is so strong, I’m 25 
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wondering if you could tell us what you would recommend or prescribe 1 

as a cure for this failure on the part of the government to---to 2 

protect us, what can we do?  3 

A: Thank you so much, well I’m not an attorney but I do know from 4 

watching Perry Mason, etc. that if someone is in a----suppose there 5 

is a burglary an armed robbery is taking place and you are in the 6 

car, or at the scene and a murder takes place or worse and your there 7 

but you didn’t pull the trigger that person is still culpable for 8 

the person not only is the person guilty who pulled the thing I 9 

believe, pulled the trigger and did the actual murder, the person 10 

who stood by and was right there is an accomplice as well. So we know, 11 

I’ve told you that several hundred people are dying every year in 12 

North Carolina. I would indict them they’re a part of it, if we didn’t 13 

have a bill, okay, that would be one thing, but we have a law and 14 

they’re just wantonly disregarding it. From my mind and I don’t think 15 

I’m speaking inappropriately that’s akin to committing murder. If 16 

you have the ability to prevent hundreds of death, then and you don’t 17 

do it I would indict them for murder.  18 

Q: (another panel member---Ricky Long) So for the economic standpoint 19 

looking at the numbers, I feel like it’s a very powerful case for 20 

like to counter the republican, um, of savings, cost savings, I’m 21 

just wondering like are not seeing these number or what have you heard 22 

in like responses like if they had seen these numbers, why are 23 

they----- not making this decision to expand Medicaid? A: Thank you 24 

so much, I think that’s a good question, and I think that I think 25 
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that many of the laws that were passed over the last two years---four 1 

years, and then some of the laws the last two years, by Governor 2 

McCrory, um, a lot of them don’t make a lot of sense, right, so you 3 

can see well voter id yeah maybe what’s the big deal with that but 4 

then why restrict the hours, there is debate about abortion, I’ll 5 

acknowledge that there’s debate. But then why restrict healthcare 6 

to the babies once their born?  Or cut early childhood education? 7 

Or cut prenatal care?  So then, it doesn’t, it’s not consistent, and 8 

I think the telling thing about our government and legislature is 9 

to compare it to even more Republican and to compare it to even more 10 

conservative Tea Party states like Arizona.  Jan Brewer, Governor 11 

Brewer was absolutely, she has passed the most draconian 12 

anti-immigration bill ever, and it was thrown out by the courts.  She 13 

passed a – she campaigned on an anti-Affordable Care Act yet, she 14 

pushed it through her state legislature.  John Cassis of Ohio did 15 

the same.  Rick Scott of Florida campaigned against quote end quote 16 

“Obamacare” yet he implemented it.  All of them looked at the 17 

economic reasons, and ya know if you’re a true fiscal conservative, 18 

you just look at the economics.  They don’t care about morals; they 19 

look at the economic reasons, “What’s good for the bottom line?”  And 20 

they would implement it.  So that, ergo, why are – did Tillis and 21 

continued by McCrory, now Moore, and McCro – and uh and um Berger 22 

not push the expansion.  And it can only be one thing.  I think it’s 23 

just they don’t – uh to quote my friend Reverend Barber – “They don’t 24 

like a black man in the White House.”  That’s the only reason I can 25 
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think of.  That it’s just because – it’s cause it should be expanded 1 

for economic reasons, for moral reasons, for health reasons, it would 2 

be great for the state, it would finally jumpstart our economy in 3 

North Carolina, which has lagged the rest of the United States, and 4 

so the only reason I can think of is just partisan spite, ya know, 5 

because it doesn’t make any sense.   6 

Holmes: Dr. I have a few – a few more questions. 7 

Barber: Actually, your honor, may I make one comment before our 8 

party answers his? 9 

Judge: Yes sir. 10 

Barber: Thank you.  Part of – one of the things – Thank you 11 

Doctor van der Horst and all of the persons who have asked questions.  12 

I think it is important to not in these proceedings that what you 13 

have seen here today was not allowed when the – when the legislature 14 

in two thousand and thirteen, counselor, made the decision to deny.  15 

We were in the room.  It was a room like this.  Doctors were sitting 16 

on the side.  Asked for the opportunity to testify and that was not 17 

allowed.  I think the decision to deny Medicaid in committee may have 18 

taken thirty minutes.  May have MAY have taken thirty minutes.  And 19 

it was surely within the first two weeks of their election.  It was 20 

no debate.  There was not a deliberate uh, looking at the issues.  21 

Not even constitutional.  And I’d also like to just add that what 22 

– that – that to make a quote end quote, well from my perspective 23 
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and the more theological perspective, you only can make moral 1 

argument if you do the economic analysis.  In other words, you can’t 2 

just make a frivolous moral argument.  The moral argument comes into 3 

play when you’ve done the economic analysis and the human analysis, 4 

the human cost.  And then based on that, if there is disparity, if 5 

it is unequal, if people are not receiving equal protection, then 6 

that’s what makes the policy immoral.  So thank you for that because 7 

we can’t make the moral argument without the economic analysis and 8 

the healthcare analysis.  It’s impossible.   9 

Holmes:  Thank you.  Doctor, some of the other things I’ve 10 

heard um from um folks who oppose this expansion are that there aren’t 11 

enough doctors to take care of everyone if we expanded Medicaid.  12 

That there would be a shortage of doctors.  Could you speak to that 13 

concern? 14 

A:  Well, again, that’s a specious argument because those people are 15 

still sick.  They’re still being taken care of in our emergency 16 

rooms, and um, uh, in the hospitals.  In fact, it takes more doctors 17 

to take care of them when they get hospitalized, obviously.  You have 18 

to have a whole team of doctors and radiologists etcetera.  Whereas 19 

you see a primary care doctor once a month, or once every three months, 20 

that’s a lot less intensive than being hospitalized for thirty days 21 

uh, and all the nursing and doctor care.  So I find that specious.  22 

And the Affordable Care Act has um has uh support uh and new primary 23 
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care training.  Both UNC and ECU have expanded their medical school 1 

classes to provide doctors for North Carolina. 2 

Q: Another argument I hear is that Medicaid itself is not a quality 3 

program and doesn’t provide quality of care. 4 

A:  That’s again, simply nonsense.  And this was advanced uh, by 5 

Aldona Vosh who was the secretary of health.  Is she still the 6 

secretary of health? Yes she is secretary of health. She’d previously 7 

been an ambassador in Eastern Europe I believe.  Uh, and um, the only 8 

thing broken about the current Medicaid program is the stupid program 9 

that she initiated and started without having it properly vetted.  10 

Uh so that everything else was working fine.  We’ve kept costs down.  11 

We have the lowest administrative costs among states with uh with 12 

as much uh unhealthy Medicaid populations as other states.  Low 13 

administrative costs and a very lower increase in costs than compared 14 

to other states. 15 

Q: Thank you.  I don’t have any further questions at this time, Judge. 16 

Judge: We’ll let the Grand Jury stand and stretch.  You’ve been very 17 

attentive.  And then we’ll let Mr. Holmes call his next witness.   18 

Barbara Smalley – McMan: Doctor van der Horst, I’m Barbara Smalley 19 

– McMan, I’m with the Raleigh/Apex NAACP and with ROAR – Raleigh 20 

Organizing against Racism.  Um, I’m interest in knowing if you can 21 

tell us a little about the insurance companies and where they stand 22 
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on this.  Hospitals, just um, that’s a piece that we haven’t heard 1 

about yet. 2 

A: So, in terms of the insurance companies, they are in favor of the 3 

Medicaid expansion because they get uh, a lot of criticism for 4 

increasing their premiums, and the premiums have to go up further 5 

in states that don’t expand Medicaid because of the cost shifting.  6 

In terms of the hospitals, I’ve heard this from the highest levels, 7 

the major hospitals in the state they’re not going to criticize – 8 

and these are the hospitals that are giving the most charity care, 9 

so uncompensated care.  Patients get admitted who don’t have 10 

insurance.  So they’re below a hundred percent of the federal poverty 11 

level.  They’re not talking because they’re afraid of the damage the 12 

legislature could do to them.  So you may think that’s a silly thing, 13 

but look at what happened in the last two years in terms of what the 14 

legislature did to various, or tried to do to various counties or 15 

cites that they did not like.  So they went after the Charlotte 16 

Airport from Mecklenburg County.  Then went after the Asheville 17 

water system because they were unhappy with Asheville and Buncombe 18 

County they went after.  They tried to go after various um uh county 19 

school systems that they were unhappy with, in Wake County 20 

specifically and um, most recently, very important to me, is that 21 

they appointed thirty-one of the thirty-two members of the Board of 22 

Governs of the state – UNC system.  Who, of all the things that need 23 

to happen in the state spend all the time and set up this fake, uh, 24 
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examination of centers only to get after Gene Nichol, a fellow member.  1 

So it was total uh, bologna as you would say.  So I think they’re 2 

completely vindictive.  So that’s why the hospitals presidents and 3 

CEOs are not gonna talk up because they could – the legislature could 4 

do serious damages to them.   5 

Holmes:  Are there other questions from the Grand Jury?  Yes. 6 

Ms. Lib Hutchby: My name is Lib Hutchby and as you can see I’m s senior 7 

citizen.  And I wanted to make a remark about your comment about 8 

criminal acts of the state.  If we remember correctly, Velma Barfield 9 

was put to death because slowly, over time she poisoned several 10 

husbands.  And it seems to me to comparison is true.  That if the 11 

state of North Carolina refuses to protect its citizens, whether it’s 12 

because of Coal Ash Fracking or health and lack of health insurance 13 

then it’s an issue.  So my question is in regard to senior citizens 14 

and Medicaid and Medicare, and so how does that effect seniors across 15 

the state and thank you again for your suggestion again that it was 16 

a criminal.  17 

A: You’re welcome.  So seniors are covered by Medicare, which they 18 

get, so I’m gonna be a senior in two years, I know it’s hard to believe, 19 

uh, in two years, and I will then qualify for Medicare.  Um so the 20 

Medicaid expansion would effect uh, people under the age of 64 um, 21 

and children of course are covered under the CHIP program if they’re 22 

from poor families, so this is for adults between eighteen and 23 

sixty-four who are a hundred percent below the federal poverty level.  24 
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That’s who would gain health insurance through the Medicaid 1 

expansion.   2 

Holmes:  Are there any other questions?  3 

Judge:  Thank you Doctor.  Mr. Holmes, please call you next witness 4 

for the people’s Grand Jury. 5 

Holmes:  Thank you.  At this time, we call Representative Hall.  6 

Representative Hall, if you’ll please tell us your full name and, 7 

and who you represent. 8 

Representative Hall:  Representative Larry Dwight Hall.  I 9 

represent the people of District twenty nine here is North Carolina. 10 

That’s Durham County.  Democratic leader in the House of 11 

Representatives and of course the legislation we pass effects all 12 

North Carolinians. 13 

Q:  How long have you been a representative? 14 

A:  I’m starting in my ninth year.  I was elected in two thousand 15 

six to finish an unexpired term. 16 

Q: And why did you become a representative? 17 

A: In an effort to serve my community.  Public service is something 18 

I’ve engaged in since I graduated from law school and um, I’ve 19 

continued to do that wherever I could fill the roll. 20 
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Q:  We’ve heard a little bit about this um, particular um, 1 

legislation - this expansion of Medicaid.  Could you please help us 2 

understand a little bit about how the legislative process works and 3 

tie that into how that might work in the expansion to Medicaid? 4 

A: Well, uh, it’s good questions, and probably a lot of people would 5 

deem it a mystery as to how this legislative process does work.  It 6 

is built a lot on tradition, as well as alleged good will of those 7 

folks who are in power.  Um, the way our process primarily works – 8 

and Medicaid is an example.  There are two primary ways were 9 

substantive law can take place in our general assembly.  It can be 10 

a stand along bill. And if it’s a bill that had funding to carry it 11 

out, in other words, it’s supports the program, then it has to have 12 

a hearing before the appropriations committee to have that funding 13 

set aside for it.  If it’s part of the budget, which is the biggest 14 

thing we do during the long session, then it can be written into the 15 

budget.  So it can be done as a stand-alone, or it can be written 16 

into the budget.  Obviously, um, a third or middle ground is for it 17 

to be part of an omnibus bill.  Not a budget bill, but a bill that 18 

has virtually everything in it.  And as you create greater interest 19 

in an omnibus bill, more people have something of interest to say 20 

in the same bill, you get more support for it.  When you put an item 21 

in the budget, then everyone has some interest in it, and it’s easier 22 

for you to get support on those type items.  And so, those 23 

methodologies are often used, you’ll see 'em all the time.  Note that 24 
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there was a lot of discussion about what went into our last budget.  1 

The items that weren’t traditionally put into the budget were put 2 

in it, and that was to force people who would have an objection 3 

otherwise to vote for that item.   4 

Q:  So with respect to Medicaid, um if the was a consensus that that 5 

should happen, what would be the mechanisms of – that would need to 6 

take place within our general assembly to pass the Medicaid 7 

expansion? 8 

A: Well, and I think Dr. van der Horst did an excellent job of 9 

emphasizing the different ways it could be passed and the different 10 

merits the bill has, whether you looked at from an economic 11 

development standpoint, a health standpoint, you could certainly do 12 

that.  Bear in mind, in one instance, you’re actually being paid to 13 

create jobs because you’re getting the funding back from the federal 14 

government that’s spent in health care delivery that’s spent on jobs, 15 

and it creates jobs in an almost in a manner that says local jobs 16 

are created, the best jobs for our rural communities and smaller 17 

communities because you have to do healthcare delivery where people 18 

live.  So the areas of the state that need development the most, need 19 

jobs created the most, need healthcare the most, would benefit.  That 20 

would give you the opportunity to have it be considered a bill for 21 

economic development, or considered a stand-alone bill for um, 22 

healthcare because again, in both instances, you’re being basically 23 

paid to create jobs.  I would also say that if you looked at the  24 
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three-year period that we would have qualified for the benefit of 1 

the expansion, the Affordable Care Act, without Medicaid expansion, 2 

without having to pay anything further than what we already paid to 3 

the federal government, for those three years, we will have developed 4 

approximately a thirty-thousand person job force.  People who would 5 

have been trained over that period of time with skills that were in 6 

demand in the market making more than the minimum wage.  And those 7 

skills would not be built into our economy going forward.  That 8 

means, not only those folks in those communities would benefit, but 9 

people that we chose to recruit to do business in North Carolina, 10 

one of the first things they look for is a trained workforce, and 11 

you would have a trained workforce.  They look for a better quality 12 

of life and there would be a better quality of life because more people 13 

were working in the community.  So um, I think the bill itself could 14 

move as a healthcare bill, it could also have been considered as an 15 

economic development or a jobs creation bill, and under both of those 16 

scenarios, the bill could have moved individually.  Ultimately, it 17 

could have been put into the budget bill overall.  As I talked about, 18 

other items have been put in the budget bill that would have made 19 

– and if you remember all the discussion about teacher raises last 20 

year and about how or whether we had teacher’s raises.  We had two 21 

mechanisms attempted.  In one instance, we had a stand-alone bill 22 

that talked about teacher raises, then it was put into the budget 23 

and lots of people could not say, “I’m gonna vote against the budget” 24 

if it had teacher raises in it.  And so a lot of people ended up voting 25 
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for the budget that might not have voted for it otherwise, but they 1 

could not say not to teacher pay raises.  The same situation could 2 

apply to this expansion.   3 

Q: If I – as a private citizen, if I wanted to get this expansion 4 

passed, if I wanted to make that the law of North Carolina, could 5 

you explain to me um who – I don’t know a lot about politics – how 6 

I would have to go about – what – the hurdles I would have to jump 7 

through in this day and age to get that done. 8 

A:  Well um, as a private citizen um, please understand first of all, 9 

our government is one that we campaign and pledge to serve you.  So 10 

a lot of times our citizens get misinformed, a lot of times due to 11 

the efforts of the elected officials.  Um, and I didn’t say elected 12 

leaders because you get elected, you lead through effort, and 13 

dedication and consensus.  You don’t become a leader just because 14 

you get elected.  But a lot of times out citizens thing that just 15 

because people get elected, they’re here to tell you what to do, when 16 

in fact they’re here to listen to you, and try to do what’s best for 17 

the community, and that’s the mindset we have to be in to say, “This 18 

is something we want for our state and our people, and we’re gonna 19 

make the effort necessary.”  So first of all find people who have 20 

a like mind, like opinion, want something better for their community 21 

and their families.  Um, so you want to have a group effort, not just 22 

an individual.  Yes you want an individual to contact  your member 23 

or representative, let them know, and then do what you’re doing today, 24 
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which is come and avail yourself of the facilities you paid for.  You 1 

paid for this building.  You paid for the security that’s hear.  The 2 

power, the lights, the water, all of this belongs to you as the people 3 

of North Carolina.  Come and be present and be part of the process 4 

as you’re doing today, and be sure we, who are the elected officials 5 

that work for you, understand what your will is and then hold us to 6 

account.  We took the oath, we campaigned, we take the pay check, 7 

we should deliver the results, which is representing our 8 

constituency, and if this is something that you want, you have to 9 

be involved at every level, starting at the personal level, your group 10 

and community level, and move forward to state organization. 11 

Q: Who – who would be our greatest opponents at this point, in terms 12 

of trying to convince our legislature to pass Medicaid.  If you had 13 

to just describe kind of what we’re up against, how would you best 14 

describe that to us, if you’re able to do that? 15 

A: You’re greatest opponent is mischaracterization of the truth.  A 16 

lot of times they say any great battle or struggle, the first casualty 17 

is the truth.  And uh, as was exhibited here today, if everyone abided 18 

by the truth then this would have been a done process.  We would have 19 

already expanded.  But that’s not the case, and so, the biggest 20 

battle you’re gonna have is going to be with people who will use 21 

manipulation of the facts, or hide behind a mischaracterization of 22 

the facts and not do what they’ve been elected to do to responsibly 23 

do what’s in the best interest of North Carolina.  And so you have 24 



49 
 

to arm yourself with the truth.  And those people um, many of them, 1 

- there are lots of different reasons.  There are tax advantages why 2 

people don’t want to expand Medicaid.  There are power advantage 3 

reasons why they don’t want to expand it.  There are greed reasons 4 

where people don’t want resources used for the whole state, but just 5 

for their individual part of the state or their individual business 6 

interest etcetera.  And so you will run up against all of those, and 7 

I think the thing you arm yourself with is the facts.  Make sure you 8 

know them and always force whoever you have a discussion with to abide 9 

by the facts.   10 

Q:  Do you have an uh, an opinion that you could share with us about 11 

um, the merits of expanding Medicaid, and why do you believe we 12 

should? 13 

A: Well, I – First of all, we understand that North Carolina is a 14 

state that is looked to for leadership in the south eastern United 15 

States.  Uh, we have a great university system for a reason.  We have 16 

uh, one of the best, as far as efficiency wise, delivery Medicaid 17 

systems in America.  And so, we’ve already proven we handle the 18 

system well.  We can handle expansion.  Um, a lot of people have used 19 

the specious argument that we can’t expand Medicaid because we’re 20 

worried about the federal government may not continue to provide it 21 

– uh support for the program.  And of course, when we expanded 22 

military bases, no one said, “Well we’re not gonna expand military 23 

bases because the federal government may cut the defense budget.” 24 
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Or, “We’re not gonna provide education because the federal government 1 

may cut the share of funding that it provides for education.” Or, 2 

“We’re not gonna build roads because the federal government might 3 

stop funding for transportation.”  So we know that’s a convenience 4 

argument, and one that’s not really serious, but it sounds –ya know- 5 

it sounds like it could be true.  One you might dismiss and not fully 6 

examine.  North Carolina should expand this because of the tenants 7 

that’s made to its citizens in the constitution, as well as the 8 

benefits it is for North Carolina.  Improved workforce, as we talked 9 

about, better revenue for improved education and access, better 10 

quality of life, uh, there is virtually no reason you can cite, it 11 

makes no financial sense to give two billion away to other states 12 

every year and then try to compete against them for jobs and companies 13 

to come locate here.  If we’re giving them the advantage over us in 14 

healthcare and quality of life, and education, and then the two 15 

billion that would stay in this state and increase revenues, it makes 16 

no sense.  We can’t compete and continue down this road.   17 

Q: One of the things you brought up was our North Carolina 18 

Constitution, and I’ve brought up Article seven or Article 11, 19 

section four.  Um could you read that for us, and just tell us – tell 20 

us a representative when you took the oath to follow the North 21 

Carolina Constitution, what that means to you?  22 

A: Well, section four reads “Welfare policy.  Board of public 23 

welfare.  The beneficient provision for the poor, the unfortunate 24 
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and the orphan is one of the first duties of a civilized and Christian 1 

state.  Therefore the generally assembly should - shall provide for 2 

and define the duties of a board of public welfare.”  Um, and of – 3 

and of course um, the constitution in North Carolina unfortunately 4 

is similar to the bible.  Um, many of our elected officials want to 5 

hold it up when it’s convenient, and when it’s inconvenient they want 6 

to hide from it.  And so that is one of the provisions that we have 7 

in the constitution that puts the responsibility of us to care for 8 

all North Carolinians, and it specifically says for those in greatest 9 

need. 10 

Q:  Alright. I have no – your honor I have no further questions at 11 

this time. Um, it looks like there may be other questions.  And if 12 

you’ll step around to the podium and speak into the microphone so 13 

that um, we can all hear you. 14 

Panelist Question: My name is Michael Eisenberg I’ve been in North 15 

Carolina a little over three years so I’m not that familiar with the 16 

state constitution.  Is there a way for us as citizens to sign and 17 

bring x amount of signatures to the legislature forcing them to bring 18 

up a referendum that the public will then vote for? 19 

A: Well, North Carolina is not one of the states that has a referendum 20 

policy such as California and some of the other states, but what we 21 

do have is the ability for you to communicate with your legislators.  22 

For you to build that public support and make those demands, and then 23 

for us to put forward a constitutional amendment to be voted on in 24 
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the legislature and then to be put on the ballot to go before the 1 

people.  So that is the methodology we use.  We don’t have the 2 

referendum policy for signature petition. 3 

Mr. Holmes:  Other questions for Representative Hall? 4 

Mr. Lun:  Hi Representative.  Hi, my name’s Ricky Lun. Um, I kind 5 

of heard uh, about what you said about, you know, the job of our 6 

elected officials which is to listen to constituents and uh, you know, 7 

one of our best tools is to communicate with them.  So, I was just 8 

wondering, like, does this mean that they um, legislators who are 9 

um, not wanting to expand Medicaid are just not hearing from the 10 

people, like has no one, like shown them the evidence, um, like, what 11 

more can we do other than show ya know what the doctor has showed 12 

us about you know all this um, preponderance of evidence? 13 

A: Sometimes it’s too simple to be believable.  You might note that 14 

we’ve had a lot of policy issues the last four years. And this comes 15 

back to something very simple and why you have such a big fight over 16 

redistricting and voting identification requirements in order to be 17 

able to vote.  The one thing that you have is the ability to vote 18 

and to motivate and to assist other folks in knowing the issues and 19 

voting.  And that is what people listen to.  We have districts drawn 20 

now, where many of the Republican representatives, as well as 21 

Democratic representatives do not have to listen to people in their 22 

district, many of them share their beliefs.  The rest of their voices 23 

go unheard because of the redistricting that’s been done.  And so 24 
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there’s a two pronged effort that you have to make.  First of all 1 

be totally involved in voting.  This is a year of municipal elections 2 

coming up; it’s only a dry run.  People have to vote, organize, be 3 

informed and know what they’re doing this year.  Next year is coming.  4 

There’s an election every year.  So your responsibility as a great 5 

American Citizen is every year.  Every year, you should be getting 6 

more people to participate and vote for their future, whatever it 7 

is.  I’m not telling you you should vote Democratic or Republican, 8 

but you should certainly know your interests, know who’s in favor 9 

of your interest, and vote for folks who vote your interests.  So 10 

that’s important.  Whether people hear you or not, situations like 11 

this where you provide a forum, where you ask questions, where you 12 

seek your representatives out, they understand you are at least 13 

engaged.  You are watching them.  You are evaluating them.  And 14 

again it goes back to this idea that you have to take seriously that 15 

you are their employer.  So you have a responsibility too, and those 16 

folks who aren’t doing the job, you need to send them home. 17 

Mr. Holmes:  There’s a question here and then Mr. Herman, and then. 18 

Ms. Smalley-McMan: Uh, Thank you Representative Hall, I’m again 19 

Barbara Smalley-McMan, and I actually have two questions.  Uh you’re 20 

here because you’re trying to help the People’s Grand Jury understand 21 

the process that’s taken place behind the close doors – well open 22 

doors – of the uh legislators this, the last few years, as you’ve 23 

been discussing the possibility of Medicaid expansion.  Um, you 24 
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mentioned that if this had been presented as an economic of jobs 1 

creation bill um, that uh, it – it might have passed.  I’d like to 2 

get some clarification from you on that.  And then I’ll ask the second 3 

question and I’ll sit down. 4 

A: Uh, be careful, ok, the – the question of how is it presented as 5 

a job bill, or as an economic development bill, or even a healthcare 6 

bill, it is presented that way.  Um, all legislation has a life.  It 7 

starts somewhere and it moves through the process.  It either it has 8 

popular support and that’s the reason it is drawn, it may have 9 

marginal support it is drawn, it’s staffed, people get educated on 10 

it and minds and opinions change based on information being provided 11 

and understanding who’s involved.  Many businesses again, in North 12 

Carolina, health care institutions etcetera would support this given 13 

the opportunity.  But if we create a system that does not allow them 14 

to come forward, does not allow them to be heard, and doesn’t allow 15 

the public to be educated on the issue, then you’ll have the ability 16 

of people to hold, uh, a pole or something based on misinformation 17 

that says, “well, the public is not in favor.”  Well the public does 18 

not know.  The public hasn’t been informed.  We’ve denied them that 19 

right and opportunity.  So you end up with a poll based on ignorance 20 

and misinformation.  So that is why I said it may have had a better 21 

change to pass in one of those three forums and it may have had the 22 

chance to get into the budget.  Again, um, facts and the truth must 23 

be the center of any discussion you have on this, otherwise, again, 24 
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we end up with misinformation and um, and something that’s not the 1 

truth. 2 

Q:  Was there an attempt, on the part of some of our representatives, 3 

to introduce it as a bill that would have opened up the conversation 4 

and increased the public understanding? 5 

A: Uh, yes.  There were several bills that were introduces to expand, 6 

uh do Medicaid expansion.  There were several bills introduced to 7 

preserve or restore the earned income tax credit.  There were bills 8 

introduced to restore the unemployment benefits but again, whatever 9 

party is in charge and had the majority, they control the legislative 10 

process.  Bills would be filed, but they’d never get heard in 11 

committee, and so one of the few ways you can really tell, and again 12 

you had to be an informed electorate, is go to the website and put 13 

in and search by topic and you’ll see the bills.  But those bills 14 

do not get heard unless the majority party that runs the committee 15 

hearings will call those bills and let them be heard so people can 16 

testify.  Even when they do call the bill, they can restrict 17 

testimony as you have seen and heard probably in your experience here 18 

recently.   19 

Q:  And I’ll ask my second question.  Um, you said that one of the 20 

arguments against Medicaid expansion is that the federal government 21 

might basically not live up to its promise to provide the ninety 22 

percent of the coverage.  I know there are states who uh, built into 23 

their umm acceptance of Medicaid expansion a clause which allowed 24 
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the state to back out of the agreement and not to be left holding 1 

the whole financial bag.  Was this ever discussed on the floor uh 2 

of our general assembly? 3 

A: The idea that the state could cease participation in the program 4 

was discussed and uh as a matter of fact, even without us putting 5 

an individual clause in there, the provision that the federal 6 

government has in their standard agreement with the states would 7 

allow that as well.  And so again, we could have taken the first – 8 

first three years at absolutely no cost everybody agrees.  We could 9 

have taken it for five years and paid ninety percent for two of the 10 

five years.  And had gotten – and – and –  11 

Ms. Smalley-Mcman: We would have paid ten percent. 12 

A: Excuse me, paid ten percent, the federal government paying ninety 13 

percent for the last two years of the five years.  Or any combination, 14 

we could have taken it for one year and said, “We’re gonna do it for 15 

one year and see how it works.”  We decided not to do any of that.  16 

And so once again, if there’s a determination not to do it, the ballot 17 

box is the route you have to pursue.  You try to educate all along, 18 

but you also have to vote.  You try to inform all along but you also 19 

have to vote.  And so at the end of the day, the party in power is 20 

going to be the party to make the ultimate decision.   21 

Judge: Yes, we recognize Sir Reverend Barber.  Reverend Doctor 22 

Barber. 23 
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Barber:  Thank you so much uh Representative Hall.  Um, one of the 1 

thing we’ve been looking at is the way in which this generally 2 

assembly wrote the legislation, and we have some understanding that 3 

in some states, the general assembly said, “We won’t expand”, but 4 

they did not take that option from say, the Governor.  The 5 

legislation that was passed here, is it written, or how is it written.  6 

Is it written in such a way that even if there was an attempt, say 7 

by the governor, he would still have – he or she would have to come 8 

back through the general assembly?  In other words that nobody can 9 

do anything on the Affordable Care Act and expanding Medicaid without 10 

the express consent of the general assembly? 11 

A: I think the – the way the legislation has been written and the 12 

way it has been put in other legislation related was to make it 13 

specifically clear that it could not be expanded without the 14 

legislature’s approval, and uh that the exchanges as well would not 15 

be able to be empowered without the legislatures specific approval.  16 

So, um, it was a effort, not based on fact or based on economic 17 

calculus, but more so a political philosophy.  And again, we hope 18 

that the businesses, who benefit, the citizens who benefit, will ya 19 

know, make their voices heard and make sure that your elected 20 

officials understand, you know the truth.  And you know what is going 21 

on, and you want then to do right by the people of North Carolina. 22 

Holmes:  Thank you Representative Hall, um, if there are no – 23 

alright, it looks like there’s a question here.   24 
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The Panel: My name is Ruth Zalf and my question is if my Representative 1 

favors what I favor and I pat him on the back and say great but many 2 

many other legislatures are not in favor of it and they won’t speak 3 

to me, what power do I have because I don’t know the people in his 4 

district to talk to and unless those people get out and talk to the 5 

Representative that won’t talk to me because he don’t represent me—it 6 

leaves a big whole.  7 

Rep. Hall: Well again as I said when I was introducing myself, 8 

the decisions that I make are for the citizens of North Carolina. 9 

So certainly if you are a citizen of North Carolina I represent you 10 

to some extent. If you are a citizen of North Carolina –- and so to 11 

those members who do share your view on issues can also reach out 12 

and contact their fellow members. There is a lot of legislation, and 13 

I need to make this clear--there is a lot of legislation that we vote 14 

on here in Raleigh and a high percentage that is voted on is voted 15 

on unanimously. So there are a lot of times when people cooperate 16 

across the aisle. It may not get headlines etc. so there are those 17 

opportunities for your Representative or a Representative who share 18 

your viewpoint to talk to others –but it is also up to you to make 19 

sure that they make that effort.  20 

Me being down here is not enough to say that I will vote for 21 

expansion, well that’s one vote, that’s not enough. I have to do some 22 

work to try to help convince some other people to vote for it; to 23 

educate people how to be empowered to vote for it and do other things 24 

besides just show up and say I’m waiting for the train. When the train 25 
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gets here I’ll get on but otherwise I’m not going to do what it takes 1 

to move it. We need some folks who are going to move the train. We 2 

need some folks who are going to engage, we need you to empower them 3 

and encourage them and prevail upon them. Worry’em—- bug’em, all of 4 

that.  5 

The Panel: But of course tell them that they represent you 6 

because you are part of North Carolina and these bills affect everyone 7 

here in North Carolina. 8 

Rep. Hall: Well said.     9 

Mr. Holmes: Alright.  10 

The Court: Thank you Representative Hall for appearing before 11 

the People’s grand jury. 12 

Mr. Holmes please call your next witness.    13 

 Mr. Holmes: Um yes, it looks like Rev. Barber may have something 14 

to say.  15 

 Rev. Barber: I want to make sure Your Honor that for purpose 16 

of this proceeding that a few weeks ago we did meet with the speaker, 17 

current Speaker of The House—-and we had a company of people to join 18 

us and we invited him along with others to join us in these proceedings 19 

and to have- uh have uh witness– to have information. If not to have 20 

information to join us for them to hear evidence of today and the 21 

last two you’ve seen and as you can see they are not here. We also 22 

wanted to make sure that we noted this part of our constitution that 23 

gives concern in this matter that is Article 1 Section 5.  24 

 It says allegiance to the United States, allegiance to the 25 
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United States and it says that when a legislature or governor swears 1 

to uphold the North Carolina constitution that every citizen of this 2 

State owes paramount allegiance to the constitution and the 3 

government of the United States and no law or ordinance of the State 4 

in contravention or subversion thereof can have any binding force. 5 

Why is that deeply concerning because that was passed of course to 6 

make sure that the state did not have state rights in terms of slavery. 7 

But here we have a federal law that has been passed. A right to 8 

citizens of this state has been upheld by the constitution and yet 9 

we have a law passed—a statute passed, that in essence is in 10 

contravention as it says to the federal law, to the United States 11 

government---And we believe that that is something that needs to be 12 

prose, --probe, excuse me. (And I lost that piece), very seriously 13 

in these matters, and we wanted to lift that up.  14 

 I also want to note just for the audience that’s looking, because 15 

we have people that are looking with these proceedings that are 16 

sometimes not our friends. There are various of us, you may see us 17 

looking down and writing and that’s because we’re taking notes on 18 

our tablets. So, we want to make sure our people don’t think we’re 19 

asleep when they see that on the---Uh, I see a number of people are 20 

doing it, I know I was doing it. So, when you see us typing we are 21 

not texting messages we’re actually typing notes for later. Thank 22 

you.  23 

Mr. Holmes: Thank you---We’re going to call our last witness 24 

for this session, Reverend Sadler. If you will, please come and take 25 
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the stand.  1 

[Reverend Sandler approaches] 2 

  Will you please state your full name for our record?  3 

Rev. Sandler: I am uh, Reverend Dr. Rodney Steven Sadler Jr. 4 

Mr. Holmes: Are where are you from? 5 

A: Charlotte, N.C.  6 

Q: How long have you lived there? 7 

A: Lived in charlotte for the last-– about 13 years now and 8 

before that I lived in Durham for 9 years.  9 

Q: And what do you do in Charlotte? 10 

A: (Coughs) Excuse me. I am a Professor of Bible at Union 11 

Presbyterian Seminary. So, my primary emphasis there is to teach 12 

people to read, to parse scripture, to delve into the Hebrew and Greek 13 

text that undergird it, to help people have a understanding of it, 14 

and to empower them to take that word into the world.  15 

Q: We heard Dr. van der Horst talk about the moral consequences 16 

of the failure to expand Medicaid. Can you elaborate on that theme 17 

based on your own training and experience?  18 

A: Well thank you, I love too. In essence the first thing I really 19 

want to say is that what we’re talking about when we are talking about 20 

health care is something that is heavily on God’s mind. You can’t 21 

look at the bible, the Hebrew bible or the New Testament and not see 22 

God talking about healing. Whether it’s from healing bearing women 23 

who struggled with their wombs. Whether it’s from healing people with 24 

leprosy and Elijah and Elisha. Whether it’s helping people with 25 
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blindness in third Isaiah. Job talking about his own physical 1 

ailments, no matter what the issue is if it’s about human suffering 2 

God has a concern in it. So, this is consistent throughout the Hebrew 3 

Scriptures that God’s concern is framed in healing those who are sick.4 

 If you look up a term that we usually like to use as a term of 5 

greeting, the Hebrew term that we say for “Hello” and “Goodbye” is 6 

“shalom.” We know this is a term for peace. It’s on our Christmas 7 

cards, it’s in our dialogue as American citizens but the term shalom 8 

that we use for peace doesn’t really just mean peace. It actually 9 

means wholeness. It means wellness. So if you want to wish someone 10 

shalom like Jesus would say “Shalom Aleichem,” it means that we wish 11 

that you are totally together that you are fully well. We often 12 

spiritualize these messages and we lose sight of the fact that they 13 

are talking about taking tangible benefits that this is talking about 14 

physical wellness not just some sort of spiritual abstracted notion 15 

of wellness.         16 

 This is also true when you look at the New Testament. Those 17 

of us who are here, I am a Christian minister, a Baptist minister. 18 

I teach at a Presbyterian Institution ---I am a Christian minister, 19 

a pastor at a Baptist church in Charlotte. One of the things I need 20 

to say is that we can’t look at the scriptures related to Jesus and 21 

not realize that Jesus whom we claim is the Messiah is affirm in his 22 

messianism of the fact that he heals people. He heals people with 23 

issues of blood. He heals people with pulsars. He heals people with 24 

fevers. Literally, if you like at about every story that talks about 25 
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Jesus in the New Testament it talks about him healing people ---making 1 

them physically whole. I love what Dr. Barber said, you can’t talk 2 

about morality without talking about economics but in part when you 3 

see Jesus doing the work that he’s doing one of things you have to 4 

realize is that if you have someone who is not whole if they are not 5 

well then they can’t work. If they can’t work they can’t keep their 6 

land and if they can’t work they can’t feed their families. If they 7 

can’t work then they can’t take care of all the responsibilities that 8 

they have in this world. So, in essence healthcare is necessary for 9 

people’s economic livelihoods. So, in part what I want to say when 10 

I talk about the Christian scriptures the moral basis for the laws 11 

and the nation that we have here as Americans is based upon a notion 12 

that healthcare is something that is near and dear to God’s heart 13 

and should be near and dear to our heart as well----And just one other 14 

thing, to think about the history of Christianity in this nation, 15 

the history of Judaism, Islam, if you look at most of the hospitals 16 

that you see you of the things that you will be surprised to find 17 

out is that they had as a basis a religious organization that is behind 18 

them. Whether it’s the Presbyterian hospital system or the Baptist 19 

hospital system, a lot of these systems are based upon the fact that 20 

believed that their spiritual and moral responsibility was to make 21 

sure that all people were well, that all people were healthy, that 22 

all people could be whole so that they can function well in this world. 23 

So, there’s a strong moral basis I want to say for what we are talking 24 

about here today, Medicaid expansion.  25 
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Q: I am Quaker, on my background, and sometimes we have lead-ins 1 

that tends to raise questions. What came to me as you spoke from that 2 

was parts of the bible where there were um, conflicts between the 3 

law and Jesus healing and that there was a instance where Jesus healed 4 

on a Sabbath in violation of the law and one of the things we are 5 

really struggling with in these proceedings is that the conflict 6 

between these moral duties that we have with respect to healing and 7 

reconciling that with our law. I wonder if that speaks to you and 8 

if you can speak to us on that.  9 

A: I love the fact that you profess your Quaker faith. I was 10 

trained in a Quaker school and actually my church had a Quaker worship 11 

service yesterday. So, I am very well acquainted with this notion 12 

of justice that comes from the Quaker tradition. One of the things 13 

that you see in those stories you talk about, Jesus heals on the 14 

Shabbat, on the Sabbath. The Sabbath day was a day that supposed to 15 

be a sacred saint, set aside for fellowship with God---but one of 16 

things that Jesus noted was that it’s not lawful to do thing on the 17 

Sabbath that will detract you from doing what God says nut it is lawful 18 

for you to do things like to heal people. He says literally the Sabbath 19 

is not made for---I mean man is not made for the Sabbath; Sabbath 20 

is made for humanity, for doing good. In this essence, this is the 21 

type of thing that we should talk about too. Our laws should never 22 

stand in the way of us doing what’s right, doing what’s justice, doing 23 

what’s in favor of and supporting the people’s rights, the people’s 24 

health of our state. So, when the laws contradict I think our savior, 25 
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our Lord will be on the side of people.  1 

Q: You also have some personal experience with the connection 2 

between healthcare insurance and health. Can you tell us a little 3 

bit about that? 4 

A: I’ll love to tell you a little bit about that. I am a diabetic. 5 

I’ve been a diabetic for 27 years. Since I was 20 years old I was 6 

diagnosed with acute diabetes mellitus type 1 and was told that when 7 

I went to the hospital for blood sugar of 1000 that I should’ve already 8 

been dead. Over the course of the years that I have been diabetic 9 

there have been times when I had insulin reactions that put me in 10 

the hospital. I could have lost my life. There have been times when 11 

I had server insulin reactions, one that was so bad that I broke my 12 

hemal head off my shoulder. I had to be reconstructed and the only 13 

way that I could be reconstructed was because I had healthcare. I 14 

was able to go to the best doctor in Philadelphia at that time to 15 

get my shoulder repaired. Otherwise, I would be without one arm or 16 

without the ability to use that arm today. Health care is very 17 

important to me, it’s important part of my life. As a diabetic I 18 

realize, as I became a diabetic because I have a immune issue. I have 19 

an auto immune disease. My immune system works too well and it attacks 20 

different parts of my body. It attacked my pancreas and killed my 21 

islet cells. It also attacked my thyroid a few years ago. I remember 22 

waking up one night, with my heart racing faster than I could ever 23 

imagine. It felt like I was running a marathon and it was in the middle 24 

of the night and had I not been able to go to a doctor I would not 25 
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be here with you today.  1 

What I want to say is that literally is that healthcare has saved 2 

my life over the course of the time since I was 20 until the time 3 

I am now, at 47 years old I’ve always had healthcare. Whether it was 4 

because I was a student a school or it was because I worked with 5 

congress at national black churches, because I work for Duke 6 

University or the College of William and Mary or now Presbyterian 7 

Union Seminary, I’ve always had healthcare. I could only imagine what 8 

life will be like for someone my age who had diabetes, who had thyroid 9 

disease, who was never able to gain access to healthcare. 10 

Q: When you say healthcare do you mean insurance? 11 

A: I mean literally health insurance.  12 

Q: Is there a connection in your experience between having 13 

health insurance that helps pay for preventative care and the 14 

inability to pay for that through health insurance? 15 

A: Alright let me say, that I can say from my own personal life 16 

too that when I started as a diabetic I was able to buy my valves 17 

of insulin. I use two types of insulin for $20 a valve. Now, if I 18 

try to go to buy insulin that I literally need to survive it costs 19 

$300 for a box of insulin. $300---There’s no way I can afford that 20 

without medical insurance. There’s no way I can pay for that without 21 

the benefit of a prescription drug plan. So, there’s people out there 22 

like me my age that have lived without this benefit. I am a diabetic 23 

for 27 years who can say I have no signs of diabetic written 24 

neuropathy---no signs of diabetic neuropathy, no signs of kidney 25 
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trouble, no signs of the consistent problems that plague people who 1 

have diabetes; particularly those who do not have healthcare are not 2 

able to care themselves. If I can, share with you a story of a friend 3 

of mines?  4 

Mr. Holmes: Yes, please. 5 

Rev. Sadler: The friend of mines is a 38 year old, father of 6 

four who works at McDonalds. Who I have been working with for a while 7 

to try and make sure that his getting stabled, getting on with his 8 

life. On my way to HK on J which was about two to two and half weeks 9 

ago. On my way to HK on J, I suppose to be at a event at 10 o’clock 10 

in the morning but I got a call from my friend’s wife. My friend’s 11 

name is Shawn Bracy. His wife Rachel called me and said Rodney I wanted 12 

you to know that Shawn had a heart attack last night and he’s in the 13 

hospital. So, I diverted my path from my direction to Raleigh to go 14 

to Concord to see him in the hospital---And as I saw him lying there 15 

and worried about whether or not he will be able to keep his job at 16 

McDonald’s which pays him 7.75 an hour. He was worrying also about 17 

how he was going to afford the now tens to hundreds of thousands of 18 

dollars his medical treatment is going to cost him, how much debt 19 

he’s going to get into and still can’t get himself out of because 20 

of this new issue. I talked to him for a little bit and I asked him, 21 

I said “how long have you known you had heart issues, is this something 22 

you just found out?” He said “no I was diagnosed several years ago.” 23 

He said, “But I haven’t been able to get the medicine that I need 24 

to survive for the last two years. So, I’ve been going on without 25 
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it because I don’t have health insurance.” This is what’s happening 1 

to folks in our state, not just Shawn but so many other people who 2 

are suffering, who are struggling because the medical access that 3 

they could have through Medicaid expansion has been denied to them. 4 

These are not lazy people who are sitting on the side of the road 5 

doing nothing. These are hardworking people who are doing everything 6 

that they can for minimum wage, a sub-living wage that won’t allow 7 

them to afford healthcare and these are the type of people that we 8 

need to protect. This is what I mean when I say this is a moral issue. 9 

This is something that we morally need to do. This is where God would 10 

be in this point in time making sure people have access to 11 

healthcare---And this is why I believe that we as a State need to 12 

make sure that all of our citizens have access to healthcare.  13 

Mr. Holmes: Thank you Reverend. I have no further questions. 14 

Are there questions from any grand jury members?  15 

  Will you use the microphone please? 16 

Reverend Curtis Gatewood: Yes, I’m Reverend Curtis Gatewood. 17 

My question will be ---first of all we appreciate that very compelling 18 

statement----what would you say to the ministers and Christians who 19 

may be on the other side of this issue who I would imagine would be 20 

quite a few in the state of North Carolina and around the Nation, 21 

who reading the same bible that we’re reading but somehow end up not 22 

believing that this is a Christian issue as pertain to Medicaid issue.  23 

Rev. Sadler: Thank you for that question. I think one of the 24 

things I say is that all of us as we look at the text have to be reminded 25 
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from time to time that the stories we see on the pages are not just 1 

stories about a abstracted heaven that we might one day get to but 2 

these are stories that should impact us as we live today our lives 3 

in this world. That Jesus doesn’t just promise heaven and healing 4 

in the sweet bye and bye but in the here and now. That Jesus has 5 

delivered this and promised this as well for those of us who are 6 

Christian. That God, for those of us who are Jewish, have always been 7 

behind making sure that these ---that these concerns are true. I think 8 

we have a terrible divide in our nation today that is also reflective 9 

in our state and part of this divide is that we believe that we can 10 

talk about our faith on Sunday but that it has no implications for 11 

the way that we live our lives on Monday through Saturday, has no 12 

implications for the way that we vote on Tuesday, has no implications 13 

for what takes place in the real world. I think that one of the reasons 14 

I have been so happily involved in this effort to get Medicaid 15 

expanded is because I think it sort of reclaims what the scriptures 16 

have actually said and it motivates us all, those who are believers, 17 

those who are convicted on a moral basis to get out from behind the 18 

pulpits, to get out from those pews to leave behind that notion that 19 

religion is only relevant on the days that we worship and realize 20 

its significant for us every day and the moral message spoken to us 21 

through our scriptures should inspire us to act in the larger world. 22 

I hope that’s what inspires some of them to act and I think that others 23 

of us need just to be awoken to realize that this message is something 24 

to motivate us to act not just to pray. To pray with our feet, to 25 
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pray with our hands, and not just to pray with our hands folded. This 1 

is the kind of thing that we are led to do in the larger world. We 2 

are called to act for justice. Thank you.  3 

Mr. Holmes: There’s another question here. 4 

Man in the back: This isn’t a question, this is a experience. 5 

I was at a doctor’s office ----I don’t need it 6 

Mr. Holmes: No, you will need to speak into the microphone so 7 

that the folks who are not with us can hear us. 8 

 (Man approaches microphone)  9 

Michael Eisenberg: Again, Michael Eisenberg. I was at a doctor’s 10 

office a couple of ---  11 

Oh, I’m sorry are you okay?  12 

 Rev. Barber: I’m fine.   13 

Mr. Eisenberg: ---A couple of weeks ago and the person came in 14 

and did not look like they were in good shape and immediately 15 

asked the person for their information and I said maybe you 16 

should find out what’s wrong with the person before asking and 17 

maybe you can help that person.  18 

Rev. Sadler: Amen. Amen.  19 

Mr. Holmes: Um, if there are no further questions here it appears 20 

that Representative Carla Cunningham is with us. If you will---kind 21 

of impromptu come and be called as a witness. We will have the 22 

opportunity for you to come and share some words after Rev. Barber.  23 

Rev. Barber: Your Honor and Attorney Holmes, I will like to make 24 

sure that part of the record reflects that---Dr. Sadler was a part 25 
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of a group of clergy that in the middle of the first round of the 1 

Moral Monday protest as people were being arrested, came into the 2 

room of the General Assembly to sit with legislatures on both sides 3 

to attempt to talk to them about why this issue was moral economic, 4 

why we should be expanding Medicaid among other things what our 5 

constitution said were our deepest moral values. The report from that 6 

meeting is that many of them did not mind praying or smiling or even 7 

quoting the bible but they did not make the connection despite having 8 

some of the best scholars in the room about the bible between policy 9 

and their personal claim to polity. That was troubling for us but 10 

it should be noted that our movement on every turn have attempted 11 

not only protest but have attempted to sit down and educate people 12 

and expand their political and theological worldview---And I wanted 13 

to make that known in this courtroom so that those that may think 14 

all we do is just protest and march. We protest and willing to submit 15 

to arrest because there has been such a resistance to moving beyond 16 

whether its Republican or Democrat to simply doing what is right and 17 

we only engage in nonviolence civil disobedience after we have 18 

exhausted the other ways in which we attempt to make sure that our 19 

message and a mandate of justice is heard.  20 

Lastly, I want today Scott I mentioned to you to enter into the 21 

record that my daughter was going to come today and testify, her name 22 

is Rebecca Eleanor Barber. She’s a rising, will be a rising Senior, 23 

history and English student at North Carolina Central University who 24 

has aspirations to take over your job as a lawyer or maybe the judge’s 25 
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job. She is a brilliant ---and strong willed child---one of my 1 

children who debates me regularly and wins which is quite a feat. 2 

She’s the shortest in my family and the smallest in statute but the 3 

biggest in heart. She could not be here today because she is with 4 

Nikki Giovanni. She has gone to hear her---and one of the quotes of 5 

Nikki Giovanni says is, “There are things you stand up for because 6 

it’s right.” When the Affordable Care Act was being discussed and 7 

persons in this state were considering whether or not they were even 8 

going to vote for it, our own Senators. Rebecca Eleanor traveled with 9 

me to Washington D.C. to meet along with Hilary Shelton, the 10 

Washington Bureau Chief of the NAACP and one other person whose name 11 

escapes me right now to meet with Senator Kay Hagen as well as the 12 

other Senator at that time. My daughter asked me to go because she 13 

was born with hydrocephalus, a disease that we did not know that she 14 

had until a check-up. The doctor measured the circumpherence of her 15 

head and it was slightly off and he said for precaution matters I 16 

want to get her tested. I often think about what if we not had 17 

insurance. She would not have gotten the first probably measured and 18 

surely not the additional testing. When she was x-rayed it was found 19 

that her ventricles were twice as large as normal---and that she 20 

possibly had hydrocephalus or another condition. We were able at that 21 

time to take her to John Hopkins University Hospital and 22 

interestingly she was subsequently operated on by renowned 23 

neo-surgeon Ben Carson, who had at that time had not had some of the 24 

views that we have heard in recent days---and I often think about 25 
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that because John Hopkins is one of those few hospitals who serve 1 

the indigent. He operated on our daughter and told us that wither 2 

she was a super genius, she had a large brain or she had this 3 

condition---says that when he enter her head that the pressure in 4 

her ventricles were so abnormal that the fluid literally spewed 5 

across the room. And he said to us that he was not sure but for the 6 

grace of God why this young girl did not, was not having seizures, 7 

had not fallen out of had other problems. Rebe after then bears the 8 

mark; you only know it unless you know what’s underneath her hair 9 

but she bears the mark and she has a shunt in the right side of her 10 

head and she has a button on that shunt that you can press if she 11 

gets into a critical situation or accident to continually remove the 12 

fluid until such time that she can get medical care. She has one 13 

revision. Thank God, she hasn’t have to have any more revisions which 14 

is almost miraculous because normally when you get a shunt so early 15 

you have to have a lot of revisions. She never had to have the initial 16 

shunt removed but she does have a draining system that runs down the 17 

back of her ear into her stomach. We were told that we will have to 18 

learn to let her free because we were very protective of her. For 19 

her mother and I, her mother is a 20 some odd year nurse, the greatest 20 

fear, of the greatest fears we have had as parents is Rebe growing 21 

into the age of 26, 24, 26 and no longer being carried on our insurance 22 

because she had a pre-existing condition. For us the Affordable Care 23 

Act was an answer to prayer. I’ve often literally prayed at night 24 

God let me live long enough to at least see the laws changed that 25 
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my daughter can have health insurance; that was the prayer. I was 1 

almost bargaining with God. God I said---and I made a vow to God when 2 

she went in to get her operation I said God here’s the deal, there’s 3 

no deal. Whether she leaves or dies for the rest of my life I’m going 4 

to fight for children and I’m going to fight for people to have quality 5 

healthcare whether she lives or dies. God allowed her to live which 6 

made me even more committed to this journey. I started out saying 7 

she visited me, visited with us to the Senators and when we were there 8 

she said after I remember Senator Hagen talked about the challenges 9 

and the policies and the ups and the downs and the talking points 10 

and the different analysis, Rebe who was in high school at that time 11 

said “Senator here’s the bottom line so you want me to live?” 12 

“After all the Republican talking points and all of the 13 

Democratic talking points the bottom line for this nation and for 14 

you and for those who have to vote is do you want people like me with 15 

pre-existing conditions to live? To have access to---do you really 16 

take seriously this promise of life, liberty and pursuit of 17 

happiness?”  18 

In that room that day she was the prophet, I was not the prophet. 19 

Her words were far more powerful. For her it was real. It was about 20 

living. I remember when she registered to vote, she said “Daddy I 21 

get to register to vote because I lived another year of life.” She 22 

could not be here today---she needed to be doing her major because 23 

she’s very serious about that and Nikki Giovanni is one of her poetic 24 

heroes but she asked me as her father on her behalf to give those 25 
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words as part of this testimony. And she said that if she was here 1 

and if she could get a hundred other people, young people with 2 

conditions regardless of their color, their class, their creed, their 3 

sexuality, she would ask every legislature regardless of their party 4 

to sit and look into their eyes, to put their hands on her shunt, 5 

or or to touch the other people where they have sickness in their 6 

bodies and ask themselves the question, do you want citizens like 7 

this in North Carolina to live. That’s the moral question. That’s 8 

the health question. That’s the economic question. That’s the 9 

constitutional question. Do we want Rodney, a Rodney Sadler who may 10 

not have the health insurance that he has but as a human being just 11 

like Rodney who has diabetes, to live? Do we want people like my 12 

daughter Rebecca Eleanor to live? And we pray that the legislatures 13 

in this place to not just give up on this policy but will fight for 14 

its ratification. I wish that every legislature here would put on 15 

a medical gown and roll hospital beds into the chambers of the 16 

legislature and lay on them and force the people voting against 17 

Medicaid expansion to have to roll you out. Force the sergeant at 18 

arms because this is not merely about policy and statistics. It is 19 

about this question Mr. Speaker, Mr. Senator Pro Tem leader, Mr. 20 

Governor and others, do you want citizens of this state, members of 21 

the human family to live or die? That is the question that is before 22 

us.  23 

Mr. Holmes: Thank you Rev. Barber.  24 

  At this time we will like to hear from Rep. 25 
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Cunningham, kind of a impromptu witness. If you will, 1 

please take the stand. 2 

Will you please tell us your name?  3 

 Rep. Carla Cunningham: Carla D. Cunningham  4 

Q: Where do you work? 5 

A: Actually I work in the General Assembly. I’m getting ready 6 

to do my second term here. I am also a registered nurse by profession.  7 

Q: Alright and where are you from originally? 8 

A: Charlotte, N.C. but I was born in Wadesboro, N.C.  9 

Q: Alright and you say how long have you been a nurse? 10 

A: 35 plus years.  11 

Q: So, you have some experience with our health care system? 12 

A: Yes I do quite a bit, quite a bit.   13 

Q: Have you brought that experience to some of your work here 14 

with the legislature? 15 

A: Yes I have---when the Medicaid expansion bill came to the 16 

floor initially from my experience as working in several different 17 

areas of the state of North Carolina I had also worked in some of 18 

the rural areas, Halifax County being one and worked pediatrics so 19 

I was very familiar with what it is not to have that available source 20 

of good healthcare and healthcare insurance and I spoke to my 21 

colleagues that I had held dying babies in my arms and it was because 22 

of lack of healthcare insurance that they could not get adequate care. 23 

And sometimes those babies waiting in my arms will be on air flights 24 

to go over to Rocky Mount hospital but because they didn’t have 25 
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insurance sometimes that flight was terribly delayed---but also I 1 

let them know that when death comes it does not say republican or 2 

democrat, death comes. The last occupation that I’ve done and 3 

serviced in was hospice care and it is quite my heart. I know what 4 

it is when people are grieving the lost of their loved ones, what 5 

it is to have to wait five years without healthcare coverage and could 6 

have gotten cancer treatment but couldn’t get it and they are in stage 7 

4 and dying now. So, I explain that to my colleagues and tried to 8 

appeal to the compassion of some of them and possibly--- 9 

 Mr. Holmes: Just hold it. (Hands Cunningham the 10 

microphone) 11 

 Rep. Cunningham: Thank you, because I was leaning over.   12 

--- So, I have tried to appeal to my colleagues that you know 13 

it’s not about being a republican; it’s not about being a democrat; 14 

it’s not a line drawn. When you’re dying people are looking for 15 

someone to support them, to hold their hand and stand with them. If 16 

you don’t have healthcare coverage you are slower to get that care. 17 

That’s just all honesty. My passion is fuel for my son. When the ACA 18 

first came out as the President’s initial legislation I wanted single 19 

payer. We couldn’t get single payer because everybody wouldn’t go 20 

along with single payer in the Congress so we got the ACA, and then 21 

we got the Medicaid expansion that comes along with the ACA.  22 

My son was diagnosed when he was 13 years old as bi-polar which 23 

was a misdiagnosis and then he was later on diagnosed as paranoid 24 

schizophrenia now. When he was diagnosed my insurance only covered 25 
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50% of his coverage and most policies that’s all they did was for 1 

mental health it was 50% and for alcohol abuse 50% or maybe nothing 2 

for substance abuse maybe something, maybe nothing. So, when he was 3 

diagnosed I had insurance but the bills and the amount of money it 4 

stacked up and it stacked up because if they not receiving the best 5 

case management there’s a recidivism rate. So, he was in and out of 6 

the hospital at least three times a year. So, I got up to about $25,000 7 

and was almost ready to file bankruptcy. I had to pay it because you 8 

know hospitals now will foreclose on you if you don’t pay. They will 9 

do that or they will send it to collection agency and they might cut 10 

a deal but they was not cutting a deal with that amount of money---and 11 

so, I watched my son go through cycles of treatment and I watched 12 

myself dig more debt but it had to be done. So, when the ACA came 13 

about I said I’m going in the street, I’m going to the people and 14 

we did. Rev. Barber was right there with us. Rev. Sadler has been 15 

with us from the beginning. This is not just the beginning; this is 16 

the beginning to push for Medicaid expansion. The reason why I spoke 17 

about my son is because 88,000 people out of that 300 and something 18 

thousand of people that lack Medicaid they are the working poor. They 19 

are the working poor. They don’t qualify for ACA because of the amount 20 

of money but yet they still are in poverty working at minimum wage. 21 

Sometimes at two or three jobs and still cannot afford to purchase 22 

insurance. So, my son went through that cycle. I had to come up with 23 

the money to pay that or either I had to file bankruptcy. I came up 24 

with the money to pay it but you know everybody can’t do that. I was 25 
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a nurse at the time and I was making pretty much a good salary but 1 

I was also a widow so I pushed and I pushed---but you know it’s a 2 

sad day when you looking at 88,000 people who can get mental health 3 

services under Medicaid expansion. Why, because men don’t qualify 4 

for Medicaid in the state of North Carolina. My son had to wait til 5 

he was 18 years old to get SSI. He had to wait for his disability 6 

so he could get covered so it was all my responsibility and I would 7 

have been bankrupted but if we picked up Medicaid expansion we will 8 

cover 88,000 people in the state of North Carolina that has some type 9 

of mental illness that is treatable. That doesn’t even leave out the 10 

homeless population. 60% of people that are homeless have a mental 11 

illness and how many of those are vets? At least 35%. So, we’re looking 12 

at astronomical numbers of people that will be helped by the Medicaid 13 

expansion. Also, my conscious when I lay down at night I don’t have 14 

a problem because I know to do what is right. I have been up close 15 

with life and death on a daily basis because that’s what I did and 16 

we see things different. Our perspective is different when you’re 17 

in health care and you see life and death and I lay down at night 18 

my conscious and God, I know hedge covers me to get up the next day 19 

because I do what is right. If we can only do what is right, take 20 

care of my brother; take care of my sister. Until we do that this 21 

state will spiral, it will spiral. So, when I lay down I am still 22 

concerned. When I wake up I am still working on how to improve what 23 

we can get because it’s going to have to change and it’s going to 24 

take a while but we got to keep pushing upward. We got to keep pushing. 25 



80 
 

Thank you.         1 

 Mr. Holmes: Thank you Representative. There may be some 2 

questions here. I have question---you mentioned that you work here 3 

as a Representative here in the General Assembly and we had Rep. Hall 4 

here and we asked him some questions about the legislative process 5 

and how that works---what to you is the greatest obstacle for us to 6 

do Medicaid expansion here in North Carolina? 7 

 A: In the general assembly right now, honestly I think they have 8 

pretty much mad their minds up, my colleagues, that they are not going 9 

to expand Medicaid so, I believe now the pressure needs to be put 10 

on the governor because the governor did go and sit with the president 11 

and the Secretary Wos are looking at it and think that this is the 12 

time to do it but if we were to work with the other side, the colleagues 13 

on the other side of the aisle, I think we possibly need to be looking 14 

at it in another way. They are not looking at the appeal of conscious. 15 

They are not looking at the appeal to compassion. They are looking 16 

at numbers. They are looking at job creation and things like that. 17 

So, my thought was that we would have picked up 29,000 jobs in the 18 

health sector so it’s possible to put it to them that it’s economic 19 

development. It really is because if you can save on the front side 20 

then you don’t lose as many dollars on the back side. It really is 21 

a economic job creator if we pick up 29 to 40 thousand jobs in the 22 

healthcare sector and we’re taking better care of people before they 23 

go into chronic illness, like your diabetes or your cancer. You won’t 24 

lose a leg if you’re treated early so, it’s preventative medicine. 25 
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If we get on the side of preventative medicine in the general assembly 1 

we save dollars on the end, that’s been proven.  2 

 Q: Another question that I hear a lot is that folks say the 3 

Medicaid system is broken and we need to reform that before we can 4 

expand the Medicaid program, do you have any thoughts about that? 5 

 A: They’ve worked on that and they say they already reformed 6 

it. So, what I understand they have already reformed it. Now I know 7 

they are still looking at the AOC’s and looking at CCNC, who manages 8 

the Medicaid system in the state of North Carolina and they have done 9 

a superb job in saving the state dollars and we don’t want to see 10 

them come out---but they say they have already worked on reform, they 11 

saved dollars so I believe that’s why the director has decided let’s 12 

move on. 13 

 Q: Another question I hear a lot is that the federal government 14 

may change the deal after the state commits to the Medicaid and that 15 

there is somehow some kind of fear that if we do expand Medicaid and 16 

we got into it at some point there will be no way to get out. What 17 

are your thoughts about that?  18 

 A: I don’t believe that---I look at Medicaid expansion and ACA 19 

just like I do Social Security, it’s not going anywhere. You can try 20 

to chop it up and throw it in the trash and say that you going to 21 

do this, I don’t believe that’s going to happen. The ACA is law and 22 

that is not going back.  23 

 Q: Another thing that I hear is that Medicaid doesn’t provide 24 

good quality of care and there’s something about the Medicaid system 25 
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itself that doesn’t provide care, therefore it’s not worth investing 1 

in. Do you have any thoughts about that? 2 

 A: Well I can say that about all health care. You’re not going 3 

to get 100% of everything that you need no matter where you go. The 4 

thing what nurses and people in the hospitals and doctors will tell 5 

you now is when you go to any facility take someone with you because 6 

even when you start to looking at health care disparities and looking 7 

at race, I don’t get the best care but if I demand the best care then 8 

I get the best care. So, we’ve got to do a lot of educating people 9 

out in the community as well that they need to have someone with them 10 

when they go to the hospital, if they go to a nursing home, or if 11 

they go to a doctor’s office because the best advocate is you for 12 

your own health, and someone else a family member there with you. 13 

So, Medicaid gives the type of care ---CCNC has done a good job at 14 

it. Far as I had said healthcare disparities, African Americans don’t 15 

get the best of care. I don’t have to explain that but you can get 16 

the best of care if you demand the best of care.  17 

 Mr. Holmes: Your Honor I don’t have any further questions for 18 

the Representative now but the panel may if we can open up questions 19 

to them.  20 

 Rep. Cunningham: Thank you.  21 

 The Court: Are there any questions from the grand jury? 22 

   Okay, we have one question. Please come to the mic. 23 

 Dill Herman: My name is Dill Herman. Several years ago, it was 24 

just after the Affordable Care Act was passed there was meeting in 25 
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Durham at the Senior Citizens Center. A woman from the, I think it 1 

was called the North Carolina Health Institute who spoke and she 2 

talked about what the Affordable Health care Act was going to do for 3 

everybody and the questions was raised to her, is it possible that 4 

North Carolina will refuse to accept the Medicaid expansion and she 5 

said absolutely not. She said American Medical Association 6 

supporting it, the insurance companies all support it, the hospitals 7 

all support it, and she said their all really good lobbyists. She 8 

said that there is no way they would refuse to allow the Medicaid 9 

expansion so, I’m worrying can you tell me what went wrong.  10 

 A: I really wish I could answer that question but I can tell 11 

you that over 30 different organizations in the state of North 12 

Carolina signed a letter to Gov. McCory in support of Medicaid 13 

expansion. That was 30 different organizations that was all the 14 

hospitals. I have the list at home and reached out to them and asked 15 

them to keep on pushing with us but I can’t say why---you know, why 16 

they didn’t do it and don’t believe it was a failure on the lobbyist 17 

part. They do have good lobbyist to push their agenda but if you come 18 

into atmosphere where the mind is already made up it takes a certain 19 

amount of time to change that mindset. So, if you are not healthcare 20 

bound and see that as a essential need---which I see it as a essential 21 

need. Health care is a essential need to do anything else in your 22 

life. If you don’t have your health you can’t go to work. If you don’t 23 

have your health you can’t take care of your children. It’s a lot 24 

of things that is tied to your health and I think if we can sort of 25 
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make a full circle and say this right here if this happens, then this 1 

happens and if that happens then that happens and some people get 2 

in the thought of tunnel vision and think that one thing doesn’t 3 

affect another one. Well that’s not correct. Everything that happens 4 

in our lives on a daily basis affects another thing in our lives. 5 

Thank you.   6 

 Mr. Holmes: Thank you Representative for sharing your testimony 7 

with us.  8 

 Rev. Barber: Our Representative had---she said she would stay 9 

but she has to go to another meeting in actually one minute.  10 

 Your Honor and Scott, we want to also enter this piece of 11 

information to the record. It is a detail study that was done by Karen 12 

Garloch with the Charlotte Observer. It was written in 2014, July 13 

25th of 2015. It’s reflective of the kind of information that’s out 14 

here that our legislatures---our republican legislatures---who have 15 

chosen to ignore. It’s entitled Many low-income North Carolina 16 

workers are locked out of Medicaid.  17 

The Articles says ---and I want to read just excerpts in part---“They 18 

are construction workers, waitresses and cashiers. They care for our 19 

children, our elderly parents; they clean our offices and bathrooms. 20 

I want you to hear that listing the Court but they go without health 21 

insurance because their incomes aren’t high enough to qualify for 22 

federal subsidies and too high to qualify for North Carolina’s 23 

current Medicaid program for low-income and disabled citizens. More 24 

than half of the 689,000 uninsured adults North Carolinians who fall 25 
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into this so-called “Medicaid gap” they are employed---I want to 1 

mention that more than half of the 689,000 they are employed in jobs 2 

that are critical to the state’s economy, according to a report 3 

released Thursday by the North Carolina Justice Center, the North 4 

Carolina Community Health Center Association and Families USA.” 5 

“Expanding Medicaid would help them gain access to affordable care… 6 

which would lead to healthier and a more productive workforce. And 7 

that’s good for business, said Dee Mahan, Medicaid program director 8 

for Families USA, a Washington-based consumer advocacy group.”  9 

Now, this is the critical piece that we want to enter into Court by 10 

one of our others who are listening by skype—-I mean, excuse me by 11 

stream to hear and the media that are here. “Under the Affordable 12 

Care Act, the expansion of Medicaid provides insurance for residents 13 

whose household incomes are less than 138 percent of the federal 14 

poverty level. That is $27,310 for a family of three.” It is critical 15 

that we are talking about people gaining access to Medicaid but in 16 

a family of three they have to be bringing in $27,310.  “North 17 

Carolina is one of about 20 Republican-led states that chose to reject 18 

that option. Without Medicaid expansion, people in the gap are 19 

allowed to purchase private insurance through federal or state online 20 

exchanges, but they are not eligible for premium subsidies. Authors 21 

of the law assumed people in this income bracket wouldn’t need 22 

subsidies because they would be covered by Medicaid expansion.” So, 23 

when they authored the Affordable Care Act they did not cover this 24 

particular group because they said we are covering them through this 25 
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Medicaid expansion.  1 

In rejecting expansion of course the Governor said it would be unwise 2 

because the system was broken. I want to go down to finally, under 3 

the Affordable Care Act, also known as Obamacare; the federal 4 

government would pay the full cost of expanding Medicaid through 5 

2016. After that, the federal share gradually, not immediately but 6 

gradually falls to 90 percent in 2020. Currently---this is the last 7 

part--- North Carolina’s Medicaid program sets an annual income 8 

eligibility ceiling of $9,900 for a family of three. So if you make 9 

more---if you make $10,000 for a family of three in North Carolina 10 

the current Medicaid says that you don’t need any help. You make 11 

$10,000 that’s enough you don’t need any help. The expansion would 12 

say a family of three where there’s an income up to $27,000 would 13 

be able to get Medicaid expansion. And they have found the U.S. Family 14 

Report that 59,000 of this half of that 689,000 are construction jobs; 15 

56,000 are in food service, 43,000 in cleaning and maintenance; 16 

34,000 in transportation jobs such as buses and taxi drivers; 18,000 17 

in personal care such as barbers and child care workers; 16,000 in 18 

health care support such as home health aides and nursing assistants; 19 

and 23,000 veterans. So, I thought it was critical to enter that 20 

report, that was July 25th 2014, Karen Gorlach.  21 

Mr. Holmes: We’re going to make this report it’s on the screen 22 

and marked as exhibit 11. We will mark it and submit that to the grand 23 

jury for deliberation of this matter. Also the statistics Rev. Barber 24 

gave you will also be the same statistics in the visual Dr. van der 25 
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Horst provided to you about the people break down of their work.1 

 Your Honor at this time that is the evidence that we have for 2 

you today. I will be happy to give some closing remarks and give the 3 

grand jury an idea of what their next work will be.  4 

The Court: This time the Court will receive into evidence 5 

exhibit #11 for this grand jury session. If there be no further 6 

witnesses be called for the People then we will allow for the closing 7 

argument or the argument to be made to the grand jury as it relates 8 

to the indictment.  9 

Mr. Holmes: Grand Jurors, I’m ---it’s very easy for lawyers to 10 

get up and talk and become the center stage and we have framed this 11 

as a People’s grand Jury, to try and focus the moral culpability that 12 

we believe the evidence has shown that directly results as a failure 13 

to expand Medicaid. I’m going to keep my comments to you very brief 14 

because I don’t have really anything more to say to you that you 15 

haven’t heard already in words more eloquent than what I can say. 16 

I do want to highlight for you some of the legal principles that you 17 

have heard and will be bringing to your consideration as I present 18 

what is a indictment.  19 

We have heard about Article 11 Section 4, which says that we 20 

have a duty, one of our first duties as the State is to take care 21 

of our poor. We also heard about Article 1 Section 2 that says the 22 

purpose of our government is for the good of the whole and that is 23 

another important part of our constitution. We’ve heard how we have 24 

the law of the land applies and that is language that is older than 25 
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the due process clause. Our North Carolina constitution is older than 1 

our own federal bill of rights. We also heard a little bit but have 2 

not put a lot of evidence in on the way different groups are impacted 3 

based on the existing laws. There is evidence that people of color, 4 

people may heard a little about this, are uninsured at a much higher 5 

rate than white people and that the care that they receive also not 6 

of quality as that of white people. And, for a system that provides 7 

care, for them not to provide equal protection of our laws for rich 8 

and poor alike could violate our North Carolina constitution. And 9 

finally, there’s language in our criminal law that make it a crime 10 

when people cause harm to people who act with reckless and careless 11 

disregard for the consequences of their actions and heedless 12 

indifference to the rights and safety of others. That language shows 13 

a level of culpability that I submit to you our legislatures and 14 

governor are demonstrating because they are aware that people are 15 

dying. They are aware that we have the resources to keep people from 16 

dying and their excuses don’t hold up to logic, science, or morality. 17 

And, so it is very clear given the evidence that we have presented 18 

to you that our leaders are acting with thoughtless disregard of the 19 

consequences of their behavior. There are other levels of culpability 20 

that are higher than this. This is a relatively low level of 21 

culpability. More culpable will be malicious behavior. Malice is ill 22 

will toward people to cause them harm. And even worse than malice 23 

is premeditation and deliberation, the intentional killing of 24 

another human being. As an attorney trained in the law, using this 25 
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law is a symbolic act. I am not bringing to you that this behavior 1 

is premeditated and deliberate. I am not bringing to you that these 2 

people are acting in malice. Reasonable people may disagree about 3 

their motives but in law we are to try to be conservative but we say 4 

what the evidence shows. The evidence overwhelmingly shows this 5 

careless disregard for the safety of others when it will be so easy 6 

to accept these federal funds, accept the economic benefit of those 7 

funds. There is no excuse for example, that we don’t have the money 8 

to pay the matching funds when Kentucky not only earned in its 9 

economic benefits more than enough to match the matching funds, it 10 

was millions of dollars more and, so that excuse has no merit. That 11 

our Medicaid system is broken and shouldn’t be expanded is like saying 12 

our schools are bad so we don’t need any more. To say that we can’t 13 

expand Medicaid because the courts have tied up the system---what 14 

system is not tied up in court somewhere. That lawyers are suing about 15 

it does not keep us from doing the right thing. So, one by one we 16 

have seen the reasoned arguments by the folks opposing this fall in 17 

the face of evidence, in the face of personal stories, and in the 18 

face of statistics which show that it is only the careless and 19 

disregard for our fellow North Carolinians that have led us to this 20 

place where people are dying for our failure to act. And, so as a 21 

result of evidence I am going to ask the grand jury to consider a 22 

indictment that will look something like this.  23 

(Displays a form on projector)  24 

We’re working on the final language. We need to have other people 25 
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look at it but this language would tell the Governor of North Carolina 1 

and the Speaker of the House, The President Pro Temp, and all members 2 

who oppose the expansion of Medicaid that they have engaged in 3 

culpable negligence, deliberate and reckless indifference and 4 

willful misconduct in violation of our State’s constitution. They 5 

have violated our highest constitutional values in protection of poor 6 

folks, for the equal protection of laws and they are not acting in 7 

the good for the whole and because they have acted in careless 8 

disregard of the welfare of others that we have identified them as 9 

acting in a way that does not meet the highest standards of our laws. 10 

This is important to note, that this is not a real grand jury. We 11 

have no authority other than the spiritual, moral, economic, rational 12 

authority that we brought with the words we bring. But this document 13 

will symbolize the process that we have undertaken in our days of 14 

meeting. We will summarize the evidence that we have heard and if 15 

you consider this document, and willing to vote in favor of this 16 

document then it will be signed by the panel members. We will present 17 

it along with the transcript of these proceedings and all of the 18 

exhibits that we have put into the record as unequivocal and 19 

overwhelming evidence that the failure to expand Medicaid is a crime. 20 

And then we will serve that on our decision makers. Each of the people 21 

that have stood in the way of this very simple and straightforward 22 

question will receive a product of our work in the form of the 23 

transcript and all of these reports for them to consider---because 24 

we also heard that they did not consider this evidence when they made 25 
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the decision to not expand, that that was a very short deliberation, 1 

that experts were not consulted, directed effected people were not 2 

consulted and Representatives were consulted which is why it is a 3 

great pleasure that the NAACP and NEC Coalition partners have brought 4 

this into our own general assembly here today Our people’s house, 5 

to put on our own evidence; to put on our own indictment for the 6 

failure to act.  7 

And with that I’ll ask you to make sure you have my information 8 

so that I can send to each of you, the Grand Jurors. I will pass around 9 

my email---that you will have my email and you will get the complete 10 

transcript and all of these exhibits for your consideration. And, 11 

then you will deliberate and decide whether or not we issue that and 12 

then at some later date we will bring the results of your deliberation 13 

and the results of this work and serve it on the people who need to 14 

hear it. I’m sure that the Court has some final remarks and then Rev. 15 

Barber may have some final remarks.  16 

The Court: If you will put back up the laws as it relates to 17 

culpability and negligence.  18 

Ladies and gentlemen of the Grand Jury in this case the grand 19 

jury is a criminal proceeding for purposes of your consideration you 20 

will have to consider whether or not the state legislature did act 21 

with culpable negligence. Negligence being defined in such a matter 22 

to be reckless or careless behavior that the act imports a thoughtless 23 

disregard of the consequences of the act or the act shows a heedless 24 

indifference to the rights and safety of the citizens of North 25 
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Carolina---that will be the basis for a indictment in the criminal 1 

process of a grand jury for your consideration.  2 

Rev. Barber: Your Honor, as a citizen convener I will like to 3 

purpose the following schedule and that is that the jurors will gather 4 

on next Monday in a designated place to consider the transcript and 5 

the evidence and that they would consider the Monday, March the 16th 6 

as the time to return to a designated place in the legislature for 7 

them to render their indictment and then to have said indictment 8 

delivered to various departments.  9 

The Court: (In audible)….for members of the Grand Jury.  10 

Grand Jury: Members of the grand jury will not be back from Selma 11 

until Monday evening. 12 

Rev. Barber: Okay, let me---if I might—adjust that schedule to 13 

the 10th then, the Tuesday after the Monday but that the gathering 14 

back for hearing of the indictment and presenting it in this place 15 

will be the 16th.  16 

The Court: Alright the schedule proposed is sent unto the court, 17 

the location of actual meeting of the grand jury on the 10th will be 18 

furnished to them subsequent to this adjournment. And, then of course 19 

the actual reconvening session location will also be furnished to 20 

them for Monday the 17th time and place. We will designate ---the 16th, 21 

I’m sorry---Monday, the 16th for that. I actually think Monday is going 22 

to be the 15th--- it’s the 16th, you’re right. I’m looking at Sundays 23 

now, the 8th. Okay, the 16th will be Monday. So, okay with the 24 

information we provided and the court will proceed on schedule for 25 
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purposes of the grand jury to complete its work. Any further business 1 

of this grand jury? 2 

Rev. Barber: One more question your Honor. Will the jurors have 3 

to select their own foreman to convene them? 4 

The Court: Actually the foreperson will be agreed upon by the 5 

jury when they go back to do their deliberations---that’s when the 6 

grand jury foreperson will be selected. Actually, technically what 7 

will happen normally the court would pick one and appoint a grand 8 

juror to lead the deliberations so----do we have any volunteers today 9 

to serve as the foreperson of the grand jury?  10 

Anybody with a burning desire to help to weigh this evidence? 11 

Don’t all speak.  12 

Okay, what’s your name please? 13 

The Panel: Vicki Rider 14 

The Court: Alright, Ms. Rider you have been appointed by the 15 

court to serve as the foreperson of this grand jury and you will of 16 

course be provided with the date and the time of the meeting and then 17 

of course when it comes together you will lead the deliberations and 18 

eventually will return whether the bill of indictment are true or 19 

untrue on behalf of this grand jury. Alright. Alright, any further 20 

business of this session of the grand jury? There being none then 21 

this session of the grand ---people’s court, the people’s grand jury, 22 

the citizens of North Carolina who have advanced the call for justice 23 

is hereby adjourned.    24 

 25 



94 
 

 1 

(Whereupon these proceedings are concluded at 3:32 p.m.)  2 

 3 

I, Marissa Meredith, Ashley Mooney, and Tamekia Patrick, the officers 4 

before whom the foregoing proceeding was taken, do hereby certify 5 

that said transcript, is a true, correct, and verbatim transcript 6 

of said proceedings. I further certify that I am neither counsel for, 7 

related to, nor employed by any of the parties to the action in which 8 

this proceeding was heard; and, further, that I am not a relative 9 

or employee of an attorney or counsel employed by the parties thereto, 10 

and am not financially or otherwise interested in the outcome of the 11 

action.  12 

Marissa Meredith, Ashley Mooney, and Tamekia Patrick  13 

Official Court Reporters 14 
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The North Carolina Institute of Medicine’s (NCIOM) Health Access Study Group
was convened at the request of the North Carolina General Assembly in 2008. The
General Assembly directed the Study Group to study issues related to expanding
access to appropriate and affordable health care for all North Carolinians. The
Study Group was instructed to consider previous and current work by the NCIOM,
successful efforts in other states to improve access and affordability of health care,
and relevant federal initiatives and to present the final report and recommendations
to the 2009 General Assembly. The Study Group was led by three co-chairs,
including Representative Hugh Holliman, District 81, North Carolina House of
Representatives; Senator Tony Rand, District 19, North Carolina Senate; and
L. Allen Dobson Jr, MD, FAAFP, Vice President, Clinical Practice Development,
Carolinas HealthCare System. There were 36 additional Study Group members
including legislators, state and local agency officials, health care professionals,
and other interested persons who dedicated one day a month between September
2008 and January 2009 to research this issue. Two Study Group members and an
additional two people participated in the Study Group’s Steering Committee. These
individuals helped shape meeting agendas and recommendations as well as
identify speakers. The accomplishments of the Study Group would not have been
possible without the hard work of both the Study Group members and the Steering
Committee members. A complete list of Study Group members and Steering
Committee members can be found on pages 7-9 of this report.

The NCIOM Health Access Study Group heard presentations from state and
national experts on efforts to provide access to appropriate and affordable health
care. We would like to thank the following people for sharing their expertise and
experiences with the Study Group: Samantha Artiga, MHSA, Senior Policy Analyst,
Kaiser Commission on Medicaid and the Uninsured, Henry J. Kaiser Family
Foundation; Thomas Bacon, DrPH, Associate Dean and Director, Area Health
Education Centers Program School of Medicine; Joshua Goldberg, Health Policy
and Legislative Analyst, National Association of Insurance Commissioners;
Michael Keough, Executive Director, North Carolina Health Insurance Risk Pool;
Ken Lewis, Chief Executive Officer, FirstCarolinaCare, President of the Board,
North Carolina Association of Health Plans; CindyMann, JD, Executive Director,
Center for Children and Families, Georgetown University Health Policy Institute;
Edward Neuschler, MPP, Senior Program Officer, Institute for Health Policy
Solutions; Melissa Pratt, OutreachManager, Insure Oklahoma; Thomas Ricketts III,
PhD, MPH, Deputy Director, Cecil G. Sheps Center for Health Services Research,
Professor, Health Policy and Management and Social Medicine, the University of
North Carolina at Chapel Hill; Brian Toomey, Chief Executive Officer, Piedmont
Health Services, Inc.; Torlen Wade, MSPH, Executive Director, North Carolina
Community Care Network, Inc.
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TheNCIOMserved as staff for the StudyGroup. Pam Silberman, JD,DrPH, President
and CEO of the NCIOM, and Mark Holmes, PhD, Vice President of the NCIOM,
helped lead the staff effort and assisted in writing and editing sections of the report.
In addition to their work, Jesse Lichstein, MSPH, Project Director; David Jones,
Research Assistant; and Julia Lerche, Research Assistant, helped write and edit
sections of the report. Jesse Lichstein and Kimberly Alexander-Bratcher served as
Project Directors for the Study Group’s work and were assisted by Thalia Fuller,
Administrative Assistant, who helped with meeting logistics.
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While there are

many barriers to

accessing health

care, the foremost

barrier is the lack of

health insurance.

North Carolinians are facing increasing barriers to accessing needed health
care services. Access to care is likely to become even more difficult with
the recent downturn in the economy, as a large number of people lose

their jobs and subsequently their health insurance. While there are many barriers
to accessing health care, the foremost barrier is the lack of health insurance. In
North Carolina, the uninsured are four timesmore likely than people with insurance
coverage to report that they did not seek necessary medical care because of costs
(47% vs. 10% respectively) or that they had no usual source of care (59% vs.
14%).1 The uninsured are therefore less likely to get preventive screenings or
receive ongoing care for chronic conditions.2 Ultimately, uninsured adults are 25%
more likely to die prematurely than adults with health insurance.2 Although there
is a safety net system in place to treat the uninsured, the system does not have the
infrastructure or the funds to treat all of the uninsured in the state.a

North Carolina has experienced more rapid growth in the percent of people lacking
health insurance than the nation. In 2006-2007, nearly one-in-five non-elderly
individuals in North Carolina, more than 1.5 million people, lacked health
insurance, a 29% increase from 1999-2000.b Comparatively, the percent of
uninsured in the nation increased only 12% during the same time period. The
percent of North Carolinians with employer-sponsored insurance (ESI) declined
as well. Between 1999-2000 and 2006-2007, North Carolina saw a 12.5% decrease
in ESI compared to a 6.8% decrease nationally.

The uninsured are a diverse group that includes individuals from all income levels,
and all racial, ethnic, and age groups. Nonetheless, certain populations are more
at risk for being uninsured than others. The majority of the uninsured in North
Carolina fall into at least one of three groups: 1) children in families with
incomes below 200% of the federal poverty guidelines (FPG) (14%), 2) adults
with incomes below 200% FPG (46%), and 3) people with a family connection
to a small employer with less than 25 employees (36%). Together, these three
groups comprise approximately four-fifths, or 79%, of all the uninsured in the
state.

Lack of coverage has a negative effect on both the uninsured and society at large.
Many uninsured forego or delay care and end up in the emergency department for
their health care. The uninsured, on average, pay about one-third of their medical
bills out of pocket. The remainder of the costs—known as uncompensated care—
is shifted to other payers through higher taxes and insurance premiums. In North
Carolina, individuals pay an average of $438 more a year and families pay an

Executive Summary

a Information about available safety net health care resources for the uninsured at the county level is available
at www.nchealthcarehelp.org.

b Unless otherwise noted, all data on the uninsured are based on North Carolina Institute of Medicine analysis of
the Current Population Survey’s Annual Social and Economic Supplement, published by the US Census Bureau.
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additional $1,130 per year on health insurance premiums to help cover the cost
of uncompensated care for the uninsured.3 Therefore, the high and increasing
number of uninsured has a direct effect on the finances of those who have health
insurance coverage.

The North Carolina General Assembly directed the North Carolina Institute of
Medicine (NCIOM) to convene a study group to examine and recommend options
to expand access to appropriate and affordable health care in North Carolina, and
to present a final report to the 2009 General Assembly.c The Health Access Study
Groupwas co-chaired by RepresentativeHughHolliman,District 81,NorthCarolina
House of Representatives; Senator Tony Rand, District 19, North Carolina Senate;
and L. Allen Dobson, MD, FAAFP, Vice President, Clinical Practice Development,
Carolinas HealthCare System. It included 38 additional Study Group and Steering
Committee members. The Study Group met a total of five times between September
2008 and January 2009 to develop the final report for the North Carolina General
Assembly.

Health Care Costs, Coverage, and Quality:Most of the Study Group’s work focused
on expanding coverage to the three groups most likely to be uninsured. However,
the Study Group recognized that it is necessary to also study costs, quality, and
coverage to ensure access to affordable health care. Health insurance premiums in
the United States are increasingmuchmore rapidly than wages or general inflation.
Premiums increased 119% between 1999 and 2008, compared to 34% for wages
and 29% for overall inflation.4 The rapid growth in premiums has led to decreases in
the availability of ESI and an increasing number of uninsured.5 Premium growth has
been spurred by increases in underlying medical costs, including the high cost and
utilization of medical technology and prescription drugs, growth in the prevalence
of chronic illnesses, and uncompensated care for the uninsured.6-10 Unless ways
to reduce rising health care costs can be identified, we will be unable to afford
health care for anyone in the state—much less extend affordable coverage to all of
the uninsured. More work is needed to examine the issues of cost, quality, and
coverage and to identify strategies for North Carolina to reign in rising health care
costs, enhance health care quality, and improve population health.

In addition, the Study Group recognized that the state will not be able to fully
address costs, quality, or access without also ensuring that everyone has health
insurance. In a voluntary insurance system, in which individuals are not required
to have health insurance, people with pre-existing health problems and/or greater
health risks are more likely to purchase coverage than those in good health, even
when facing identical insurance premiums. As a result, the average cost of premiums
is higher than if everyone had coverage. The following is a summary of the Study
Group’s costs, quality, and coverage recommendations. The full recommendations
are included in the report in Chapter 2.

Executive Summary
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Recommendation 2.1
The North Carolina General Assembly should direct the North Carolina Institute of
Medicine’s Health Access Study Group to continue to meet to consider costs, cost-
containment, the affordability of health insurance, options for universal coverage, options
to make coverage more affordable for small employers, and strategies to ensure there is
an adequate supply of health professionals to meet the health care needs of the state.
The Health Access Study Group should report its findings and recommendations to the
North Carolina General Assembly no later than the convening of the 2010 Session.

Recommendation 2.2
The North Carolina General Assembly should require individuals to purchase health
insurance coverage, as long as insurance coverage is affordable. The individual mandate
may require a “phasing-in” to allow for a sliding scale subsidy to be put into place for
populations up to 300% of the federal poverty guidelines.

Expanding Coverage to Low-Income Children: Children lacking health insurance
are more likely to forego or delay care and have less access to health care services
than insured children.11 Expanding coverage to low-income children will increase
access to care and improve the health of children in North Carolina. Children
in families with incomes less than 200% FPG are the children most likely to be
uninsured, even though most of these children are already eligible for either
Medicaid or NC Health Choice (the State Children’s Health Insurance Program
(SCHIP)). Approximately 60% of uninsured children (186,000 children) are
currently eligible for, but not enrolled in, one of these two programs. Expanding
outreach and simplifying the enrollment and recertification process will help
enroll and cover more eligible children as well as retain those children upon
recertification.

There has been recent growth in the percent of uninsured children with family
incomes between 200%-300% FPG. In the 2008 Session, the North Carolina
General Assembly addressed this growth by giving theDivision ofMedical Assistance
(DMA) the authority to implement NC Kids’ Care, a publicly-subsidized health
insurance program for uninsured children with family incomes between 200%-
250% FPG.d The program would cover an additional 9% of uninsured children
with an expansion to 250% FPG, growing to 14% with an expansion to 300%
FPG.12 An additional strategy for expanding coverage to children in families with
higher incomes is to expand Medicaid coverage for children with disabilities in
families with incomes up to 300% FPG, as granted by the Family Opportunity
Act.e

Executive Summary

d Section 10.12(c) of Session Law 2008-107.
e The Family Opportunity Act allows states to provide wrap-around Medicaid coverage for children who have
private insurance coverage, in order to provide better coverage to meet the special health care needs of
children with disabilities.
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In addition, in the last seven years, the North Carolina General Assembly has
established growth caps for the NC Health Choice program which would restrict
the aforementioned expansion strategies. To successfully expand coverage to
low-income children, this cap must be removed. A summary of the Study Group’s
recommendations on expanding coverage for low-income children is listed below.
The full recommendations are included in Chapter 4 of the report.

Recommendation 4.1 (PRIORITY RECOMMENDATION)
The North Carolina Division of Medical Assistance should simplify the eligibility
determination and recertification process to facilitate the enrollment of individuals
eligible for Medicaid and NC Health Choice and should expand outreach efforts to
identify and enroll individuals who are eligible for Medicaid and NC Health Choice.
The Department of Public Instruction and Local Education Authorities should actively
work to promote health insurance coverage to children eligible for public programs, in
coordination with the outreach efforts of the Department of Health and Human
Services and local Departments of Social Services.

Recommendation 4.2 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly should remove the cap on coverage of eligible
children in the NC Health Choice program. The North Carolina General Assembly
should continue with implementation of NC Kids’ Care up to 250% of the federal poverty
guidelines (FPG), and if sufficient funds are available, expand coverage to 300% FPG.

Recommendation 4.3
The North Carolina General Assembly should expand Medicaid to implement the Family
Opportunity Act, which allows children who meet the Supplemental Security Income
disability standards with family incomes of up to 300% of the federal poverty guidelines
to buy into the Medicaid program.

Expanding Coverage to Low-Income Adults: Expanding coverage to low-income
adults is more difficult than expanding coverage for children. The majority of low-
income adults in North Carolina are not currently eligible for public programs
due to restrictions in federal laws. The federal Medicaid laws limit eligibility to
certain “categories” of low-income adults, commonly referred to as categorical
restrictions. In general, adults only qualify for Medicaid if they are low-income,
meet certain resource limits, and fall into one of four categories: pregnant women,
adults who are parents of dependent children under age 19, adults who are disabled,

Executive Summary

f There are certain limited Medicaid programs which cover certain categories of low-income adults who are not
disabled or elderly. For example, North Carolina provides family planning coverage to certain low-income
adults with incomes up to 185% of the federal poverty guidelines. In addition, under certain circumstances,
North Carolina also provides coverage to women who have been diagnosed with breast or cervical cancer.



15Expanding Access to Health Care in North Carolina: A Report of the NCIOM Health Access Study Group

An adult living in

poverty would have

to spend 39% of

his or her income

to purchase

comprehensive

insurance in the

private market.

or adults who are at least 65 years old.f Childless, non-elderly, and non-disabled
adults cannot qualify for Medicaid regardless of how poor they are. Even if the
uninsured person is the right “category” of person (i.e. is categorically eligible), the
person may not qualify because of income or resource restrictions. These income
and resource restrictions are set by the state. The lowest threshold applies to
parents of dependent children; they can only qualify for Medicaid if their income
is less than about 50% FPG.

There are several challenges to expanding coverage to low-income adults. Health
insurance coverage is generally too expensive in the private market. An adult
living in poverty would have to spend 39% of his or her income to purchase
comprehensive insurance in the private market (assuming that the individual paid
the average total premium cost of an employer-sponsored plan). An uninsured adult
with an income equal to 200% FPG ($42,400/year for a family of four in 2008)
would have to pay 19% of his or her income for a similar policy. The state could
expandMedicaid to covermore uninsured adults by increasing the income thresholds
for those individuals who are otherwise categorically eligible. In addition, there are
some low-income adults who are eligible but not enrolled for public programs.
Increased outreach and simplification of eligibility, enrollment, and recertification
would aid in enrolling and retaining these individuals. To cover all low-income
adults, categorical restrictions would need to be eliminated (through federal action)
or North Carolina would need to obtain a waiver of federal Medicaid laws.

The Health Access Study Group recognized the difficulties of seeking additional state
funds to expandMedicaid in the midst of a major recession. Medicaid enrollment
typically grows during a recession asmore people lose their jobs, income, and health
insurance coverage. Additional state funding will be needed to expand coverage to
all those who will become eligible within the current eligibility limits, as a result
of reduced earnings, or to those who are identified through improved outreach
efforts. The federal government can assist North Carolina in maintaining current
eligibility limits, as well as expanding coverage, by providing increased federal
fiscal relief to the states.

While the state could expand coverage to low-income parents up to 200% FPG
without a waiver, North Carolina should instead submit a Medicaid Section 1115
waiver to cover all low-income adults. In addition to covering more adults, a waiver
provides other advantages to the state. Under a Medicaid Section 1115 waiver,
states can offer a limited benefit package and, if necessary, limit expansion to a
certain number of enrollees, both of which would limit the cost of expansion.
North Carolina could further reduce the cost of expansion by enrolling new
Medicaid recipients into Community Care of North Carolina, and use Medicaid
funds to leverage an enrollee’s existing access to employer-sponsored insurance
(ESI). One of the major drawbacks of waivers is that it generally takes several years
to obtain approval from the US Centers for Medicare andMedicaid Services. In the
interim,North Carolina should expand coverage to womenwho have had a high-risk
birth in the prior two years. This expansion would cover a very high-risk, high-cost
subset of the uninsured.

Executive Summary
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The Health Access Study Group also examined options to make the high risk pool
more affordable. Inclusive Health (also known as the North Carolina Health
Insurance Risk Pool) currently provides coverage to individuals who cannot obtain
affordable health insurance coverage in the non-group (individual) market because
they have a pre-existing medical condition. Because premiums for this program are
higher than for typical plans, some Inclusive Health beneficiaries will require help
paying their premium. Subsidies may also help with penetration into the market.

A summary of the Study Group’s recommendations on covering low-income adults
is listed below. The full set of recommendations can be found in Chapter 5.

Recommendation 5.1 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly and the Governor’s Office should work with the
North Carolina Congressional delegation to support Medicaid reform that provides fiscal
relief to the states and gives states the flexibility and funding to expand coverage to
low-income adults without categorical restrictions, along with other efforts to provide
an economic stimulus to the state.g

Recommendation 5.2 (PRIORITY RECOMMENDATION)
The North Carolina Division of Medical Assistance (DMA) should conduct outreach
activities and simplify the eligibility determination and recertification process to
facilitate the enrollment of adults eligible for Medicaid. In addition to efforts undertaken
for children, DMA should explore other options applicable to adults.

Recommendation 5.3 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly should direct the Division of Medical Assistance
(DMA) to seek a Medicaid Section 1115 waiver to cover more low-income adults. The
waiver should be implemented in two phases: 1) cover low-income adults up to 100% of
the federal poverty guidelines (FPG), and 2) cover low-income adults up to 200% FPG.
DMA should develop a premium assistance program to enable Medicaid-eligible
recipients to use Medicaid funds to pay for employer-sponsored insurance or private
non-group insurance. In order to expand the availability of coverage in the small group
market, DMA should work with North Carolina Community Care Network, Inc. and
private insurers to explore the potential for a lower cost insurance product for small
employers that were previously uninsured, utilizing the Community Care of North
Carolina network.

Executive Summary

g The Study Group supports the recently passed American Recovery and Reinvestment Act of 2009 (Pub L No.
111-005) that provides fiscal relief to the states to help pay for increasing Medicaid enrollment.
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Recommendation 5.4 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly should direct the Division of Medical Assistance
to seek a Medicaid Section 1115 waiver or implement other Medicaid options to provide
interconceptional coverage to low-income women with incomes below 185% of the
federal poverty guidelines who have had a high-risk birth.

Recommendation 5.5
The North Carolina General Assembly should revise North Carolina General Statute
§58-50-180(d) to clarify that the North Carolina Health Insurance Risk Pool has the
legal authority to offer premium subsidies. The North Carolina General Assembly
should appropriate $18 million in recurring funds to help subsidize the Pool premium
for low-income persons with incomes below 300% of the federal poverty guidelines, and
the Pool should pursue other sources of funding for premium subsidies.

Small Employers: Small employers are much less likely to offer health insurance to
their employees than larger firms. This is due, in part, to higher premium costs
faced by small employers. In North Carolina in 2005-2006, firms with fewer than
50 employees paid, on average, $313 more for premiums than firms with 50 or
more employees.13 Higher premiums for small employers are largely due to higher
administrative loads, more volatile risk, and a higher risk for adverse selection.14 The
Study Group examined several strategies for reducing the number of low-income
uninsured workers in small firms, including modifying the small group rating
laws to eliminate groups of one from the small group market and using public
subsidies to lower the cost of health insurance for small employers. A summary of
the Study Group’s recommendations on small employers is listed below. The full
text of the recommendations is available in Chapter 6.

Recommendation 6.1
The North Carolina Department of Insurance should obtain from insurers the
necessary data to study how changing the existing small group rating laws to eliminate
self-employed groups of one would impact small group rates and the number of people
with insurance coverage.

Recommendation 6.2
The North Carolina General Assembly should provide tax subsidies or otherwise
subsidize the cost of health insurance premiums for small employers. Funding should
be targeted to firms with 15 or fewer eligible employees, at least 30% of whom are
low-wage workers. The North Carolina General Assembly should provide subsidies that
will reduce total premiums by 30% for low-wage workers.

Executive Summary
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The Safety Net: Non-profit safety net organizations in North Carolina are
committed to providing free or reduced-cost care to the low-income uninsured.
Many of these organizations provide preventive and primary care as well as chronic
disease management, while others provide more specialized services. Although
these organizations exist across the state, many have neither the funding nor the
capacity to care for the growing number of uninsured. In 2005, the North Carolina
General Assembly created the Community Health Center Grants program to expand
the safety net infrastructure.15 The majority of funding has been non-recurring.
Safety net organizations need recurring funding to expand their capacity to serve the
growing number of uninsured. In addition, care received at safety net organizations
is often fragmented. Communities can provide more effective care and address
more of the needs of the uninsured by developing systems of care that include
specialty services, diagnostic services, hospitalization, medications, and disease and
caremanagement (i.e. community collaborations). Continued funding ofHealthNet,
a program supporting the development of community collaborations for the
uninsured, is necessary to increase community collaborations and continuity of
care for the uninsured.

Recommendation 7.1 (PRIORITY RECOMMEDNATION)
The North Carolina General Assembly should appropriate $8 million in recurring funds
to the Office of Rural Health and Community Care to expand the safety net infrastructure
(Community Health Center Grants program), and $2.2 million in new recurring funds
to support community collaborations of care for the uninsured (HealthNet).

Provider Supply: In order to ensure access to health care, the state must also ensure
there is a sufficient number of health care professionals to meet the future health
care needs of North Carolinians. Due to time restraints, the Health Access Study
Group could not thoroughly examine all health professional workforce issues.
Instead, the Study Group focused on the supply of physicians, nurse practitioners,
and physician assistants. The state is likely to experience a shortage of these
providers in the next 10-20 years, measured in the provider-to-population ratio.16

This shortage is due to the combination of an increased demand for services (due
to the growth and aging of the population and increase in the number of people
with chronic illnesses) and a decline in the number of practicing professionals
(as a large cohort of professionals reach retirement age).16 North Carolina may
experience more severe shortages within certain types of specialties, including
primary care, general surgery, psychiatry, and professionals who deliver babies. In
addition, there is already a maldistribution of providers across the state, as well as a
shortage of minority health professionals. The maldistribution problem is likely to
be exacerbated as the overall supply declines. The Study Group made a number of
recommendations to increase provider supply. The summary of the recommendations
is included below. The full text is included in Chapter 8.
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Recommendation 8.1
The North Carolina General Assembly should appropriate $40 million in recurring
funds to support the expansion of medical schools at the University of North Carolina
and East Carolina University. The North Carolina General Assembly should appropriate
$1.2 million in recurring funds and/or Medicaid Graduate Medical Education, over the
next five years, to the North Carolina Area Health Education Centers to fund 12 new
residency positions per year targeted toward the high priority specialty areas of primary
care, general surgery, psychiatry, or other specialty shortage areas. The North Carolina
General Assembly should direct the University of North Carolina System to explore
further expansion of physician assistant and nurse practitioner programs.

Recommendation 8.2 (PRIORITY RECOMMENDATION)
In order to maintain and expand access to health care services for low-income and
underserved populations, the North Carolina General Assembly should continue to
support the Community Care of North Carolina network, continue to tie Medicaid
reimbursement to physicians at 95% of the Medicare rate, and direct the Division of
Medical Assistance to increase the payment for primary care practitioners practicing
in health professional shortage areas. The North Carolina General Assembly should
appropriate $1,915,600 million in recurring funds in SFY 2010 to the North Carolina
Office of Rural Health and Community Care for technical assistance for practices in
underserved areas, financial incentives for professionals practicing in underserved areas,
and recruitment efforts.

Recommendation 8.3
In order to expand the health professional workforce in underserved areas of the state,
the North Carolina General Assembly should direct the North Carolina Office of Rural
Health and Community Care to explore different forms of financial incentives or other
systems to encourage providers to establish and remain in practice in underserved areas
or with underserved populations, and report the findings back to the 2011 Session of
the North Carolina General Assembly. The North Carolina General Assembly should
also continue to support existing programs to enable them to work with practices in
underserved areas to assist with systems redesign and quality improvement initiatives.

Recommendation 8.4
The North Carolina General Assembly should appropriate $250,000 in SFY 2010 in
recurring funds to the North Carolina Office of Rural Health and Community Care
(ORHCC) to support technical assistance provided through ORHCC and the North
Carolina Medical Society Foundation PracEssentials programs. The University of North
Carolina system, North Carolina community colleges, and North Carolina independent
colleges and universities should offer courses that can improve the skills of existing practice
managers. Additionally, the North Carolina Area Health Education Centers Program,
ORHCC, Community Practitioner Program, North Carolina community colleges, and
North Carolina independent colleges and universities should develop educational and
continuing education courses for existing practitioners and staff to enhance business skills.

Executive Summary
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North Carolinians face many challenges in accessing high quality, affordable
health care. Those without health insurance face some of the most daunting
challenges, but even those with health insurance are facing increasing barriers to
accessing health care services. Rising health care costs affect everyone—those with
and without insurance coverage. Further, the lack of health care professionals
in some areas of the state and the expected decline in the number of health
professionals portends even worse health access problems in the future. Addressing
these problems will require a multifaceted approach mixing public and private
coverage strategies, increased support for the health care safety net, and investments
in the health professional workforce. Ultimately, everyone stands to benefit from
improved health care access, and everyone—individuals, families, employers, and
government—have a role to play in designing and implementing the solutions.
Although solutions are not always easy or inexpensive, like so many other public
policy issues, a deliberate, stepwise approach—beginning immediately—will be
more successful than waiting until the system collapses.

Executive Summary
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Overview of the Uninsured in North Carolina

The lack of health insurance coverage is the foremost barrier to accessing
health care services. Nearly one-fifth of the non-elderly population in
North Carolina, more than 1.5 million people, lacked health insurance

coverage in 2006-2007.a North Carolina has seen a more rapid increase in the
percent uninsured than most of the rest of the country. Between 1999-2000 and
2006-2007, North Carolina experienced a 29% increase in the percent uninsured
compared to a 12% increase nationally. Most of the reason for the large growth
in the uninsured is the larger than average drop in employer-sponsored insurance
(ESI). Between 1999-2000 and 2006-2007, North Carolina saw a 12.5% decrease
in ESI, almost twice the national average decrease of 6.8%. The decline in ESI is due
to both a decrease in the proportion of businesses—especially small employers
—that offer coverage and the decline in the number of employees who can afford
coverage for themselves or their families when offered.

Unfortunately, working full-time no longer guarantees health insurance coverage.
The vast majority of the uninsured in the state (77%) live in a family where one
or more persons work full-time. Most of the uninsured have low incomes, with
family incomes less than 200% of the federal poverty guidelines (FPG)
($42,400/year for a family of four in 2008), or their only connection to theworkforce
is through a small employer with 25 or fewer employees. Approximately four-fifths
(79%) of individuals without coverage in North Carolina fall into one or more of
three groups:

� Children in families with incomes below 200% FPG (14% of all
non-elderly uninsured or 209,000 people),

� Adults with incomes below 200% FPG (46% of all non-elderly uninsured
or 705,000 people), or

� Persons in a family with at least one full-time employee of a small
employer (36% of all non-elderly uninsured or 555,000 people).

The chief reason people lack coverage is cost. In 2006, the average annual total
premium cost for individual coverage through an employer in North Carolina was
$4,027.1 Cost for family coverage, on average, was $10,950. The high premium cost
is also the primary reason why some employers fail to offer coverage.2 Between
2000 and 2006, the cost to employers increased by more than 50% for individual
coverage and by nearly 66% for family coverage in North Carolina.1,3 Research has
demonstrated that increases in health insurance premiums have been the primary
reason for the national decline in ESI.4

Introduction Chapter 1

a Unless otherwise noted, all data on the uninsured are based on North Carolina Institute of Medicine analysis of
the Current Population Survey’s Annual Social and Economic Supplement, published by the US Census Bureau.
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Lack of insurance coverage translates into access barriers. In a statewide survey of
adults, nearly half of the uninsured in North Carolina reported forgoing necessary
care due to cost, compared to 10% of individuals with insurance coverage.5 Lack
of coverage also adversely affects health as the uninsured are less likely to get
preventive screenings or ongoing care for chronic conditions. Consequently, the
uninsured have a greater likelihood than people with coverage of being diagnosed
with severe health conditions (such as late stage cancer), being hospitalized for
preventable health problems, or dying prematurely. In fact, adults who lack insurance
coverage are 25% more likely to die prematurely than adults with insurance
coverage.6 The lack of health insurance also affects the productivity of workers
and students. Workers in poor health are more likely to miss work and students
in poor health have more difficulty learning in school.7

The rising number of uninsured also creates an economic strain on health care
institutions caring for both insured and uninsured patients. In 2005, the cost of
unpaid out-of-pocket costs of care for the uninsured in North Carolina was $1.3
billion, and by 2010 it is estimated that the cost will reach nearly $2 billion.8 Nearly
60% of the costs of services received by the uninsured are borne by paying patients
through increases in the prices they (or their insurance company) pay for services.9

The cost of care for the uninsured is eventually borne in part by all North Carolinians
through taxes and higher insurance premiums. As a result of compensating for the
cost of health care for the uninsured, premiums for private employer-sponsored
individual coverage in North Carolina cost an additional $438 (2005) and family
premiums cost an additional $1,130.8 This additional premium cost was more
pronounced in North Carolina than the nation, which had an average additional
premium cost of $341 for individuals and $922 for families.8 (See Figure 1.1.)
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Figure 1.1
Premium Increases Due to Care for the Uninsured (North Carolina, 2005)

Source: Families USA. Paying a premium: the added cost of care for the uninsured.
http://www.familiesusa.org/assets/pdfs/Paying_a_Premium_rev_July_13731e.pdf.
Published June 1005. Accessed November 19, 2008.
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The lack of health insurance coverage is not the only access barrier that North
Carolinians face in obtaining needed health services. Practitioner supply is also a
problem, one which is likely to worsen over time. Trends indicate a decreasing
supply of practitioners compared to the population and demand for services. This
is compounded by an aging population and an aging health care workforce.
People use more health care services as they age. Further, more practitioners are
likely to retire as the workforce ages. As a result, it is probable that North Carolina
will experience a practitioner shortage in the next decade, especially in primary
care.10 Rural and currently underserved areas are predicted to have the greatest
shortages.10 If there are insufficient numbers of health care practitioners available,
access to health care services is limited, even for those who have health insurance
coverage.

Health Access Study Group
The North Carolina General Assembly asked the North Carolina Institute of
Medicine (NCIOM) to convene a Study Group to study and recommend options to
expand access to appropriate and affordable health care in North Carolina.b The Study
Group was co-chaired by Representative Hugh Holliman, District 81, North
Carolina House of Representatives; Senator Tony Rand, District 19, North
Carolina Senate; and L. Allen Dobson Jr, MD, FAAFP, Vice President, Clinical
Practice Development, Carolinas HealthCare System. It included 38 additional
Study Group and Steering Committee members.

In examining options to expand access to appropriate and affordable health care
in North Carolina, the NCIOM was instructed to review:

1. Previous studies by the NCIOM,

2. Relevant current studies by the NCIOM,

3. Successful efforts in other states to improve access to and affordability of
health care, and

4. Analysis of relevant federal initiatives.

The authorizing legislation directed theNCIOM to seek the advice and consultation
of state and national experts in health care economics, health care systems
development, health care delivery, health care access, indigent health care, medical
education, health care finance, and other relevant areas of expertise. The NCIOM
was required to report back its recommendations to the North Carolina General
Assembly no later than January 15, 2009.

The Study Group met a total of five times between September 2008 and January
2009. A complete list of topics and Study Group meeting agendas is included in
Appendix A.

Introduction Chapter 1

b Section 31 of Session Law 2008-181.
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Report Structure and Future Study
The report of the North Carolina Institute of Medicine’s Health Access Study
Group includes nine chapters. Chapter 2 includes more complete information
about the uninsured, as well as the major factors contributing to escalating health
care costs. Chapter 3 provides information on current innovative initiatives inNorth
Carolina, including Community Care of North Carolina (CCNC) networks for the
Medicaid program and the North Carolina Healthcare Quality Alliance. Any efforts
to expand access to affordable coverage must be built on the strengths of the
current health care delivery system. Chapter 4 focuses on options to expand health
insurance coverage to uninsured children, starting with suggestions on how to
enroll children who are eligible, but not yet enrolled in publicly available health
insurance programs. Chapter 5 focuses on options to expand coverage to low-in-
come adults, building on the state’s successful CCNCMedicaid infrastructure. In
Chapter 6, the Health Access Study Group identifies options to expand coverage
to small employers, as they are the employer group least able to afford or offer
coverage. Chapter 7 explores options to strengthen the health care safety net—
those organizations with a mission to serve the uninsured. Until we have a
financing system that provides health insurance coverage to all, the capacity of
these safety net organizations to provide services to the uninsured will need to be
strengthened. Chapter 8 examines the health care workforce. Insurance coverage
provides an important financing mechanism to help individuals pay for needed
services. However, health insurance per se is not sufficient to ensure access to care.
North Carolina needs an adequate supply of health care professionals, located
throughout the state, to provide the needed health care services. Chapter 9 includes
a summary of the Study Group’s recommendations, along with a phase-in plan to
provide coverage to more of the uninsured.

The North Carolina General Assembly asked the North Carolina Institute of
Medicine (NCIOM) to convene the Health Access Study Group to explore options
to expand access to affordable health care and to report findings to the 2009 Session
of the North Carolina General Assembly. North Carolina will be unable to ensure
access to affordable health care absent some form of universal coverage, either at
the state or federal level. Without a comprehensive plan for universal coverage at
the national level, North Carolina can begin to address this problem by expanding
existing programs and developing new options to phase-in coverage to more
people. The longer term goal is to develop public and private approaches that will
make health insurance coverage affordable, and to couple it with a mandate to
require people to have insurance coverage.

Because of the limited amount of time given for this study, the Health Access Study
Group did not have the time to fully explore all options to achieve universal
coverage, reduce escalating health costs, or ensure an adequate supply of health care
providers. Additionally, the NCIOM was unable to fully cost-out all the different
expansion options. TheNCIOM is obtaining actuarial cost estimates of the different
coverage options recommended in this report, but these actuarial estimates were not
available at the time this report was being written. The estimates will be presented
to the North Carolina General Assembly in a separate report.

Chapter 1 Introduction
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More than 17% of North Carolinians reported that they could not see a
physician when they needed because of cost at some time in 2007.1

Further, 22% of North Carolinians reported that they did not have a
regular source of medical care and 15% reported that they had not received a
routine check-up within the past two years.1 People without health insurance
coverage are far more likely to report these access barriers than are people with
coverage. (See Figure 2.1.) Uninsured North Carolinians are four times more likely
than people with insurance coverage to report that they did not seek necessary
medical care because of costs (47% vs. 10% respectively) or that they had no usual
source of care (59% vs. 14%). The uninsured are nearly three times more likely
than people with insurance coverage to have not had a check-up in the last two years
(35% v. 12%).1 In addition, the uninsured are less likely to have had amammogram,
pap smear, sigmoidoscopy, colonoscopy, or a prostate-specific antigen (PSA) test to
screen for cancer.2

Background: Access and Costs Chapter 2

Figure 2.1
The Uninsured are Less Likely to Get Health Services, North Carolina
(2006, 2007)*

Source: North Carolina State Center for Health Statistics, North Carolina Department of
Health and Human Services. Behavioral Risk Factor Surveillance System, 2006 and 2007.
http://www.schs.state.nc.us/SCHS/data/brfss.cfm. Access December 12, 2008.

*2007 data were used for check-up, affordability to see a doctor, personal provider, and health
status. 2006 data were used for information not collected on the 2007 survey, including
mammogram, pap smear, sigmoidoscopy, colonoscopy, PSA, and diabetic supplies.
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Lack of insurance is not the only cause of access barriers. Some people experience
barriers because they live in communities that lack sufficient numbers or types of
health care practitioners. Others experience access barriers because they have limited
health literacy or have language or cultural differences that make it difficult for
them to communicate their health concerns with their health care practitioners.3

However, lack of health insurance is the predominant reason that people experience
access barriers.4 Further, the lack of health insurance negatively impacts on health
status. The uninsured are more likely to delay or forego care and are less likely to
get preventive screenings or ongoing care for chronic conditions. As a result, they
are more likely to be diagnosed with severe health conditions, such as late-stage
cancer, and to die prematurely.5

The number and percent of people without health insurance has increased both
within North Carolina and across the nation more broadly. However, the problem
is more acute in North Carolina than in most other states. Between 2000 and
2007, the percent of non-elderly North Carolinians who were uninsured
increased by 3.8 percentage points (from 14.8% to 18.6%).a In contrast, the nation
experienced an increase of 1.6 percentage points (from 15.5% to 17.1%) during the
same time period.6 In effect, between 1999-2000, and 2006-2007, North Carolina
has experienced double the increase in the percent uninsured compared to the
nation (29% vs. 12% respectively).b

While there are many different reasons people lack health insurance, the major
factor affecting coverage is cost.7 Over the last ten years (1999-2008), health
insurance premiums increased by 119%. In contrast, wages only increased by 34%
and overall prices (“inflation”) increased by 29%. (See Figure 2.2.) With the rising
costs of health insurance premiums, many employers have shiftedmore of the costs
to employees through increased deductibles, copayments, and coinsurance.8 Some
businesses—particularly small employers—have responded by dropping coverage.

With the rising cost of premiums and cost-sharing and the subsequent drop in
employer-sponsored coverage, health insurance is simply too expensive for many
people to afford. For example, in 2000 a family of four at 200% of the federal
poverty guidelines (FPG), paying the average North Carolina employee share of the
family premium, spent 5.2% of their income on health insurance premiums; this
percentage increased by nearly 40% to 7.2% by 2006. (See Table 2.1.)

The increase in underlying health care spending contributes to the rising cost of
health insurance.c Between 1985 and 2006, health care spending in the United
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Chapter 2 Background: Access and Costs

a The approach used to calculate rates yields slightly different estimates than those in other sources due to the
particular approach taken here. Please contact the North Carolina Institute of Medicine for information on
the approach and methods.

b Unless otherwise noted, all data on the uninsured are based on North Carolina Institute of Medicine analysis of
the Current Population Survey’s Annual Social and Economic Supplement, published by the US Census Bureau.

c The increase in underlying health care spending drives insurance premiums over time, although there may
not be a direct relationship each year as there are other factors, such as the insurance underwriting cycle,
which may affect health insurance premiums in the short term. (Ginsburg PB; Robert Wood Johnson
Foundation. High and rising health care costs: demystifying US health care spending. http://www.rwjf.org.
libproxy.lib.unc.edu/files/research/101508.policysynthesis.costdrivers.brief.pdf.. Accessed January 5, 2009.)
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States grew an average of 7.7% per year, faster than the growth in our gross
domestic product (5.6%).9 North Carolina health care costs per capita increased
7.2% annually from 1998-2004, higher than the national average increase of 6.3%.10

This chapter describes, inmore detail, the characteristics of the uninsured. Identifying
the groups of people who are most likely to be uninsured can help target policy
strategies. In addition, this chapter provides more information about key reasons
for rising health insurance and health care costs. Neither the state nor the federal
government may be able to afford expanded coverage if health care costs continue

Background: Access and Costs Chapter 2
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Figure 2.2
Cumulative Changes in Health Insurance Premiums Greater than Changes in
Inflation and Wages (United States, 1999-2008)

Source: Kaiser Family Foundation and Health Research and Education Trust. Employer health
benefits 2008 annual survey. http://ehbs.kff.org/pdf/7790.pdf. Accessed January 14, 2009.

Table 2.1
Percent of Income Spent on Health Insurance Premiums Increasing
(North Carolina, 2000 and 2006)

Year Income Average Average Percent Percent
total employee total EE share

premium (EE) share

Share of income for family at 200% poverty

2000 $34,100 $6,649 $1,785 19% 5.2%

2006 $40,000 $10,950 $2,871 27% 7.2%

Share of income for family at 300% poverty

2000 $51,150 $6,649 $1,785 13% 3.5%

2006 $60,000 $10,950 $2,871 18% 4.8%
Source: Office of the Assistant Secretary for Planning and Evaluation, Department of Health
and Human Services. Medical Expenditures Panel Survey, 2000 and 2006.
http://www.meps.ahrq.gov/mepsweb/. Accessed December 21, 2008.
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to escalate at the same rate as in the past. Therefore, it is necessary to understand
the underlying drivers of health care costs in order to develop future strategies to
reduce the rate of growth.

Characteristics of the North Carolina Uninsuredd,e

There is no single characteristic that describes the uninsured inNorth Carolina. The
uninsured are a diverse group that includes individuals from all income levels, and
all racial, ethnic, and age groups. Nonetheless, certain populations are more at risk
for being uninsured than others. (See Figure 2.3.) The vast majority, 79%, of the
non-eldery uninsured in North Carolina comes from one or more of three groups:
children in families with incomes below 200% of the federal poverty guidelines
(FPG) (14%), adults with incomes less than 200% FPG (46%), or individuals with

Chapter 2 Background: Access and Costs
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d Before considering data on the uninsured, it is important to understand the source of these and other data
included in the report. Most data are based on surveys conducted by federal agencies such as the US Census
Bureau, the Agency for Healthcare Research and Quality, and the Centers for Disease Control and Prevention.
These surveys are scientifically rigorous and have been used for years by researchers and policymakers, but are
only surveys. Just as political polls and other similar surveys typically yield relatively good estimates, they are still
estimates and are subject to many factors, including the particular people interviewed and the timeframe of the
interview. Thus, in order to obtain more precise estimates, multiple years are often combined, with weights used
to adjust for multiple years of data. Other adjustments were made in specific cases. Details of each estimate
developed in this report are available from the North Carolina Institute of Medicine, but since the focus of this
report is on policy recommendations, the most important aspects of the data are broad patterns and trends rather
than detailed methodology. In other words, the data contained here are useful for assessing general patterns,
trends, and relative relationships, but may vary from other sources of similar data due to the nature of surveys.

e Data on the North Carolina uninsured are for the non-elderly (<65) population lacking health insurance.
Unless otherwise noted, data are for North Carolina’s non-elderly uninsured population 2006-2007 and
were calculated by the North Carolina Institute of Medicine using the US Census Bureau, Current Population
Survey’s Annual Social and Economic Supplement.

Figure 2.3
Uninsured in North Carolina: Primarily Low-Income or
Employee of Small Employer

Other uninsured with incomes >200% FPG and no connection
to small employer: 324,611 individuals [21%]

Source: North Carolina Institute of Medicine. Analysis of the US Census Bureau, Current
Population Survey’s Annual Social and Economic Supplement, 2006-2007.
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a family connection to a small employer with less than 25 employees (36%). In
addition, individuals of certain racial and ethnic minorities, individuals living in
rural areas, and individuals with pre-existing health problems have a greater risk
of being uninsured. (See Appendix B for further descriptive data.)

Employment Status
Themajority of the uninsured have some family connection to the workforce. Over
three-fourths of the uninsured are in a family with at least one full-time worker,
with 33%having two ormore full-time workers. (See Figure 2.4.) Further, amajority
(51.8%) of uninsured adults aged 19-64 are full-time workers themselves, and an
additional 14.2% are part-time workers.

Employees working in small firms have a much greater risk of being uninsured
than do people working in larger firms, with approximately 32% of individuals
working for small employers being uninsured compared to 19% or less for people
working for larger employers. Approximately 49% of the uninsured work for an
employer with less than 25 employees, compared with 13% employed in mid-size
firms (25-99 employees), 12% in large firms (100-999 employees), and 19% in
very large firms (more than 1000 employees).

Additionally, individuals working in certain industries have a higher risk of being
uninsured. Agriculture, construction, and hospitality carry the highest risk, with
50%, 48%, and 36% of individuals employed in these industries being uninsured,
respectively.

Background: Access and Costs Chapter 2

Figure 2.4
The Majority of the Uninsured Have a Connection to the Workforce
(North Carolina, 2006-2007)

Source: North Carolina Institute of Medicine. Analysis of the US Census Bureau, Current
Population Survey’s Annual Social and Economic Supplement, 2006-2007.
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Income Status
Nearly three-fifths of the uninsured in North Carolina have incomes less than
200% FPG. (See Figure 2.5.) Individuals and families with incomes less than 100%
FPG ($21,200/year for a family of four in 2008) are themost likely to be uninsured.
Approximately 36% of people living in poverty (i.e. <100% FPG) are uninsured, as
are 31% of those with incomes between 100%-200% FPG. In contrast, only 7.9%
of people with incomes greater than 300% FPG are uninsured.

While the majority of the uninsured in North Carolina are low-income, with
incomes less than 200% FPG, approximately 21% have incomes between 200%-
300% FPG, and 20% have incomes greater than 300% FPG. There has been a
recent increase in the percentage of the uninsured that are near-poor, with incomes
between 200%-300% FPG. Since 2001-2002, the percent uninsured who are
near-poor has increased by 1.8 percentage points, or 86,000 people.

Race and Ethnicity, Age, and Gender
While almost half (46%) of all the uninsured in North Carolina are white, non-
Hispanic, this group has less chance of being uninsured compared to other racial
and ethnic groups. Only 13% of white, non-Hispanics are uninsured, compared to
22% of black, non-Hispanic, 34% of people of other races, and 53% of Hispanics.
While 53% of Hispanics are uninsured, they are still a relatively small percentage
of the total state population. As a result, Hispanics comprise 20% of the uninsured
population in the state.

Individuals between the ages of 18 and 34 have the greatest risk of being uninsured
compared to other age groups. Approximately 29% of individuals ages 18-34 are
uninsured. A smaller percentage (12.5%) of children ages 0-17 are uninsured, as
low-income children generally qualify for public coverage. The percentage of people
who are uninsured also decreases in older age cohorts, with 20% of adults ages 35-44,
17% of adults ages 45-54, and 14% of adults ages 55-64 being uninsured. Only 1.5%
of older adults, age 65 or older, are uninsured, asmost older adults qualify forMedicare.

Chapter 2 Background: Access and Costs
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Figure 2.5
The Majority of the Uninsured are Low-Income (North Carolina, 2006-2007)

Source: North Carolina Institute of Medicine. Analysis of the US Census Bureau, Current
Population Survey’s Annual Social and Economic Supplement, 2006-2007.
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Men are more likely to be uninsured than women, with approximately 20% ofmen
lacking coverage compared to 17% of women. Since 2001-2002, the percent of
men without health insurance has increased by 1.7 percentage points whereas the
percent of women lacking coverage declined by 0.6 percentage points.

Geography
Individuals living in rural areas have a greater risk of being uninsured. Approximately
20%of people in rural areas are uninsured compared to 18%of people living in urban
areas. However, the majority of the uninsured in North Carolina, approximately
64%, live in urban areas. (See Appendix C for county-level data.)

Drivers of Medical Costs
Between 2000 and 2006, the average total employer-based premium for a working
family in North Carolina increased by $4,301, almost 65%. (See Table 2.2.) Of the
total increase, the share of the family premium paid by the employee grew by
$1,086 (or 66%). People with individual coverage saw an increase of $228 in their
share of the premium.11,12 During the same time period median earnings grew just
over 12%, nearly $3,000. In effect, premiums for family coverage have grownmore
than five times faster than median wage earnings between 2000 and 2006.13,14

This rapid growth in premiums stems from an increase in underlying medical
costs. High costs and utilization of medical technology and prescription drugs
have fueled the increase in health expenditures.15-18 Additionally, the growing
prevalence of chronic illnesses contributes to escalating premiums.19 Effectively, the
rising numbers of uninsured also impact premiums; providers raise the cost of the
care they provide to insured people in order to recoup the cost of uncompensated
care provided to the uninsured (“cost-shifting”). In addition, there is some evidence
that defensive medicine leads to higher costs, but most research concludes that this
is a modest driver of costs.f,9,20-22

Background: Access and Costs Chapter 2

Table 2.2
Premiums Have Increased for Employer-Based Family Coverage in North
Carolina (2000-2006)

2000 2006 $ Change % Change

Total Premium
(Work + Employer Share) $6,649 $10,950 $4,301 64.7%

Employer Share $4,864 $8,079 $3,215 66.1%

Worker Share $1,785 $2,871 $1,086 60.8%

Source: Agency for Healthcare Research and Quality, US Department of Health and Human
Services. Medical Expenditure Panel Survey, 2000 and 2006. http://www.meps.ahrq.gov/
mepsweb/data_stats/MEPS_topics.jsp?topicid=7Z2. Accessed January 14, 2009.

f Defensive medicine is medical practices designed to avert the future possibility of malpractice suits. In defensive
medicine, responses are undertaken primarily to avoid liability rather than to benefit the patient.
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Technology
Advances in and diffusion of medical technology have been key drivers in the rise
of health care costs, accounting for one-half or more of real spending growth.23

Now more than ever patients receive high-cost diagnostic and treatment
technologies in both inpatient and outpatient settings. Compared to other developed
nations, the United States has higher prices, greater availability, and greater per
capita use of new technologies. For example, the United States has approximately
twice as many magnetic resonance imaging (MRI) scanners per-capita and uses
them more frequently than other developed nations.15 Adding to the cost is that
these technologies require more capital to house (e.g. specialized laboratories) and
more skilled labor to operate, requiring more extensive, specialized training.15 In
addition, some researchers have found that new innovations do not necessarily
reduce the use of older diagnostic and treatment technologies.16 Instead of replacing
one for the other, the technologies are often used in tandem.

Prescription Drugs
Prescription drugs are also an important driver of medical costs. Between 1997 and
2007, retail prescription drug prices increased an average of 6.9% a year compared
to the average annual inflation rate of 2.6%.17 Utilization of prescription drugs
increased by 72% during the same time period.17 While prescription drug prices
have continued to grow at a higher rate than inflation since 1997, between 1999
and 2006 growth was slower than in previous years as a result of greater use of
generics and a decrease in new drugs introduced into the market. In 2006, growth
in spending for prescription drugs increased again due to the implementation of
Medicare Part D, greater use of specialty drugs, and new indications for drugs
already on the market. Spending is predicted to grow slightly between 2008 and
2017, with further increases in drug prices and utilization.18

Chronic Illness
In 2005, approximately half of all adults in the United States, more than 130million
people, had at least one chronic illness such as diabetes, heart disease, obesity,
asthma, or cancer. With the increasing prevalence of chronic illnesses and greater
ability to treat andmaintain these conditions, the Centers for Disease Control and
Prevention estimates that chronic illness accounts for more than two-thirds of the
$2 trillion spent on health care in the United States.24 National research has found
that the increase in prevalence, rather than the cost per treated case, is largely
responsible for the increase in health care spending. For example, increases in
spending on cancer accounted for 6.4% of the increase in total spending between
1987 and 2002. Sixty-one percent of the increase in cancer spending was due to
increased prevalence. Prevalence, rather than cost per case, was responsible for 85%
ormore of the increased spending for eight of the top 20 conditions with the largest
contributions to overall spending increases (mental disorders, high cholesterol, back
problems, upper gastrointenstinal, kidney problems, heart disease, bone disorders,
and stroke).19
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Uncompensated Care
Approximately 65% of care received by the uninsured is uncompensated care (i.e.
care not paid for by insurance or out-of-pocket by the patient’s family).25 Hospitals
and physicians attempt to recoup this loss by seeking reimbursement from
government programs and by shifting costs to the commercially insured. Costs
are shifted to the commercially insured by charging insured patients more than the
actual cost of service. In turn, insurance companies increase premiums. Roughly
two-thirds of uncompensated care is eventually paid by the commercially insured
through higher premiums.

The cost of providing health care to the uninsured nationally was more than
$43 billion in 2005, with almost $28 billion in uncompensated care.25 In North
Carolina, the cost of providing health care to the uninsured was approximately
$1.3 billion, with $845 million in uncompensated care. As a result of providing
uncompensated care, health insurance premiums for private employer coverage
increased by a national average of $922 for family coverage and $341 for individual
coverage. In North Carolina, premiums increased by $1,130 for family coverage
and $438 for individual coverage.25

The Cost of Increasing Insurance Coverage
Although the uninsured receive some health care services, they would receive
more services if they had coverage. Thus, expanding health insurance to cover
the uninsured has implications for total national health care spending. The
Congressional Budget Office estimates that increases in insurance coverage could
produce a 10% to 15% growth in long-term health care spending, absent any
changes inmedical technology.22 Jack Hadley and John Holahan estimated in 2004
that it would cost approximately $48 billion to cover the previously uninsured who
would gain insurance under universal coverage.26 In addition, the authors found
that for uninsured individuals, annual per person spending would increase 39%
with full-year coverage.

Because of the short time frame in which the Health Access Study Group had to
study all the issues that impact access to affordable health care, the group was
unable to examine all the underlying reasons for the increase in health care costs.
However, the group recognized the need to further study this issue in order to
identify cost containment strategies to slow the rate of growth. Further, the
NCIOM contracted with actuaries at Mercer Human Resources Consulting Group
to develop cost-estimates for the different proposals included in this report, but
these actuarial estimates were not available at the time this report was being
written. Thus, the Study Group recommends:

Recommendation 2.1
a) The North Carolina General Assembly should direct the North Carolina Institute

of Medicine’s Health Access Study Group to continue to meet to consider:

1) Options to reduce escalating health care costs (cost-containment),

2) The costs of the different proposals,
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3) The amount that individuals and families should reasonably be expected
to contribute for health insurance premiums and other out-of-pocket
costs (affordability),

4) Changes in federal laws which may impact on health insurance coverage
and financing options to expand coverage to the uninsured,

5) Whether other options should be considered for universal coverage
(including but not limited to single-payer or multi-payer systems),

6) Other ways to make health insurance coverage affordable to small
employers, and

7) Other options to ensure that there are sufficient numbers of health
professionals in the future to meet the state’s growing and aging
population.

b) The Health Access Study Group should report its findings and recommendations
no later than the convening of the 2010 Session of the North Carolina General
Assembly.

Ultimately, health care coverage needs to be expanded to all North Carolinians. One
way to achieve universal coverage within our current multi-payer health system is
to ensure that individuals purchase coverage (i.e. an individual mandate). This is
essentially what Massachusetts did in their plan for universal coverage, and what
other states have considered.g,27,28 However, people cannot be required to purchase
coverage if it is not affordable. Thus, the Study Group recommended that North
Carolina institute an individual mandate after the state institutes programs or
policies that ensure that health insurance coverage is affordable.

Recommendation 2.2
a) The North Carolina General Assembly should require individuals to purchase

health insurance coverage, as long as insurance coverage is affordable. In order
to effectively mandate health insurance coverage for individual citizens of the
state, subsidy programs will need to be in place for lower-income populations.
The individual mandate may require a “phasing-in” to allow for a sliding scale
subsidy to be put into place for populations up to 300% of the federal poverty
guidelines.

Chapter 2 Background: Access and Costs

g Chapter 58 of the Acts of 2006, available at http://www.mass.gov/legis/laws/seslaw06/sl060058.htm; 830
CMR 111M.2.1, available at http://www.mass.gov/?pageID=dorterminal&L=6&L0=Home&L1=Businesses
&L2=Help+%26+Resources&L3=Legal+Library&L4=Regulations+(CMRs)&L5=111M.00%3a+Individual+Healt
h+Coverage&sid=Ador&b=terminalcontent&f=dor_rul_reg_reg_830_cmr_111m_2_1&csid=Ador
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In order to most effectively increase access to quality health care the state needs
to address all three elements of the so-called “Iron Triangle”—access, cost,
and quality. Achieving desirable levels of any two elements is possible by

sacrificing the third dimension. For example, a highly accessible, low-cost system
is possible if it has low quality. Other aspects of the health care system fit into this
framework. For example, more effective prevention strategies can lower cost and
improve quality. Increases in practitioner supply can lead to increases in access
(i.e. more availability) and quality (i.e. greater ability of practitioners to manage
their patient panels). The charge to the Health Access Study Group specifically
addressed access, however, the Study Group acknowledged that it is important to
consider the other two elements as well.

Although there are many effective programs in North Carolina aimed at improving
quality and/or reducing cost, there are two particularly innovative programs in North
Carolina addressing cost containment and quality improvement: Community Care
of North Carolina (formerly Access II and III) and the North Carolina Healthcare
Quality Alliance (previously known as the Governor’s Quality Initiative). Community
Care of North Carolina has been operating for ten years and provides a managed
care, medical home model for Medicaid recipients. The North Carolina Healthcare
Quality Alliance is still in the design phase and aims to provide standard health
care quality measures throughout the state.

Community Care of North Carolina (CCNC)
Community Care of North Carolina (CCNC) was initiated in July 1998 as a
Medicaid managed care demonstration program designed to reduce health care
costs and increase access and quality for the state’s Medicaid population.a The
program creates networks of community providers, such as physicians, hospitals,
health departments, and social services to manage the care of the enrolled Medicaid
population. There are currently 14 networks in North Carolina. (See Figure 3.1.)
These networks are responsible for managing the care of approximately 80% of the
state’s Medicaid population. In January 2009, CCNC managed the care of more
than 874,000 Medicaid enrollees and more than 95,000 children on NC Health
Choice.b

Each network has a CCNC program director, medical director, and case/disease
managers. The network medical directors participate in a statewide clinical directors
group that aims to identify and adopt statewide quality improvement initiatives.
Current statewide disease and care management initiatives include asthma,

North Carolina Programs Addressing Chapter 3
Cost and Quality

a Community Care of North Carolina is sponsored by the Office of the Secretary, Division of Medical Assistance
(Medicaid), and the North Carolina Foundation for Advanced Health Programs, Inc. Administration of the
program is through the Office of Research, Demonstrations, and Rural Health Development. Additional grant
funding for start-up and pilots was obtained from the Kate B. Reynolds Health Care Trust, the Commonwealth
Fund, and the Center for Health Care Strategies.

b Collins C. Deputy Director, Office of Rural Health and Community Care, Acting Assistant Director, Division
of Medical Assistance. Oral communication regarding Community Care of North Carolina. January 12, 2009.
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diabetes, pharmacy management, dental screening and fluoride varnish, emergency
department utilization management, case management of high-cost, high-risk
populations, and congestive heart failure.1 The CCNC medical directors identify
statewide guidelines and priorities. Additionally, local networks are able to identify
additional priorities for their region.

CCNC has four primary goals: 1) improving access to care by linking each Medicaid
recipient to a primary care medical home; 2) improving the quality of care provided
to Medicaid recipients, particularly those with chronic illnesses or complex health
problems; 3) helping Medicaid recipients with chronic illnesses learn to manage
their own health problems; and 4) reducing the costs of the Medicaid program.
The CCNC program has succeeded in each of these goals.

Each patient in the CCNC program is linked to a primary care practice, which
serves as the medical home for the patient. The practice provides comprehensive
primary care and refers patients to other care when needed. Providers who agree to
serve as the medical home receive a per member per month (pmpm) management
fee to help coordinate the care provided to Medicaid recipients. More than half of
all primary care practices in the state, nearly 1,200, are participating in CCNC.2

The 14 networks also receive a small pmpm payment to hire staff—typically nurses
or social workers—to provide care or disease management to people with chronic
illnesses. The work of the care/disease management staff varies, depending on the
needs of the network and individual practices. However, typically, the staff works
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North Carolina.
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Figure 3.1
Community Care of North Carolina Networks

Source: Steiner, B. et al. Community Care of North Carolina: improving care through community
health networks. Ann Fam Med. 2008;6:361-367.
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in collaboration with the providers and Medicaid recipients to help the Medicaid
recipients manage their chronic illnesses. In addition, they help practices improve
the quality of care provided to individuals with certain health conditions. For
example, they might work with a practice to ensure that the providers develop
asthma action plans for all of their patients with asthma, or that the providers
refer patients with diabetes for an annual eye exam.

Several evaluations, both external and internal, of cost-containment and quality
improvement efforts in the CCNC program have shown positive results. Mercer
Human Resources Consulting Group reported that CCNC produced a cost savings
of between $161 million and $300 million in fiscal year 2006 depending on the
assumptions built into the evaluation model.c,2 Savings resulted from reduced
utilization of emergency departments, outpatient care, and pharmacy. The Cecil
G. Sheps Center for Health Services Research at the University of North Carolina
at Chapel Hill found that CCNC’s asthma management program produced a cost-
savings of $3.5 million, and that the diabetes management program saved $2.1
million.3 Internal analyses have also shown positive cost and quality improvements
for the asthma management program and improvement in use of evidence-based
practices in the diabetes program.3 For example, an asthma initiative reduced
hospital admission rates by 40%, and a diabetes initiative improved the quality of
care by 15%. CCNC has been recognized as a national leader in developing a medical
home model of care and in improving the care provided to Medicaid recipients. In
2007, CCNC won the Annie E. Casey Innovations in American Government
award from the Kennedy School of Government at Harvard University.

Initially, enrollment in CCNC was limited to Medicaid-eligible children, parents
of dependent children, and pregnant women. However, in the last few years CCNC
has also been expanded to cover children who receive NC Health Choice and is in
the process of expanding to include Medicaid-eligible adults who are disabled or
elderly (65 or older). In addition, the program has continued to evolve to further
improve care provided to the Medicaid population. For example, some of the
practices are involved in mental health co-location efforts (where a mental health
practitioner is located in a primary care practice, or visa versa). CCNC has also
instituted ePrescribe (an electronic prescribing system), partnered with the North
Carolina Area Health Education Centers (AHEC) for the Improving Performance
in Practice Initiative, and participated in the Health Net and Care+Share Health
Alliance Initiatives (described in Chapter 7). Additionally, CCNC has applied for
a Medicaid 646 demonstration waiver for a five year demonstration to manage
the care of dual-eligibles (both Medicaid and Medicare eligible), which constitute
a large number of Medicaid recipients not currently covered by CCNC. The
demonstration would gradually increase the number of dual-eligibles covered until
eventually covering 217,808 people by the fifth year.1 A large amount of the
cost-savings from the waiver will be used to provide access to care for low-income
uninsured.

North Carolina Programs Addressing Cost and Quality Chapter 3
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c Analysis compared actual costs (model 1) of the program to projected costs (model 2) using historical data
from fiscal years 2000-2002.
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North Carolina Healthcare Quality Alliance
(NCHQA)
National research has found that patients typically receive only about 50% of
recommended care.4 Additionally, the United States regularly ranks last among
seven industrialized nations for the quality of health care delivered to its residents.5

Furthermore, local variation in practice patterns can be considerable, with
practitioners in some areas providing care consistent with evidence-based guidelines,
while practitioners in other areas may deviate from guidelines. Evidence-based
guidelines can lead to great increases in health, resulting in higher quality and
lower cost. For example, some research has found a 50% mortality reduction for
adherence to some evidence-based best practices.6,7 In addition, improvements in
diabetes care due to adherence to best-practices can lead to considerable subsequent
cost-savings.6,7

The North Carolina Healthcare Quality Alliance (NCHQA) was created by a group
of health care community stakeholders to ensure that individuals in North
Carolina receive the highest quality health care. An informal group was formed in
2006 to design the initiative, and they agreed on three broad objectives: 1) align
quality measures across payers to reduce the variation in quality measurement
faced by providers, 2) measure quality and provide feedback on performance to
practices, and 3) support practices through quality improvement process using
nationally recognized models.8

Align Quality Measures: Often, payers measure practitioner quality slightly
differently from other payers, meaning that a patient’s insurance partly determines
the “best” care a patient should receive. One of the goals of the NCHQA is to align
quality measures across payers to reduce the variation in quality measurement faced
by providers. The initial set of quality measures will focus on the ambulatory care
delivered to patients with at least one of five selected conditions: diabetes, asthma,
congestive heart failure, hypertension, and post-myocardial infarction. These
conditions were selected because they affect many North Carolinians and there are
evidence-based guidelines to improve quality. A group of clinicians from across
the state have proposed twenty specific measures across these five conditions; a
thirty member Clinical Advisory Group consisting of a diverse group of local
health care leaders have endorsed these measures, most of which are endorsed or
developed by national organizations (such as the National Committee for Quality
Assurance).

Performance Feedback: Measurements will build on the current CCNC system of
audits. Practices will be given annual performance reports using data from the
audits. Each payer will use claims data to create a list of members with one or
more of the five conditions. These lists will be submitted to a third party vendor
known as a central data warehouse (CDW). This list will be used for two purposes.
First, a random set of charts associated with these patients will be audited by
NCHQA to determine the quality of care delivered to a representative set of patients
with the particular condition seen at a practice. This model builds on the approach
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currently taken by CCNC and other payers. The second purpose of the list is to
enable practices to deliver better care to their patients.

Practice support: One of the unique features of the initiative is the support that will
be available to participating practices to help them improve quality. Direct support
will be provided through the Area Health Education Centers and CCNC networks
to redesign practice flow, assist with electronic health record implementation, and
provide other supports and resources to practices.d The CDW-created lists of patients
with specific conditions can be used to support disease registries to enable practices
to develop point-of-care reminders to ensure the best available care for their patients.
A web-based registry, which will be made available at no cost to all participating
practices, is currently in pilot testing.

This initiative is only possible due to the unique partnership of physicians, hospitals,
insurers, state government, business, and other organizations committed to improving
health care quality in North Carolina. Using uniform evidence-based measures,
developing innovative technology, and employing community supports will help
improve health outcomes, lower costs, and result in a healthier North Carolina.

North Carolina Programs Addressing Cost and Quality Chapter 3

d These services include regular reports on quality of care, disease registries and electronic health record
consultation, quality collaboratives, free continuing medical education (CME) up to 20 hours per year,
support to reach North Carolina Healthcare Quality Alliance standards, staff development and continuing
education, free access to the Area Health Education Centers (AHEC) digital library, streamlined and
coordinated practice support, and public recognition for participation.
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Overview

Approximately 20% of the 1.5 million uninsured in North Carolina in
2006-2007 were children (ages 0-18). This equates to 13% of all North
Carolina children, or 306,000 children.a

Childrenwho are uninsured aremore likely to forgo needed health care than children
with health insurance.1 A national study found that only 45% of uninsured children
had received a “well child” checkup, compared to 76% of children with public
insurance.2 The study also found that among children with special health care needs,
nearly 41% of uninsured children had delayed or foregone care, compared to fewer
than 10% of uninsured children.

Children without health insurance have less access to health care services. In 2007,
about 16% of uninsured children inNorth Carolina did not receive all the care their
parents thought they needed, compared to less than six percent of insured children.
Not surprisingly, cost was the major reason uninsured children did not receive care.
Uninsured children were more likely to have never seen a dentist or to have not seen
one in more than two years, and less likely to have someone as a “personal” doctor
or provider. Uninsured childrenwere roughly twice as likely to delay gettingmedicine
and half as likely to not have had a well visit. Additionally, parents of uninsured
children were less likely to rate their child’s health as “Excellent.”3

The percentage of uninsured children has grown more rapidly in North Carolina
than nationally. Between 2000-2001 and 2006-2007, the percentage of childrenwho
lacked health insurance coverage grew by 2.8 percentage points in North Carolina
(from 10.3% to 13.1%), whereas the percentage of uninsured children nationally
fell by 0.1 percentage points (from 11.5% to 11.4%). This is due primarily to a larger
deterioration of employer-sponsored insurance (ESI) inNorth Carolina compared to
the rest of the nation. (See Table 4.1.)

Expanding Coverage for Children Chapter 4

Table 4.1
Percent of Children Lacking Health Insurance Has Grown Between
2000-2001 and 2006-2007

ESI Individual Medicaid/ Uninsured
SCHIP

North Carolina -10.1% -0.4% 6.1% 2.8%

United States -5.6% 0.3% 5.8% -0.1%

Source: North Carolina Institute of Medicine. Analysis of the US Census Bureau, Current
Population Survey’s Annual Social and Economic Supplement. Table HIA-5 two-year averages,
2000-2007.

a Unless otherwise noted, all data on the uninsured are based on North Carolina Institute of Medicine analysis of
the Current Population Survey’s Annual Social and Economic Supplement, published by the US Census Bureau.
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Poor children are the most likely to lack insurance coverage compared to other
children. The percentage of children who are uninsured range from 20.8% for
those with family incomes below 100% of the federal poverty guidelines (FPG)
($21,200/year for a family of four in 2008) to 5.8% for those with household
incomes above 300% FPG ($63,600/year for a family of four in 2008).
(See Figure 4.1.)

Not only are poor childrenmore likely to lack health insurance, they also comprise
two-thirds of all uninsured children. More than one-third (35%) of uninsured
children have family incomes of less than 100% FPG, and another 33% of
uninsured children have family incomes between 100%-200% FPG. In total, more
than two-thirds of all uninsured children live in a family with incomes less than
200% FPG ($42,400/year for a family of four in 2008). (See Figure 4.2.)

Medicaid and NC Health Choice Program Eligibility
There are two insurance programs available to provide health insurance coverage
to low-income children: Medicaid and the State Children’s Health Insurance
Program (SCHIP). Both are jointly administered between the federal and state
governments. Typically, Medicaid is provided to lower-income children and has
less cost sharing, and SCHIP is available to cover children with slightly higher

More than one-third

(35%) of uninsured

children have

family incomes of

less than 100% of

the federal poverty

guidelines (FPG),

and another 33%

of uninsured

children have family

incomes between

100%-200% FPG.

Chapter 4 Expanding Coverage for Children

Figure 4.1
Children with Family Incomes Below 200% FPG are More Likely
to be Uninsured

Source: North Carolina Institute of Medicine. Analysis of the US Census Bureau, Current
Population Survey’s Annual Social and Economic Supplement. 2006-2007.



49Expanding Access to Health Care in North Carolina: A Report of the NCIOM Health Access Study Group

family incomes. In most cases, children must be citizens to qualify, and must have
family incomes below a state established income limit.b,c

Medicaid is an entitlement program, which means that eligible children are
guaranteed coverage. States can change the eligibility rules and/or limit benefits
within certain federal parameters. However, every child whomeets the established
eligibility rules is entitled to coverage, regardless of the state or federal government’s
budgetary restrictions. Children need not be uninsured in order to qualify for
Medicaid, they can have both private coverage and Medicaid. In these instances,
Medicaid becomes the secondary payer, and only covers services or costs not
already covered by the private insurance plan. In contrast, SCHIP is limited to
uninsured children. Children cannot have both private insurance coverage and
SCHIP. Another major difference is the federal funding; SCHIP is a block grant
program. The federal government allocates a certain amount of money to the
states. When funding runs out, children can be denied coverage or put on a waiting
list.

In North Carolina, children are eligible for Medicaid or NCHealth Choice (North
Carolina’s SCHIP program) if their household incomes are below 200% FPG and
they meet the citizenship requirements. Medicaid (also referred to as Health
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Figure 4.2
Children in Families with Incomes Below 200% FPG Make Up the Majority
of Uninsured Children

Source: North Carolina Institute of Medicine. Analysis of the US Census Bureau, Current
Population Survey’s Annual Social and Economic Supplement. 2006-2007.

b Non-citizens are generally not eligible for health insurance coverage through Medicaid or the State Children’s
Health Insurance Program. However, there are some immigrants who can qualify. Refugees or asylees may be
eligible if they have low enough incomes and otherwise meet eligibility requirements. In addition, some
immigrants may qualify after they have resided in the United States lawfully for five years.

c Some states also impose resource limits (e.g. money in the bank). However, North Carolina, like 46 other
states for Medicaid and 34 other states for State Children’s Health Insurance Program, does not impose a
resource limit for coverage for children. (Ross DC, Horn A, and Marks C; Kaiser Commission on Medicaid
and the Uninsured. Health Coverage for Children and Families in Medicaid and SCHIP: State Efforts Face
New Hurdles. http://kff.org/medicaid/upload/7740_ES.pdf. Accessed January 5, 2009.)
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Check) covers children from birth through age five with family incomes no greater
than 200% FPG and children ages 6-18 with incomes up to 100% FPG. NCHealth
Choice covers children ages 6-18 with family incomes between 100%-200% FPG.
(See Figure 4.3.) The North Carolina Division of Medical Assistance (DMA)
administers the Medicaid program. NC Health Choice is administered jointly by
DMA and the State Employees’ Health Plan.

In November 2008, there were 773,859 children enrolled in the North Carolina
Medicaid program, and 123,892 children enrolled in NCHealth Choice.4 Over the
last seven years, the North Carolina General Assembly has established growth caps
for the NC Health Choice program. For example, in the 2008 Session, the North
Carolina General Assembly limited enrollment growth in the NC Health Choice
program to six percent. At the time, the country was waiting for SCHIP to be
reauthorized.d The North Carolina General Assembly specified that if SCHIP was
reauthorized, then NC Health Choice could grow by up to 8.73%. Historically,
North Carolina limited enrollment growth because the amount of the federal
SCHIP block grant allocated to North Carolina was not sufficient to cover all
eligibles. In fact, North Carolina was the first state in the country to impose an
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d The State Children’s Health Insurance Program was scheduled to be reauthorized in 2007. Congress voted to
reauthorize and expand the program to cover more eligibles. However, President Bush vetoed the legislation
on two separate occasions. As a result, the State Children’s Health Insurance Program legislation was extended
until March 31, 2009.

Figure 4.3
Medicaid and NC Health Choice Cover Children (0-18) with Family Incomes
Below 200% FPG

Source: Division of Medical Assistance, North Carolina Department of Health and Human
Services, 2008.
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enrollment freeze in their SCHIP program (2001).5 North Carolina hasmaintained
an open enrollment period since that time, although it made other changes in
program rules to ensure that eligible children could be covered.e

The federal SCHIP program was recently reauthorized (early 2009) for five years.f

The reauthorization included several important program changes.6 First it gave
states the authority to cover uninsured children with family incomes up to 300%
FPG. States can cover children with higher incomes but at the lower Medicaid
match rates. The reauthorization also provided additional options and incentives
to improve states’ enrollment and retention efforts. These include allowing states to
use Express Lane Eligibility, under which information collected for other programs
(such as Food Stamps) can be used when evaluating a child’s eligibility forMedicaid
or SCHIP. Bonus payments will also be provided to states that streamline enrollment
and retention processes and increaseMedicaid enrollment of children above certain
target levels. In addition, Congress gave states the authority to cover pregnant
women through SCHIP, and to provide Medicaid and SCHIP to legal immigrant
children and pregnant women. (Previously, legal immigrants were barred from
receiving coverage for five years from their date of entry even if they otherwise
met the eligibility requirements.) The reauthorization is expected to increase North
Carolina’s 2009 federal SCHIP allotment by an estimated $90 million (from $136
million to $246 million).g,7 Congress funded this reauthorization by increasing
the federal tobacco tax by 61.66 cents per pack.

Outreach and Enrollment Simplification
Approximately three out of every five uninsured children in North Carolina
(186,000 children) are currently eligible for, but not enrolled in, Medicaid or NC
Health Choice. That is, they are citizen children who live in a household with a
family income no greater than 200% FPG. Another 23,000 are not eligible
because of citizenship status,h and 97,000 are not eligible because their family
incomes are above 200% FPG. (See Figure 4.4.) This is not a problem unique to
North Carolina. However, other states have implemented successful outreach and
administrative simplification strategies to try to identify, enroll, and retain eligible
children.

Expanding Coverage for Children Chapter 4

e In 2005, the North Carolina General Assembly changed coverage for the youngest children. Previously, children
birth through age one were eligible for Medicaid if their family incomes was no greater than 185% FPG, and
children ages one through age five were eligible if their family incomes was no greater than 133% FPG. Children
birth through age five in families with higher family incomes (but no greater than 200% FPG) were eligible
for NC Health Choice. Effective January 1, 2006, children birth through age five were moved to Medicaid (an
entitlement program) if their family income did not exceed 200% FPG. The eligibility rules did not change for
older children. Thus, children ages six through 18 are eligible for Medicaid (an entitlement program) if their
income is no greater than 100% FPG, and if their family income is higher, then they may qualify for NC
Health Choice.

f Pub L No.111-003
g 41 states, including North Carolina, plus the District of Columbia, were expected to have significant State
Children’s Health Insurance Program funding shortfalls in FY2009 if Congress maintained its funding
formula. (McNichol E, Lav IJ; Center of Budget and Policy Priorities. State budget troubles worsen.
http://www.cbpp.org/9-8-08sfp.htm. Accessed November 26, 2008.)

h The data used to estimate the number of eligible children does not distinguish between immigrants who are
here lawfully (and who may qualify after five years), and those who are in North Carolina without appropriate
documents. Therefore, the North Carolina Institute of Medicine only counted uninsured citizen children in
the estimates of children who are already potentially eligible for Medicaid or NC Health Choice.
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County Departments of Social Services (DSS) are required to determine eligibility
during both the initial application and during annual recertifications. Applications
are available through county DSSs, health departments, and throughmany health
care providers or community organizations. Applications can also be downloaded
off the web or requested over the phone. Many community organizations and
health care providers help families complete their application; however, the
applications must be sent to the county DSS to be processed. County DSS eligibility
workers will follow-up with the individual if the application is missing information.
For example, federal law requires that every Medicaid and/or SCHIP enrollee verify
citizenship if they are not eligible as a qualified legal immigrant. States can require
families to provide other verifications in addition to that required by the federal
government. North Carolina requires that all families submit verification of
earned income by submitting wage stubs or other verification for the month prior
to application. Children eligible for NC Health Choice must also pay a yearly
enrollment fee ($50 for one child or $100 for two or more children) before
becoming eligible (or being recertified).

The stateDivision ofMedical Assistance (DMA) sends a reenrollment (recertification)
reminder postcard at the end of the 10th month, reminding families that they
will need to reenroll their children. If the county DSS does not receive the form
by the end of the 11th month, they send out a “timely notice” saying that their
coverage will be terminated if they do not submit the reenrollment form. At the
end of the 12th month, coverage is terminated if they have not submitted the
reenrollment form. Coverage can be restored if the family brings in all the necessary
forms and verification by the 10th day of the following month.i
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i McClanahan C. Chief, Medicaid Eligibility Unit, Division of Medical Assistance, North Carolina Department
of Health and Human Services. Oral communication. December 2008.

Figure 4.4
Children Eligible for but not Enrolled in Medicaid or NC Health Choice

Source: North Carolina Institute of Medicine. Analysis of the US Census Bureau, Current
Population Survey’s Annual Social and Economic Supplement, 2006-2007.
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North Carolina has already adopted some strategies to simplify its enrollment
process. For example, North Carolina has a unified application, enrollment, and
recertification process for Medicaid and NC Health Choice. North Carolina
simplified its application form (from 18 pages to 4 pages in October 1998), and
provides for 12-month continuous eligibility (i.e. once eligible, the child remains
eligible for 12 months unless they age out of the program or move away from
North Carolina). North Carolina also eliminated the resource test for eligibility
for children’s programs. However, many eligible children are denied coverage or
lose eligibility during recertification because of procedural barriers.

A large number of children enrolled in Medicaid or SCHIP experience gaps in
coverage.8 Research has shown that a significant number of children lose public
coverage for procedural reasons.9 One study found that one-third of all uninsured
children in 2006 in the United States had been enrolled in Medicaid or SCHIP
the previous year.10 In North Carolina, more than 40% of NC Health Choice
enrollment denials were due to procedural reasons.11 One quarter of Medicaid
and NC Health Choice children lose coverage during recertification. Of these, at
least 60% were terminated due to procedural reasons including failure to provide
necessary information.j Additionally, one study showed that nearly 40% of
uninsured children in North Carolina had been enrolled inMedicaid or SCHIP the
prior year and were still eligible for public coverage but not enrolled.10

Children, their families, the state, and providers all suffer adverse consequences
from churning—that is, having children lose and regain coverage in short periods
of time. Some of the problems include:8

� Higher program administrative costs due to having to redetermine
eligibility;

� Higher administrative costs for providers who need to reconcile enrollment
and billing information for patients with changes in coverage status;

� Additional strain on the safety net, since providers are unlikely to be fully
compensated for any care provided to uninsured children;

� Difficulties managing and measuring the quality of care if data needed
for managing care are not captured during the period of uninsurance;
and

� Delayed, inappropriate, and more costly care.

Several states have adopted strategies to simplify their enrollment and renewal
procedures to cover more eligible, uninsured children. These strategies include
presumptive eligibility, rolling renewals, administrative verification, coordination
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j Data from the North Carolina Division of Medical Assistance. Note: These data are based on cases, not
numbers of children. These data only include children who are eligible by reason of Medicaid for Infants and
Children (MIC) or NC Health Choice. These data do not include children eligible because their parents are
receiving or eligible for Temporary Assistance For Needy Families (TANF), children who are receiving foster
care or adoption assistance payments, or children eligible by reason of disability.
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with other public programs, and more aggressive follow-up to obtain needed
information. In addition, outstationing eligibility workers in other health agencies,
and working with community groups to expand outreach activities can also assist
in enrollment. Expanding coverage to the parents of low-income children has also
been found to be an effective way to enroll eligible children. These strategies are
described more fully below:

� Presumptive eligibility: Presumptive eligibility is a process whereby certain
“qualified entities” can temporarily enroll children who appear to be
eligible for Medicaid or SCHIP while the family completes the process
for eligibility determination.k “Qualified entities” could include clinics,
hospitals, schools, and other agencies that determine eligibility for public
benefits.12 North Carolina currently allows presumptive eligibility for
pregnant women but not for children. Fourteen other states have
adopted presumptive eligibility for children in their Medicaid programs,
and eight have adopted it for their SCHIP programs.13

� Rolling renewals: Rolling, or off-cycle renewals makes it easier for a family
to reapply at the same time that they are applying (or reapplying) for
other public programs, such as Temporary Assistance to Needy Families
(TANF), Food Stamps, or Child Care subsidies. Under rolling renewals,
families can renew their applications at any time in the year, even if they
are not yet due for a renewal. Idaho, Illinois, New York, South Dakota,
Washington, and Wisconsin all use rolling renewals.9

� Web-based renewals: Pennsylvania uses an online multi-program
application process that allows families to renew coverage any time of
the day or day of the week. The system keeps client information for
multiple programs and allows those renewing coverage to confirm rather
than have to reenter data. Renewal applications can be “e-signed,”
eliminating the need to mail in paper applications.9

� Administrative verification: Administrative verification enables the
Department of Social Services (DSS) office to use administrative databases
to verify information that the family would otherwise need to provide.
For example, DSS may be able to use information from the Employment
Security Commission or Social Security Administration to verify earnings.
DSS already uses these sources to verify non-wage income (such as
unemployment benefits, Social Security or Supplemental Security Income
(SSI) payments). This would reduce the number of applications or
recertifications that are closed due to procedural reasons. One of the
limitations with this approach is the time lag between the individual’s
earnings and when earnings are captured in these government databases.

� Coordination with other public programs:More than 70% of uninsured,
low-income children participate in other public programs.12 Public
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k 42 CFR §435.1101, 1102; 447.88; 42 USC §1396r-1.
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insurance programs can coordinate with these other programs by
instituting referrals between programs, combining enrollment, and
sharing information to use for administrative verification. Florida, for
example, uses its integrated program database to identify children in the
Food Stamp program who are not enrolled in Medicaid. Letters are sent
to their households with information about the application process.

North Carolina county DSS staff are already authorized to obtain the
necessary verification from other programs administered through DSS
(such as food stamps or TANF) if the verification is in the person’s
eligibility file. However, this approach could be strengthened if DSS
were able to accept the income verification determination from another
program, and/or coordinate with other public programs, such as the
free and reduced cost school lunch program, public housing, or other
federal or state programs. Past laws made it difficult to coordinate
across federal means tested programs. Last year, the federal SCHIP
reauthorization bill would have made it easier for states to coordinate
eligibility across these public programs, but the proposed legislation was
vetoed by President Bush. The 2009 federal reauthorization of SCHIP
allows for use of relevant findings from public programs such as school
lunch, food stamps, and the Women, Infants and Children (WIC)
program when determining eligibility, enrollment, and renewal.l,14

� Outreach calls to families: Some states have established policies to
more actively work with families to help them through the eligibility and
re-determination process. For example, outreach calls to families to
provide renewal assistance has lead to increased retention in California
and Arkansas.9 California increased the number of reminder calls to
families from three to five and increased the variety of call times. This
change, along with simplifications made to its forms, increased their
SCHIP retention rate by 7%.9

� Outstationing eligibility workers: Federal law requires states to outstation
eligibility workers at federally qualified health centers (FQHC) (i.e.
community and migrant health centers), and at certain hospitals that
serve a lot of uninsured and Medicaid patients.m DSS workers are

l Pub L No. 111-003.
m 42 USC § 1396a(a)(55). Federal law requires outstationing of eligibility workers at federally qualified health
centers (FQHCs) or Disproportionate Share Hospitals (DSH) to take Medicaid/NC Health Choice applications
for pregnant women and children, unless it is “an infrequently used location.” The federal letter to the states
that describes this requirement notes that “it is unlikely that many DSH hospitals or FQHCs would properly
be considered sites infrequently used by pregnant women and children in light of the patient mix at most
DSH hospitals and FQHCs.” The federal regulations do not define “infrequently used location.” States are free
to define it, and North Carolina has defined it as a location that serves less than 30 individuals not covered
by Medicaid or NC Health Choice in a week.
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outstationed at many, but not all, FQHCs in North Carolina.n,o The
federal government pays 50% of the administrative costs of eligibility
workers, and counties pay the remaining 50%. Thus, outstationing
eligibility workers could increase the administrative costs to the counties.
However, increasing the number of children covered by Medicaid
and/or NC Health Choice would bring additional health care dollars
into the community. The tax revenues and monies generated from the
new federal and state Medicaid and NC Health Choice spending could
help offset some or all of the administrative costs that counties incur in
outstationing eligibility workers.15

� Community outreach strategies: North Carolina relies heavily on
community groups to help with outreach and education at the local
level. In the past, staff at the Division of Medical Assistance (DMA),
Division of Public Health, North Carolina Pediatric Society, and local
DSSs aggressively reached out to community groups to train them in
filling out Medicaid and NC Health Choice applications. These community
groups could then help individual families fill out the necessary forms to
enroll their children. However, some of these outreach activities have
been curtailed in recent years because of the state imposed NC Health
Choice enrollment cap. More assertive outreach activities could be pursued
if the North Carolina General Assembly removes the enrollment cap.
South Carolina performed targeted outreach in geographic locations
where there were large numbers of children using the emergency
department (ED) (identified through their multi-agency data
warehouse). They also provided enrollment assistance at targeted EDs.
This effort reduced the number of uninsured using EDs by 30%.16

� Covering low-income parents of eligible children: Research has shown that
when parents are enrolled in public programs along with their children,
drop out rates of children are significantly lower.17 Eligibility for parents
in North Carolina’s Medicaid program is below the national average.13

Thus, one strategy to increase enrollment of eligible children is to expand
coverage to their parents. This option is discussed more fully in Chapter 5.

Louisiana uses several of the administrative outreach and simplifications procedures
listed above. In 2001, a retention analysis was performed for LaCHIP, Louisiana’s
combined Medicaid and SCHIP program for children. The report indicated that
parents were confused about eligibility requirements as well as enrollment and
renewal procedures, paperwork was too cumbersome, and parents were delaying
enrollment until there was a medical need.18
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n In an informal survey of FQHCs across the state, 8 of the 25 centers that responded noted that they had
requested that Department of Social Services (DSS) workers be outstationed in their centers, but that DSS
failed to do so.

o Money, B. Chief Executive Officer, North Carolina Community Health Center Association. Oral
communication. December 2008.
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To address these results, Louisiana made some innovative improvements to their
enrollment processes and approach. They provided training to eligibility workers to
help them better understand the important role they play in reducing the number
of uninsured children in the state.19 They also changed their renewal procedures to
a four step process.20 First, administrative renewals are performed for cases unlikely
to have any change in circumstances that would affect eligibility. These renewals
are performed without any staff intervention. Next, Louisiana uses an “ex parte”
renewal process under which eligibility workers can access information available
to the Medicaid agency, such as food stamps and Temporary Assistance for Needy
Families (TANF) records and payment data from the Social Security Administration,
to verify information needed for renewal. Medicaid eligibility workers were also
given increased access to vital records for verification of citizenship. There is no
required paperwork if income can be verified through the Department of Labor’s
database.19 Additional income verification is collected from employers by phone
or fax. They do not require income verification from applicants who declare their
income to be below 75% of the eligibility standard.21 An internal study indicated
that this approach did not compromise the integrity of the program.22 Any
additional information needed for enrollment is acquired through telephone calls
with families.

Only 10% of Louisiana Medicaid case renewals involve the use of a form. More
than half (53%) are performed through ex parte renewals, 15% are done through
the administrative renewal process, and 22% are completed over the phone.21 In
Louisiana’s SCHIP program, only 15% of renewals require a form, 45% are
completed over the phone, and 34% are done through ex parte review. In 2008,
fewer than 1% of children enrolled in Louisiana’s LaCHIP program lost coverage
for procedural or administrative reasons.

By eliminating the cap on NC Health Choice enrollees (see Recommendation 4.2
below), and by implementing several of these outreach and administrative
simplification strategies, North Carolina can increase the number of eligible
uninsured children who enroll and retain coverage in Medicaid and NC Health
Choice. Therefore, the Health Access Study Group recommends:

Recommendation 4.1 (PRIORITY RECOMMENDATION)
a) The North Carolina Division of Medical Assistance (DMA) should simplify the

eligibility determination and recertification process to facilitate the enrollment of
eligible Medicaid and NC Health Choice individuals. Specifically, DMA should:

1) Pilot test the use of North Carolina administrative databases to verify
income, and if accurate, use administrative income databases to verify
income for eligibility and recertification for all, or a portion, of the
applicants and recipients.

2) Develop a system of presumptive eligibility for children.

3) Allow rolling recertification periods to enable individuals to return their
recertification forms anytime within the three months prior to the end of
their certification period.

Expanding Coverage for Children Chapter 4



p States can effectively increase the income guidelines for children by using “less restrictive income and
resource methodologies.” 42 USC §§1396u-1(b)(2)(c), 1396a(r)(2) (Medicaid) and 1397 (State Children’s
Health Insurance Program).
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4) Use eligibility information from other public programs (e.g. food stamps,
Women, Infants and Children (WIC), free and reduced school meals) to
determine Medicaid and NC Health Choice eligibility.

5) Use other efforts to reduce the percentage of procedural closings during
the eligibility and recertification process.

b) DMA should expand outreach efforts to identify and enroll individuals who are
eligible for Medicaid and NC Health Choice. Specifically, DMA should:

1) Ensure that the Department of Social Services (DSS) eligibility workers are
outstationed at Disproportionate Share Hospitals and federally qualified
health centers (as required by federal law), and at health departments or
other community health providers that serve a large number of potentially
eligible Medicaid recipients. Outstationed DSS workers should help
individuals fill out Medicaid and NC Health Choice applications and
recertification forms and determine eligibility.

2) Train community organizations and other health professionals to assist
potentially eligible individuals in filling out applications and recertification
forms.

c) The Department of Public Instruction and Local Education Authorities should
actively work to promote health insurance coverage to children eligible for public
programs, in coordination with the outreach efforts of the Department of
Health and Human Services and local DSSs.

Expanding Health Insurance Coverage to Children in
Families with Higher Incomes
As noted previously, low-income children—those with incomes less than 200%
FPG—are most likely to be uninsured. However, there has been a large growth in
the percentage of children with family incomes of between 200%-300% FPG. (See
Figure 4.5.)

North Carolina is one of 23 states that cover children with family incomes equal
to or less than 200% FPG through Medicaid or SCHIP.13 Several states have
expanded coverage to childrenwith higher incomes in order to covermore uninsured
children.p In 2007, there were 19 states (including the District of Columbia) that
covered children in families with incomes greater than 200% FPG. Of these:

� Three covered children in families with incomes between
201%–249% FPG,

� Six covered children in families with incomes between
250%–299% FPG, and
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� Ten (including the District of Columbia) covered children in families
with incomes up to 300% FPG or more.q,13

In North Carolina, an additional 9% of uninsured children (~29,000) could be
covered through program expansion to 250% FPG, and 14% (~46,000) children
through expansion to 300% FPG.4

In the 2008 Session, the North Carolina General Assembly gave the Division of
Medical Assistance (DMA) the authority to implement NC Kids’ Care, a publicly-
subsidized health insurance program for uninsured children with family incomes
between 200%-250% FPG.r,s The program will be a block grant, and coverage will
be limited to 15,000 children. Implementation was delayed until the reauthorization
of federal SCHIP. NC Kids’ Care will be similar to, but have different cost sharing
and benefits than NCHealth Choice. Cost sharing (premiums, co-payments, and
deductibles) will vary according to family income with overall cost sharing capped
at five percent of family income.22 The benefit package will be similar to NCHealth
Choice, with the exception of dental, which will not be covered.23

Expanding Coverage for Children Chapter 4

q States covering children with family incomes up to 300% of the federal poverty guidelines (FPG) include
Connecticut, District of Columbia, Hawaii, Maryland, Massachusetts, Missouri, New Hampshire, New Jersey,
Pennsylvania, and Vermont.

r The North Carolina General Assembly first created the program in the 2007 Session. At that time, the General
Assembly directed the Division of Medical Assistance (DMA) to develop a plan, called NC Kids’ Care, to
expand health insurance coverage to uninsured children between 200%-300% FPG. DMA was required to
report its recommendations back to the 2008 Session. (Sec. 10.48 of Session Law 2007-323.) In the 2008
Session, the General Assembly limited eligibility to children with incomes between 200%-250% FPG.

s Section 10.12(c) of Session Law 2008-107.

Figure 4.5
Percent Middle-Income Uninsured Children Has Grown Between 2000-2001
and 2006-2007

Source: North Carolina Institute of Medicine. Analysis of the US Census Bureau, Current
Population Survey’s Annual Social and Economic Supplement, 2006-2007.
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In addition to raising the income limits to cover all eligible children below a cer-
tain income, states can also target their expansion to cover disabled children. In
2006, the federal government adopted the Family Opportunity Act (part of the
Deficit Reduction Act of 2005), which allows states to cover disabled children up
to 300% FPG under Medicaid. Coverage under this program will be phased in by
age starting with children up to age six in 2007 and rising to age 19 by 2009. States
can charge sliding scale premiums to parents, however total premiums and cost
sharing under the plan cannot exceed five percent of family income for children in
families with incomes below 200% FPG and 7.5% for those children in families
with incomes between 200%-300% FPG. Parents are required to participate in
family employer-sponsored insurance if the employer covers at least 50% of the
premium. Medicaid premiums must be reduced to reflect the premium cost
attributable to the disabled child, if the family is covered by an employer-sponsored
plan.24 One major difference between the Family Opportunity Act and SCHIP
coverage (NC Health Choice or NC Kids’ Care) is that children may have private
health insurance coverage and still qualify for Medicaid to pay for services not
otherwise covered through the private health plan. This is particularly helpful for
children with special health needs.

To expand coverage to include more low-income children, the Health Access Study
Group recommended:

Recommendation 4.2 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly should:

a) Remove the cap on coverage of eligible children in the NC Health Choice program.

b) Continue to implement NC Kids’ Care with coverage of children up to 250% of
the federal poverty guidelines (FPG). If sufficient federal and state funds are
available, NC Kids’ Care should be expanded to cover children up to 300% FPG.

Recommendation 4.3
The North Carolina General Assembly should expand Medicaid to implement the
Family Opportunity Act which allows children who meet the Supplemental Security
Income disability standards with family incomes of up to 300% of the federal poverty
guidelines to buy-into the Medicaid program.

Chapter 4 Expanding Coverage for Children
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Adults with incomes less than 200% of the federal poverty guidelines (FPG)
comprise almost half (46%) of all non-elderly uninsured inNorth Carolina.
This amounted to 705,000 uninsured adults in the state in 2006-2007.a

Most of these low-income adults work: 42%work full-time and 17%work part-time.
Approximately 58,000 of the low-income, uninsured adults who are not working
full-time have a spouse working full-time. Low-income, uninsured, full-time workers
are more likely to work in small firms than similar workers with incomes above
200% FPG (33% in small firms vs. 26% in larger firms). Additionally, they are
twice as likely as full-time workers with higher incomes to work in agriculture,
construction, and hospitality, which are the industries with the highest uninsurance
rates among full-time workers.

The Health Access Study Group explored two options to expand publicly-subsidized
coverage to low-income adults (defined as having a family income up to 200%
FPG): a Medicaid expansion or a subsidy for low-income adults with pre-existing
conditions to enable them to pay for health insurance coverage through the high-risk
pool. Both options are discussed in more detail below.

Medicaid Expansion
Unlike low-income, uninsured children, of whom most are already eligible but
not enrolled in eitherMedicaid or NCHealth Choice, low-income, uninsured adults
are generally not eligible for public coverage.b (See Figure 5.1.) Medicaid eligibility
is generally limited to certain “categories” of low-income individuals. For adults,
this includes pregnant women, adults who are parents of dependent children
under age 19, and adults who are disabled or at least 65 years old.c There are
proposals being discussed in Congress which would eliminate these categorical
restrictions and expand Medicaid to cover all low-income adults—regardless of
whether they are a parent or childless adult.1 However, under existing federal
Medicaid laws, states cannot cover low-income, childless adults who are not
pregnant, disabled, or elderly unless they obtain a waiver of federal Medicaid laws.

Although most childless adults cannot currently be covered through Medicaid
without a federal waiver, low-income parents can be covered. States set the
income and resource eligibility requirements for parent coverage, as they do for
other eligible groups. North Carolina’s income eligibility limits are based on gross
income, with some allowable deductions, which are more generous for people
with earned income than those without income or with only unearned income
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a Unless otherwise noted, all data on the uninsured are based on North Carolina Institute of Medicine analysis of
the Current Population Survey’s Annual Social and Economic Supplement, published by the US Census Bureau.

b State Children’s Health Insurance Program programs are generally limited to coverage of uninsured children
(although some states with unspent federal monies were able to obtain waivers to cover uninsured parents
through their State Children’s Health Insurance Program).

c There are certain limited Medicaid programs which cover certain categories of low-income adults who are not
disabled or elderly. For example, North Carolina provides family planning coverage to certain low-income
adults with incomes up to 185% of the federal poverty guidelines. In addition, under certain circumstances,
North Carolina also provides coverage to women who have been diagnosed with breast or cervical cancer.
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(such as Supplemental Security Income or unemployment compensation). As seen
below in Figure 5.2, North Carolina’sMedicaidmaximum income limits for parents
are much more restrictive than they are for other eligibility groups.
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Figure 5.1
Most Adults are not Eligible for Existing Public Programs in North Carolina

Source: North Carolina Institute of Medicine. Analysis of the US Census Bureau, Current
Population Survey’s Annual Social and Economic Supplement, 2006-2007.

Figure 5.2
North Carolina Medicaid and NC Health Choice Maximum Income Limits for
Parents are More Restriction than for Other Groups

Source: Medicaid & CHIP. Statehealthfacts.org, Henry J. Kaiser Family Foundation website.
http://www.statehealthfacts.org/profilecat.jsp?rgn=35&cat=4. Accessed March 3, 2009. Based
on a family of three in 2008.

*Working disabled individuals can have incomes up to 150% FPG and still qualify for Medicaid.
In the future, eligibility will be expanded further to cover disabled individuals with higher incomes
(earned or unearned). These individuals will pay sliding scale premiums and cost sharing.
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To qualify for Medicaid in North Carolina, a working parent with two children
must have an income at or below $9,000 (or about half FPG), and a non-working
parent’s income must be at or below $6,528/year (or a little more than one-third
FPG).2 (See Table 5.1.) North Carolina’s income threshold for parent eligibility is
lower than both the median for the United States and two of its neighboring states,
South Carolina and Tennessee.2 (See Table 5.1.)

North Carolina also limits the amount of resources an adult can have and still
qualify for Medicaid. Countable resources (assets) include money in the bank and
most other financial assets that can be easily converted to cash. In North Carolina,
a parent can have no more than $3,000 in countable resources for a family of
three or $4,000 for a family of four.

Federal Medicaid Relief to the States
Program expansion to cover new eligibles will be difficult during this time of
economic upheaval. Therefore, the Health Access Study Group recommended that
Congress provide fiscal relief to the states to help the states pay for their growing
Medicaid costs. Medicaid is typically considered a countercyclical program—that
is, the number of Medicaid recipients grows when the economy gets worse. For
example, every 1% increase in the national unemployment rate leads to an increase
of approximately one million people in Medicaid and the State Children’s Health
Insurance Program (SCHIP), an additional 1.1 million uninsured, and a three to
four percent decline in state revenues.3

The negative impact on states’ budgets is exacerbated during the first few years of
any recession. The current federal Medicaid match rate (federal medical assistance
percentage, or FMAP) is calculated based on a state’s per capita income compared
to the national per capita income, so that states with lower per capita income
receive a higher federal match than states with higher per capita incomes.4 The
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Table 5.1
North Carolina Family Income Eligibility Limits for Parents is Lower than the
National Median

Income threshold for Income threshold for
non-working parents working parents

Annual dollar Percent of Annual dollar Percent of
amount* poverty amount* poverty

US Median $7,200 41% $11,928 68%

North Carolina $6,528 37% $9,000 51%

Georgia $5,088 29% $9,072 52%

South Carolina $8,580 49% $15,864 90%

Tennessee $12,916 73% $23,628 134%

Virginia $4,272 24% $5,352 30%

Source: Medicaid & CHIP. Statehealthfacts.org, Henry J. Kaiser Family Foundation website.
http://www.statehealthfacts.org/comparetable.jsp?ind=205&cat=4. Accessed March 12, 2009.
Based on a family of three in 2008.
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FMAP rate is calculated each year, based on a time-lagged three year period. Thus,
the FY 2009 FMAP rates were based on the state’s per capita income from
2004-2006, when the state’s economy was more robust. The confluence of these
two factors—growing numbers of eligibles and low FMAP rates—creates major
budgetary problems for states, as the states have fewer revenues to pay for growing
Medicaid program costs. The federal government gave states a temporary 2.95%
increase to the federal medical assistance payment match rate during the last
recession (2003-2004), in order to provide fiscal relief to the states.d,5 Congress is
considering providingMedicaid relief as part of a new economic stimulus package.6

The Health Access Study Group strongly supports a Medicaid fiscal relief package
for the states. In addition, the Health Access Study Group also recommends
programmatic changes eliminating the categorical eligibility restrictions, which
limits coverage of low-income adults to certain “categories” of individuals (including
pregnant women, parents of dependent children, people who are disabled or
people age 65 or older). Instead, federal Medicaid funds should be available to
cover all low-income adults (as it is for children and people over age 65).

To provide fiscal relief to the states, and expand Medicaid laws to allow states to
cover all low-income adults, the Health Access Study Group recommends:

Recommendation 5.1 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly and the Governor’s Office should work with the
North Carolina Congressional delegation to support Medicaid reform that provides
fiscal relief to the states and gives states the flexibility and funding to expand coverage to
low-income adults without categorical restrictions, along with other efforts to provide an
economic stimulus to the state.e

Expanding Outreach and Program Simplification
As noted earlier, there were approximately 693,000 uninsured, low-income adults
in North Carolina in 2006-2007. With rising health insurance costs and the
downturn in the economy, there are probably many more uninsured, low-income
adults today. As with children, some of these low-income adults are already eligible
for, but not enrolled in, Medicaid. Estimates from the Current Population Survey
suggest that approximately 30,000 of uninsured adults are already income
eligible for Medicaid—that is, they have incomes less than approximately 50%
FPG and have their children, under age 19, living in the household. As with children,
one way to identify and enroll people who are currently eligible for Medicaid is to
engage in more aggressive outreach to potentially eligible populations. Another is
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d The 2.95 percent increase in the federal medical assistance percentage (FMAP) rates amounted to $10 billion
in federal assistance to the states. States had to maintain existing eligibility levels in order to receive the enhanced
FMAP rate. However, states still had the authority to make other programmatic cuts, such as eliminating
optional services or freezing provider payment levels and still qualify for the enhanced match rate.

e Following the conclusion of the meeting of the Health Access Study Group, Congress passed the American
Recovery and Reinvestment Act of 2009 (Pub L No. 111-005) that provids fiscal relief to the states to help pay
for increasing Medicaid enrollment (including a general 6.2% in the federal medical assistance percentage
(FMAP)). The Study Group supports the Recovery Act.
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to simplify the application and recertification procedures. For example, North
Carolina could eliminate the resource test for parents, as it has for children and
pregnant women. Twenty-two other states have already taken this step.2 Data from
the Division ofMedical Assistance show that last year, local Departments of Social
Services determined eligibility for almost 250,000 cases involving low-income
parents (who were not also receiving Temporary Assistance to Needy Families
(TANF)). Fewer than 0.2% were denied (639 cases or 986 people) because they
had excess resources. Eliminating the resource limit would streamline the eligibility
process and reduce administrative costs to the counties.f North Carolina could
also increase the resource limits for other eligibility groups, enabling people with
disabilities or older adults to qualify. North Carolina could also extend the
certification period for parents from six months to 12 months, as have 40 other
states.2 To further simplify enrollment and more aggressively seek to enroll eligible
parents, the Health Access Study Group recommends:

Recommendation 5.2 (PRIORITY RECOMMENDATION)
The North Carolina Division of Medical Assistance (DMA) should conduct outreach
activities and simplify the eligibility determination and recertification process to facilitate
the enrollment of adults eligible for Medicaid. In addition to efforts undertaken for
children, DMA should explore other options applicable to adults, including, but not
limited to: eliminating the resource limits for low-income parents or childless adults
with incomes below 100% of the federal poverty guidelines, expanding the allowable
resource limits for other Medicaid eligibles, and increasing the certification period from
6 to 12-months.

Expanding Medicaid to Cover New Eligibles
The Health Access Study Group explored other options to expandMedicaid coverage
to low-income, uninsured adults in the most cost-effective way possible. The
Health Access Study Group supports further Medicaid expansion, as the federal
government pays approximately 65% of program costs (with the state responsible
for the remaining 35%).g,h The state has two options to expand coverage to low
income adults: expand the income limits for low-income parents or seek aMedicaid
waiver to enable the state to cover all low-income adults, including childless,
non-disabled, non-elderly adults.

Expanding Medicaid to cover more low-income parents: Approximately one-fifth of
low-income, uninsured adults could qualify for Medicaid if the state increased
income limits up to 200% FPG. Estimates from the Current Population Survey
suggest that there are another 83,000 uninsured parents of children under age 19
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f Currently, the counties pay the 50% non-federal match for county eligibility workers.
g The FFY 2009 federal medical assistance percentage (FMAP) rates can be found at: 72 Fed. Reg. 67304 (Nov.

28, 2007). North Carolina’s current FMAP rate (FFY 2009) is: 64.60. The FFY 2010 FMAP rates are at: 73
Fed. Reg. 72051 (Nov. 26, 2008). North Carolina’s FFY 2010 FMAP rate is expected to be 65.13.

h FFY 2009 federal medical assistance percentage (FMAP) rates were increased following the passage of the
the American Recovery and Reinvestment Act of 2009 (Pub L No. 111-005)
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with incomes between 50%-100% FPG and 139,000 with incomes between 100%-
200% FPG.7 North Carolina could increase the income limits for parents without
seeking a Medicaid waiver. This would require additional state funds.

Medicaid generally operates as an entitlement program; states are required to cover
all eligibles regardless of overall program costs.While states do have options to reduce
Medicaid costs, including cutting services, cutting eligibles, freezing or reducing
provider payments, or more stringent medical management, North Carolina
would still be responsible for coming up with the state match to cover the program
expansion for anyone who was eligible under the state’s eligibility rules. Absent a
waiver, states cannot impose an enrollment cap to limit program growth.

Medicaid Section 1115 waiver to cover all low-income adults: Rather than support
regularMedicaid expansion, the Health Access Study Group recommended that the
state pursue a federal Section 1115 Medicaid waiver to expand coverage to low-in-
come adults. Under this option, states can expand coverage to both low-income
parents and to childless adults—potentially covering up to 692,000 uninsured, low-
income adults. However, to obtain a waiver, the state must be able to demonstrate
cost neutrality to the federal government. Thus, the state must find “savings” to
offset the additional costs of program expansion.

The Health Access Study Group recommended that the Division of Medical
Assistance (DMA) pursue an 1115 waiver. To limit the costs of the expansion, the
Study Group recommended that DMA develop a limited benefit package, enroll
Medicaid recipients into Community Care of North Carolina (CCNC), and offer
a premium assistance program. North Carolina may be able to show budget
neutrality by using program savings the state anticipates will come from expanding
CCNC to cover the elderly and disabled. In addition, the state can set a cap on
program expenditures or new eligibles under an 1115 waiver. Each of these issues is
discussed more fully below.

� Limited benefit packages: North Carolina can use an 1115 waiver to limit
the benefits covered to individuals enrolled in Medicaid. In 2006, the
NCIOM Task Force on Covering the Uninsured recommended that
North Carolina develop a limited benefit package which emphasizes
prevention, primary care, and chronic disease management (and which
provides limited coverage of inpatient and outpatient hospitalizations).i,j

The goal is to help provide the care needed to reduce the need for
hospitalizations. DMA should develop a lower cost benefit package,
similar to the one described, to offer to low-income adults, which would
limit the cost of program expansion.
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i North Carolina Institute of Medicine. Expanding Health Insurance Coverage to More North Carolinians.
North Carolina Task Force on Covering the Uninsured: April 2006, Durham, NC. April 2006.

j In 2006, Congress enacted the Deficit Reduction Act (DRA), which gave states the ability to limit the benefit
package for different groups of eligibles. (Deficit Reduction Act of 2005: Implications for Medicaid. Kaiser
Commission on Medicaid and the Uninsured. February 2006). However, the DRA does not allow states to
offer this more limited benefit package to groups of eligibles who were not already covered at the time that the
DRA was enacted. Thus, North Carolina may need a waiver in order to limit the benefit package.
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� Premium assistance programs: States have the option of using Medicaid
dollars to subsidize private health insurance coverage for Medicaid-eligible
individuals if it is cost-effective to the state.k Most states that operate
premium assistance programs use Medicaid funds to help subsidize the
employee share of employer-sponsored insurance (ESI). The state benefits
from the employer’s contributions towards the cost of the health insurance
premium, thus reducing the state’s Medicaid costs. Some states also
use Medicaid funds to help individuals purchase non-group coverage,
although it is harder to show that this is cost-effective to the state as
there are no employer contributions to non-group coverage.8

North Carolina does not currently operate a premium assistance program.
Because of the state’s restrictive Medicaid eligibility rules, few people
would qualify for both Medicaid coverage and ESI. Most states that have
implemented premium assistance programs have higher income eligibility
limits for adults. In these states, low-wage, full-time workers might be able
to qualify for Medicaid. Some of these workers may have access to ESI.
However, even then, most states have had limited enrollment, as many
low-income Medicaid eligibles work for small employers that do not offer
insurance.8,9

To address this issue, some states have combined premium assistance
programs with initiatives to expand health insurance coverage to small
employers. New Mexico and Oklahoma have pursued this approach. Both
states have developed private-public health insurance plans that are based
on their Medicaid managed care programs and have offered this coverage
to small employers. North Carolina could pursue a similar approach,
working with private insurers to offer a low cost insurance product provided
through the Community Care of North Carolina (CCNC) networks and
that focuses on prevention, primary care, and chronic disease management.
(CCNC is described more fully in Chapter 3.) These plans can be limited
to employers that have not previously offered health insurance. The state
could then use Medicaid funds for Medicaid recipients to help offset the
employees’ share of insurance premiums.

� Cost neutrality: As noted previously, one of the requirements of an 1115
waiver is to show budget neutrality to the federal government. That is,
the state must identify sufficient savings to offset any new federal costs
due to program expansion. In 2005, the North Carolina General Assembly
directed DMA to expand the CCNC chronic disease management system
to Medicaid recipients who are aged, blind, or disabled. CCNC has
started to enroll some of these recipients, but the program has not been
fully extended to all of the aged, blind, and disabled. If North Carolina
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k States may also use State Children’s Health Insurance Program (SCHIP) funding to create a premium
assistance program. States that operate SCHIP premium assistance programs can use SCHIP funds to
purchase family coverage, if cost effective to the state (i.e. the family share of family coverage is less than the
state would have spent on coverage for the child or children).
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pursues an 1115 waiver before the program is fully implemented, some
of the future program savings may be able to be used to demonstrate
cost neutrality to the federal government.

� Program caps: One of the other advantages of an 1115 waiver from the
state’s fiscal perspective is that it can cap numbers of eligibles or
expenditures for the new group of eligibles. This is particularly important
to the state during fiscal shortfalls, as the state has more limited revenues
to apply to program expansion.

Given the state’s current budget constraints due to the recession, the Health Access
Study Group recommended a phased-in expansion to low-income adults through
an 1115 waiver. The Health Access Study Group recommends:

Recommendation 5.3 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly should direct the Division of Medical Assistance
(DMA) to seek a Medicaid Section 1115 waiver to cover more low-income adults. The
waiver should be implemented in two phases.

a) The first phase should be to expand Medicaid coverage to low-income adults
with incomes below 100% of the federal poverty guidelines (FPG).

1) DMA should develop a limited benefit package that emphasizes prevention,
primary care, chronic disease management, a limited formulary, and
limited hospitalizations.

2) Adults covered under this initiative should be enrolled in Community
Care of North Carolina (CCNC).

3) DMA should seek to identify other state funds already being used to
provide services to this population that could be used as part of the state
match for this new Medicaid coverage.

b) The second phase should be to expand coverage to adults with incomes between
100%-200% FPG.

1) The adults covered through this waiver should receive the same benefit
package and be enrolled in CCNC.

2) DMA should develop a sliding scale for premiums and cost sharing for
this group. However, in no event can the combined premium or cost
sharing exceed 5% of the families gross income.

c) DMA should develop a premium assistance program to enable Medicaid-eligible
recipients to use Medicaid funds to pay for employer-sponsored insurance or
private non-group insurance purchased in the private market.
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d) In order to expand the availability of coverage in the small group market, DMA
should work with North Carolina Community Care Network, Inc. and private
insurers to explore the potential for a lower cost insurance product for small
employers that do not offer insurance, utilizing the CCNC network. Medicaid-
eligible recipients who work for employers who enroll in this lower-cost public-
private partnership plan shall also be eligible for premium assistance. The
product may include the following features:

1) Connecting all enrollees with a medical home;

2) A more limited benefit package, emphasizing prevention, primary care,
and chronic disease management;

3) Ensuring that enrollees with chronic diseases or complex health problems
have access to care management and disease management through CCNC
networks;

4) An emphasis on wellness, health promotion, and personal responsibility;

5) Provider reimbursement for low-income populations with incomes
<200% FPG at lower levels than commercial rates;

6) A requirement that small employers that purchase health insurance
coverage through this public-private partnership also offer Section 125
plans.l

The Health Access Study Group also recommended that the state explore a more
limited 1115 Medicaid waiver for women who have had a prior high-risk birth.
North Carolina has one of the highest infantmortality rates in the country, ranking
45th in the nation in 2005.10 This is due, in part, to the number of children who are
born preterm. Infants born before their 34th week have a much higher likelihood
of being low or very low-birthweight (less than 1500 grams for very low-birthweight),
and being born with congenital abnormalities. In 2005, among North Carolina
Medicaid births there were 2,140 infants born prematurely (under 34 weeks),
1,217 infants born who were very low birthweight (under 1500 grams), and 1,622
infants born with congenital abnormalities. There were also 263 neonatal infant
deaths. In total, there were 3,523 unduplicated high-risk births.

Having a prior preterm birth is one of the strongest predictors of preterm birth.11

That is because many of the factors contributing to preterm birth, such as chronic
illnesses or poor health status, continue after the delivery. North Carolina already
has an 1115 family planning waiver that provides family planning services to
women with incomes up to 185% FPG.m Under the terms of the federal waiver, the
state can only cover family planning services and very limited treatment of sexually
transmitted diseases. TheMedicaid family planning waiver cannot be expanded to
provide more comprehensive coverage to women to help them manage chronic

l Section 125 plans are described more fully in Chapter 6.
m The family planning waiver provides family planning services to men between the ages of 19 and 60 and women

between the ages of 19 and 55 with incomes below 185% FPG. There is no resource test for this program.
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illnesses so that they can be healthy for a subsequent birth. Women who have had
a high-risk pregnancy should be provided interconceptional care that includes, at
a minimum, treatment of chronic illnesses (such as diabetes or substance abuse),
infections, depression, genetic testing, and counseling for diet.12

Medicaid pays anywhere from eight to 15 times more for a high-risk birth than for
a normal birth. (See Table 5.2.) The state can reduce the number of high-risk
births by improving the interconceptional care of themother. Dunlop et al. conducted
a study to determine whether providing interconceptional care to women who
had a prior preterm birth would improve subsequent birth outcomes.13 Study
participants were provided medical, dental, and supportive services for two years
following their initial delivery. Dunlop found that the women who did not receive
the interconceptional care (control group) had 3.5 times as many adverse
pregnancy outcomes and 2.6 times as many repeat high-risk pregnancies as the
women who were offered comprehensive services.

If North Carolina is not able to expand Medicaid coverage to all low-income
adults, the Health Access Study Group recommends a more limited expansion to
women who have had a high-risk pregnancy in the prior two years. In order to
improve birth outcomes, North Carolina should develop an 1115 waiver to provide
interconceptional care for up to two years for all Medicaid-eligible women with
incomes up to 185% FPG who have a high-risk birth. Therefore, the Health
Access Study Group recommends:
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Table 5.2
Medicaid Pays 8-15 Times More for High-Risk Births than for Normal Births
(365 days, 2005)

Birth with Risk Factor Normal Birth without
Risk Factor

Risk Factor Number Average Number Average
Medicaid cost Medicaid cost
first year of life first year of life

Preterm Birth (less than
34 weeks) 2,140 $44,738.41 47,241 $4,065.00

Very Low Birth Weight
(<1500 grams) 1,217 $63,877.32 48,164 $4,360.85

Congenital Abnormality 1,622 $34,713.15 47,759 $4,846.63

Neonatal Infant Death
(within 28 days of birth) 263 $16,581.19 49,118 $5,770.06

Total At-risk Birth 3,523 $36.976.61 45,858 $3,434.65

Source: Ross DC, Horn A, and Marks C; Kaiser Commission on Medicaid and the Uninsured.
Health Coverage for Children and Families in Medicaid and SCHIP: State Efforts Face New
Hurdles. http://kff.org/medicaid/upload/7740_ES.pdf. Accessed January 5, 2009. Based on a
family of three in 2008.
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Recommendation 5.4 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly should direct the Division of Medical Assistance
(DMA) to seek a Medicaid Section 1115 waiver or implement other Medicaid options to
provide interconceptional coverage to low-income women with incomes below 185% of
the federal poverty guidelines who have had a high-risk birth. (For purposes of this
recommendation, high-risk births are those with infants weighing less than 1500 grams,
born less than 34 weeks gestation, born with a congenital anomaly, and/or who has
died in the neonatal period (first 28 days of life) within the past two years).

a) Interconceptional care should be limited to two years following the birth, or until
the subsequent birth, whichever occurs sooner.

b) DMA should develop a benefit package to improve interconceptional care in
order to decrease poor birth outcomes in subsequent pregnancies.

c) DMA should explore whether the cost savings from improved health outcomes
will offset the cost of providing Medicaid coverage to this targeted population.

Subsidizing the Costs Of Coverage in
the High-Risk Pool
In 2007, the North Carolina General Assembly enacted legislation to create the
North Carolina Health Insurance Risk Pool (now known as Inclusive Health).n

The risk pool provides coverage to individuals who cannot obtain affordable health
insurance coverage in the non-group (individual) market because they have a
pre-existing medical condition. Benefits are similar to those available in the
non-group market, and have annual deductibles starting at $1,000 and a lifetime
maximum of $1,000,000. Premiums are set at 175% of the average premium that
a person with a standard health risk would pay for similar coverage. Premiums
vary by age, gender, and smoker status.

Under the legislation, the Pool’s board is required to review methods for providing
a premium subsidy on a sliding scale basis for individuals with incomes up to
300% FPG.o North Carolina is one of 35 states with a health insurance risk pool.
Fourteen of these states provide additional subsidies to help low-income individuals
pay for the high-risk pool premium.14 State pools with low-income subsidies tend
to have higher penetration than those without a low-income subsidy. On average,
pools with low-income subsidies cover roughly 0.2% of the state’s total population
and 1.5% of the state’s uninsured, compared to less than 0.1% of the population
and 0.4% of the uninsured in states with no low-income subsidies.

Low-Income Adults Chapter 5

n NCGS §58-50-180.
o NCGS §58-50-255.



74 North Carolina Institute of Medicine

Premium subsidies in most states provide limited discounts to low-income
individuals. The goal is to helpmake premiums affordable, but to keep the premiums
above the standard rate so that the subsidized product does not compete with the
private insurance market. Leif and Associates, the actuaries for Inclusive Health,
estimated that it would cost $1 million for every 500 low-income people enrolling
in the high-risk pool.p,15 Leif and Associates assumed that the high-risk pool will
cover approximately 9,000 people once fully implemented without a premium
subsidy. If North Carolina’s experience is similar to other states, we might expect
an additional 9,000 people to be covered with a premium subsidy. The total annual
cost for this premium subsidy would be $18 million/year.

Recommendation 5.5
The North Carolina General Assembly should revise North Carolina General Statute
§58-50-180(d) to clarify that the North Carolina Health Insurance Risk Pool has the
legal authority to offer premium subsidies.

a) The North Carolina General Assembly should appropriate $18 million in recurring
funds to help subsidize, on a sliding-scale basis, the Pool premium for low-income
persons with incomes below 300% of the federal poverty guidelines.

b) The Pool should pursue sources of funding for premium subsidies, including
but not limited to philanthropic foundations, to supplement any state funds
appropriated for that purpose.

Chapter 5 Low-Income Adults

p Leif and Associates assumed a 43% premium subsidy for individuals with incomes between below 200% FPG,
and a 20% subsidy for people with incomes between 200%-300% FPG. This would reduce the premiums to
100% of the standard risk for the lower income individuals, and 140% of the standard risk for people with
incomes between 200%-300% FPG. The estimate assumes an equal number of participants from each of the
two income categories.
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Since 1999-2000,

the number of

uninsured workers

in firms with fewer

than 25 employees
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38%, from 244,000

to 337,000.

Most uninsured adults have some connection to the workforce. More
than half ofNorthCarolina’s uninsured adults (ages 19–64) are full-time
workers and nearly three-quarters are in a family with at least one

full-timeworker.a Uninsuredworkers are disproportionately employed by small firms.
Although they comprise about one-quarter of all full-time workers, employees of
small firms comprise nearly half of North Carolina’s uninsured full-time workers.
(See Figure 6.1.) Nearly one-third of workers in firms with fewer than 25 employees
are uninsured, compared to fewer than 10% of employees in firms with more than
1,000 employees.

Small firms are much less likely to offer health insurance to their workers than
larger firms. In North Carolina, more than 98% of full-time employees working
in firms with more than 50 employees are offered employer-sponsored insurance,
compared to less than 50% of those in firms with fewer than 10 employees. (See
Figure 6.2.)

Since 1999-2000, the number of uninsured workers in firms with fewer than 25
employees has increased by 38%, from 244,000 to 337,000. At the same time, the
number of uninsured workers in firms with greater than 1,000 employees has
decreased four percent from 123,000 to 118,000. (See Figure 6.3.)

Small Employers Chapter 6

a Unless otherwise noted, all data on the uninsured are based on North Carolina Institute of Medicine analysis of
the Current Population Survey’s Annual Social and Economic Supplement, published by the US Census Bureau.

Figure 6.1
Employees of Small Firms Comprise Nearly Half of North Carolina’s
Uninsured, Full-Time Workers

Source: North Carolina Institute of Medicine. Analysis of the US Census Bureau, Current
Population Survey’s Annual Social and Economic Supplement, 2006-2007.
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Among firms with fewer than 50 employees, the percent who offer health insurance
to their employees is lower in North Carolina (62%) than nationally (68%). This
lower rate of offer is offset somewhat by a higher percent of employees who are
eligible for employer-sponsored health insurance who actually enroll.1 (See Table
6.1.) Only 20% of employees who are eligible for coverage do not enroll, and many
of the employees who decline may be covered by other sources (such as their
spouse). Roughly 40% of those who work full-time for a small employer and who

Chapter 6 Small Employers
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Figure 6.2
Small Firms are Less Likely to Offer Health Insurance to Full-Time Employees

Source: North Carolina Institute of Medicine. Analysis of the US Census Bureau, Current
Population Survey’s Annual Social and Economic Supplement, 2006-2007.

Figure 6.3
Number of Uninsured, Full-Time Workers in Firms with Less than
25 Employees has Increased

Source: North Carolina Institute of Medicine. Analysis of the US Census Bureau, Current
Population Survey’s Annual Social and Economic Supplement, 2006-2007.
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have employer-sponsored insurance (ESI) are covered under someone else’s plan
(i.e. as a dependent). Notably, employees without ESI are more than three times
as likely (38% to 11%) to be employed in a firm that does not offer insurance as
they are to have declined the coverage—that is, the employer’s decision whether to
offer is more often the barrier to ESI coverage than the employee’s decision
whether to enroll.

The primary reason for the difference in offer rates between small and large firms
is that small employers face higher premium costs than their counterparts in the
large groupmarket. The average premium for small (<50 employees)North Carolina
firms in 2005-2006 was $4,151, which was $313 higher than the average premium
for firms with 50 or more employees ($3,838).1 These higher premiums are a result
of many factors including:2

� Higher administrative loads: Administration costs are 25% of the base
premium, on average, for small groups compared to 8%-9% for large groups.

� More volatile risk: A single high cost event can adversely impact on the
premiums charged to small groups, as smaller groups have less ability to
pool the high costs among a large number of employees. While North
Carolina laws somewhat mitigate the amount by which premiums can be
adjusted due to the health claims of the group members, small group
coverage is still more expensive than for larger groups for comparable
coverage.b

� Higher risk of adverse selection: As costs increase, fewer healthy individuals
will choose to enroll, further increasing the cost to those who remain in
the group.

Small Employers Chapter 6

b North Carolina small group laws require insurers to use a community rate for all the small groups they cover
as the starting point in setting rates. Insurers can then vary the rates charged for any specific employer based
on the age and sex of the employees and geographic location. Insurers can also adjust rates up or down by
25%, based on the claims experience of the specific group.

Table 6.1
Own-Employer Coverage Status for Full-Time Workers at Establishments
with Fewer than 50 Employees

North Carolina United States

Firm Does Not Offer 38% 32%

Employee Ineligible 4% 7%

Employee Eligible but Declines 11% 13%

Employee Eligible and Enrolled 47% 48%

TOTAL 100% 100%

Source: Estimates derived from Various Tables, Medical Expenditure Panel Survey Insurance
Component, 2005-2006. Office of the Assistant Secretary for Planning and Evaluation,
Department of Health and Human Services. Medical Expenditures Panel Survey, 2005-2006.
http://www.meps.ahrq.gov/mepsweb/. Accessed December 21, 2008
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In addition to facing higher premiums, small employers tend to be more sensitive
to costs than larger employers. Research has shown that for every 10% increase in
premiums, the probability that a business will offer insurance coverage to its
employees is reduced by seven percentage points for firms with less than 100
employees and two percentage points for firms with between 100 and 1,000
employees. Large firms, with greater than 1,000 employees, have very little sensitivity
to premium costs.3

The Health Access Study Group evaluated several strategies for decreasing the
number of low-income uninsured workers in small firms. These strategies include
the premium assistance programs discussed in Chapter 5, as well as other strategies
discussed below. These additional strategies include using Section 125 plans to
lower the cost of insurance to workers in small firms, eliminating groups of one
from the small groupmarket, and using public subsidies to lower the cost of health
insurance for small employers.

Section 125 Plans
One advantage of enrolling in employer-sponsored insurance (ESI) is an employee’s
ability to exclude health insurance premiums from his or her taxable wage base. In
order to be eligible for this favorable tax treatment, the employer must establish a
Section 125 (§125), or cafeteria plan. Under these plans, an employee’s portion
of health insurance premiums are sheltered from federal income taxes, Social
Security and Medicare payroll taxes (FICA), and North Carolina state income
taxes. Section 125 plans also reduce the FICA tax liability of the employer even if the
employer does not contribute to the premium cost. (See Table 6.2 for an example
of the tax benefits of a §125plan.) The primary benefit of a §125 plan is having
the premium payments excluded from federal income tax. As such, the program
has a larger benefit for those in higher income brackets.

In addition to providing a tax shelter for employee payments towards group employer
coverage, §125 plans can also be used to shelter employee payments towards
individual health insurance that meet certain requirements and Consolidated
Omnibus Budget Reconciliation Act (COBRA) coverage from a former employer.4

Section 125 plans that are used only to shelter employee health premiums are
called premium-only plans. Table 6.2 provides an example of tax savings under a
premium-only plan. Note that the actual amount of savings will depend on the
family’s income and tax filing status, as well as the health insurance premium
amount. The employer also benefits from establishing a §125 plan, regardless of
whether the employer pays for part of the premium price. If an employee uses a
§125 plan to purchase insurance in the private market, his or her taxable income
will be reduced, thereby reducing the employer’s share of the FICA taxes. The
decrease in FICA taxes may be sufficient to offset any costs an employer incurs in
establishing the §125 plan.
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Nationally, 92% of
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Section 125 plans are not available to self-employed individuals or the unemployed.
Small firms offering insurance are less likely to have §125 plans than larger
employers. Nationally, 92% of employees in firms with 100 or more workers
offering health coverage have a §125 plan, compared to only 35% of employees in
firms with 2-9 workers and 50% of employees in firms with 10-24 workers.5 In
addition to lowering the cost of health insurance to an employee, the use of §125
plans can also help lower the cost of state subsidy programs (such as that proposed
by the Study Group in Chapter 5), by reducing the net cost of the insurance
premium that needs to be subsidized.4

There are several approaches states have taken to increase the number of employers
offering §125 plans. Some states have mandated that certain employers offer §125
plans to employees with certain characteristics (e.g. employees who purchase non-
group coverage). Other states havemandated that firms with certain characteristics
(e.g. firms with at least 10 employees) provide a §125 plan, and some states
require employers who participate in a specific state program to offer a §125 plan
(e.g. a state-subsidized program or health insurance exchange).4

Study groupmembers did not believe that requiring §125 plans to be offered would
reduce premium prices sufficiently to enable many uninsured workers to purchase
coverage in the non-group market without an employer contribution. In addition,
there were some questions raised about whether health plans offered in the non-
groupmarket wouldmeet the requirements for a §125 eligible health plan.c However,

Small Employers Chapter 6

c The state non-group laws must comport with the federal Health Insurance Portability and Accountability Act
preventing discrimination based on health status to be able to use a §125 plan to shelter premiums from
federal and state income taxes. (Butler PA; California HealthCare Foundation. Employer Cafeteria Plans:
states’ legal and policy issues. http://www.chcf.org/documents/insurance/EmployerCafeteriaPlans.pdf.
Accessed January 20, 2009.)

Table 6.2
Sample Tax Savings from Section 125 Tax Sheltering

Monthly Annually
Employee premium (before tax savings) $250 $3,000

Tax savings through Section 125 plan:

� Federal income tax @15% $38 $450

� FICA tax @ 7.65% $19 $230

� State income tax @6% $15 $180

Total employee tax savings $72 $860

Net cost of coverage after tax savings $178 $2,140

Percentage savings 29% 29%

Employer savings (from reduction in FICA) $19 $239
Source: Calculations by the North Carolina Institute of Medicine. Data from: Neuschler E.
Section 125 (“cafeteria”) plans. Presented to: the North Carolina Institute of Medicine Health
Access Study Group; December 10, 2008; Morrisville, NC.
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the Study Group did not need to resolve this issue, as members did not think that
the tax subsidy would be enough to enable the uninsured to purchase coverage in
the non-group market.

Although the Study Group did not recommend that all employers be required to
offer §125 plans, the group did recommend that small employers that purchase
the public-private partnership Community Care of North Carolina-based plan,
described in Chapter 5, be required to offer a §125 plan. This will help reduce
the costs of the premium assistance to the state. (Please refer to Chapter 5,
Recommendation 5.3 for recommendation regarding §125 plans).

Small Group Reform
In the 1990s, small group health reform laws were enacted by the North Carolina
General Assembly to help stabilize the small group market. These reforms apply to
self-employed groups of one as well as small businesses with 50 or fewer employees.d

The reforms include a requirement that insurance carriers provide insurance to
small groups on a guaranteed issue basis, meaning that insurance carriers cannot
deny coverage to any small groups or individuals within those groups due to health
status. In addition, the reforms required that insurance carriers calculate premiums
for small groups using an adjusted-community rating methodology. Under this
methodology, small group premiums can vary based on the group’s age, gender,
industry, family composition, and geographic mix. Health status can be taken into
account only on a whole group basis and only by a limited amount; specifically,
rates for a small group cannot vary by more than 25% from groups with identical
age, gender, industry, family composition, and geographic mix.e By limiting the
variance in premiums due to health status, the reforms effectively shift costs from
the unhealthy to the healthy groups. In other words, there is a cap on how much
insurers can charge unhealthy groups, the cost of which is shifted to the healthier
groups. This shift can induce healthier groups to drop coverage which results in
an increase in average medical expenditures (and thus premiums) across the small
group market.

In contrast to the small group market, there is no guaranteed issue requirement in
the individual insurance market, and carriers can base individual premiums on the
health status of those individuals applying for coverage. Because of the difference
in these two insurance markets, insurance premiums for healthy individuals may
be lower in the individual market than in the small group market. This creates a
problem for the self-employed groups of one, who can choose between coverage in
these two insurance markets. If the healthy groups of one enroll in the individual
market, that leaves the sicker groups of one in the small groupmarket, which drives
up the premiums in that market.

Though we would expect the elimination of groups of one from the small group
market to decrease the premiums in that market, the true impact of this type of
change is unknown. Additionally, the current groups of one in the small group
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d NCGS 58-50-110.
e NCGS 50-58-125.
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market would likely face higher premiums in the individualmarket whichmay cause
them to go without insurance. Another potential consequence is that some of these
individuals may qualify for and enroll in Inclusive Health, the state’s high-risk pool,
which could drive up costs for that program in ways that were not anticipated in
its creation. Given these uncertainties, the Health Access StudyGroup recommends:

Recommendation 6.1
The North Carolina Department of Insurance should obtain from insurers the necessary
data to study how changing the existing small group rating laws to eliminate self-employed
groups of one impacts small group rates. The Department of Insurance should use the
data to study:

a) The impact of changes on the cost of insurance for small groups of size 2-50, for
those who, under current small group law, qualify as self-employed groups of
one, and for enrollees of the high-risk pool.

b) The impact on the total number of covered lives in the small group market and
the high-risk pool.

Employer/Employee Subsidies
Another approach to increasing the number of employers who offer health insurance
to their employees is to provide subsidies to employers or employees. These subsidies
could take several forms including tax credits, premium assistance, and reinsurance.

Tax Credits
North Carolina has a tax credit for businesses that employ 25 or fewer employees
and pay at least 50% of the cost of a health plan that meets or exceeds the basic
provisions of the basic health care plan recommended by the Small Employer Carrier
Committee. The tax credit is equal to $250 per year for each employee whose total
annual wages are $40,000 or less.f A survey of 5,000 small businesses in North
Carolina found that 63% of businesses were not aware of the tax credit, and that
the credit would need to be increased to roughly $1,000 to induce them to offer
health insurance.6 Note that the tax credits are not targeted exclusively to firms
that previously had not offered insurance, so some of the tax credits are being used
to support firms that previously provided health insurance to their employees.

Other states have also tried to use tax credits to encourage small businesses to
offer insurance. Montana, for example, provides refundable tax credits to small
employers (2-9 employees) with employees earning $75,000 or less per year
(excluding the owner) who already provide health insurance coverage to their
employees. The tax credits are $100 per month for each of the employee and
spouse portions of the premiums and $40 per month for the dependent portion.
The tax credit is $125 per month for groups with an average age of 45 or higher.
The credit cannot exceed 50% of the premiums paid. Small employers who have

Small Employers Chapter 6

f NCGS 105-129.16E.
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not offered health insurance in 24months are eligible to participate in a subsidized
insurance pool. This program is also available on a first-come, first-serve basis.
The program is funded through a $1 increase in the cigarette tax. Approximately
40% of the funding is used for tax credits (groups previously insured) and 60% is
used for the subsidized pool (groups previously not offering insurance).7

Premium Assistance
Premium assistance programs provide a direct subsidy for the cost of employer-
sponsored health insurance. They can be targeted to the employer or the employee
and can target those who were previously uninsured. Federal Medicaid and State
Children’sHealth Insurance Programmatching funds can be used for these programs.
Premium assistance programs are described in more detail in Chapter 5.

Reinsurance
Reinsurance is used to lower premiums in the small group market by eliminating
some of the volatility related to high-cost individuals. These programs work by
effectively providing insurance to insurance carriers by compensating for a portion
of the cost of high-cost individuals. Public reinsurance programs work to lower
premium costs in the small group market, inducing more employers to join and
eliminating some of the adverse selection which occurs when healthy groups and
individuals opt-out of the program because it is too expensive.

Healthy NY serves as a model for states looking to implement a reinsurance
program. Healthy NY is a state-subsidized reinsurance program that reimburses
private health plans for 90% of health insurance claims between $5,000 and
$75,000 for eligible individuals and groups.8 Employers are eligible if they meet the
following requirements:

� They have fewer than 50 employees, 30% of whom earn less than a
threshold which is indexed annually ($36,500 in 2007);

� They contribute at least 50% of the premium cost;

� At least 50% of eligible employees participate in the program; and

� They have not offered health insurance to their employees in the last 12
months.

Sole proprietors and other working individuals with incomes under 250% of the
federal poverty guidelines are also eligible to participate if they have not had health
insurance in the last 12 months. A standard benefit plan, with an optional drug
benefit, is available through private insurers. All premiums for the program are
community rated and have no adjustments. Healthy NY had nearly 150,000
members in 2007, 31% of which were employees of small firms.8

In the 2005-2006 Session of the North Carolina General Assembly, Senator Kerr
introduced a bill that would have created “Healthy NC,” a program modeled on
Healthy NY. Under the proposed program, the state would reimburse health plans
for 90% of the cost of enrollees with annual health care costs between $15,000
and $75,000, with the expectation that health care premiums would decrease by

Chapter 6 Small Employers

Premium assistance

programs provide a

direct subsidy

for the cost of

employer-sponsored

health insurance.

They can be

targeted to the

employer or

employee and

can target those

who were

previously

uninsured.



85Expanding Access to Health Care in North Carolina: A Report of the NCIOM Health Access Study Group

30%. The program targeted working, uninsured adults and their dependents. Small
employers could have participated if they had 25 or fewer employees, 30% of
whom earned $12 per hour or less. In addition, the employer could not have
offered health insurance in the past 12 months, 75% of employees must have
participated, and the employer must have contributed at least 50% of the premium.
Self-employed and other employed individuals were also eligible for the program
if their family incomes were at or less than 250% FPG, they did not have insurance
for the past 12months, and they were not currently eligible for employer subsidized
health insurance. The program would have used a standard benefit design offered
through multiple private insurers. Premiums would have been the same for both
the small group and individual participants and would have been calculated in a
fashion similar to that used in the current small groupmarket (as described in the
Small Group Reform section).

The actuarial firm Milliman provided actuarial projections of the proposed plan,
indicating that the program would not have been feasible in North Carolina under
the market conditions existing then. Specifically, the projections indicated that
the different rating structures across the individual and Healthy NC markets
would lead to severe adverse selection, resulting in premium increases.9 In other
words, Milliman estimated that small group premiums under the Healthy NC
program would increase rather than decrease, because the program would attract
unhealthy individuals who could get insurance on the individual market only at
very high premium costs. As a result, there would be no small employer participants
in the program because they could get lower premiums in the regular small group
market. The total cost of this program was projected to be $12.3 million for an
estimated 5,100 individual enrollees.

Based of this result, Milliman also estimated the impact of limiting reinsurance to
the small group market. Under this scenario, reinsurance would have reduced
small group premiums by 17-19%. The total program cost in 2012 was projected to
be $11.3 million for an estimated 8,600 enrollees, which exceeded the reinsurance
subsidy provided by the state. This would occur because premiums in the individual
market are experience rated in North Carolina, whereas the Healthy NC program
premiums would combine a portion of the individual and small group market
using adjusted-community rating.

One key element driving the higher costs in the Milliman study was the lack of a
state high-risk pool. Effectively, Healthy NC would have operated as the state’s
high-risk pool and covered unhealthy individuals. With North Carolina’s operation
of the high-risk pool beginning January 2009, the environment is different than
that at the time of the Milliman study. Nevertheless, the Study Group was more
interested in premium assistance programs than in reinsurance programs for one
simple reason: premium assistance programs can target low-wage individuals more
effectively than reinsurance programs.

One focus of the Study Group was defining the wage below which full-time workers
should receive subsidies. To help guide the recommendations, the Study Group
considered the evidence of the relationship between wage and insurance coverage.

Small Employers Chapter 6
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Figure 6.4 plots the percent uninsured against hourly wage. Seventeen dollars
appears to be a point at which the rate of uninsurance stabilizes. Thus, $17 was
the recommended ceiling for subsidies, which translates roughly to $35,000/year
for a full-time employee.

The Health Access Study Group recommends:

Recommendation 6.2
a) The North Carolina General Assembly should provide tax subsidies or otherwise

subsidize the cost of health insurance premiums for small employers. The subsidy
may mirror the following example, but successful programs in other states
should be reviewed to determine the appropriate levels of subsidy, income level,
and employee participation to ensure that most employers and employees
participate in purchasing health insurance.

b) Funding should be targeted to small employers with 15 or fewer eligible employees,
at least 30% of whom are low-wage workers earning $35,000 or less per year.
The North Carolina General Assembly should provide subsidies that will reduce
total premiums by 30% for the low-wage workers. To qualify for a subsidy:

1) Small employers that have not previously offered health insurance coverage
must pay at least 50% of the costs of employee coverage and enroll at
least 75% of eligible employees who do not have other creditable coverage.

2) Small employers that currently offer health insurance coverage must pay
at least 50% of the cost of employee coverage, and enroll 90% of eligible
employees who do not have other creditable coverage.

Chapter 6 Small Employers

Figure 6.4
Seventeen Dollars an Hour is the Approximate Hourly Wage at Which
Insurance Coverage Levels Off for Full-Time Workers at Small Firms

Source: North Carolina Institute of Medicine. Analysis of the US Census Bureau, Current
Population Survey’s Annual Social and Economic Supplement, 2005-2007, full-time workers in
small firms (<25 employees).
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3) Health plans must include medical management of resources to reduce
cost escalation.

As an illustration of one way this might be designed, consider the following
example. (See Table 6.4.) The pre-subsidy column includes current (2005-2006)
premium values for small firms (<50 employees). The employer pays, on average,
$3,083 per covered employee per year and the employee pays $700 for a total
premium of $3,783. If the 30% subsidy were enacted, the amounts paid per high-
wage (above $35,000 per year) employee remain the same. For low-wage employees,
the government subsidizes 30% of the total premium, or $1,135. There are a number
of possible ways to apportion the subsidy between the employer and employee,
illustrated by Options 1, 2, and 3. Option 1 demonstrates the allocation if the
subsidy were applied against the employer share. The employee receives no decrease
in premium, but the average employer share (assuming 50% of employees qualify)
decreases by 18%. Option 2 applies the 30% subsidy proportionally between the
employee and the employer; each receives a 30% discount. Here, the low-wage
employee receives a 30% decrease and the average employer contribution falls by
15%. Finally, Option 3 allocates as much as possible towards the employee, and
the employee pays $0. The employer receives a 7% average decrease.

There are many other options not illustrated here, including an employer making
the minimum contribution outlined by the recommendation ($3,783 * 50% =
$1,892), leaving the low-wage employee with $757. Furthermore, these values are
only an illustration and premiums may be much larger than those used here.
Different firms may choose different allocation options. Firms that have not
previously offered may find Option 1 most appealing; firms that have had trouble
meeting the minimum participation may find Option 3most effective at enrolling
low-wage employees.

Small Employers Chapter 6

Table 6.4
State Subsidies Can be Effective at Reducing Premiums for Employers and
Employees

Pre-subsidy With subsidy
Option 1 Option 2 Option 3

Worker All High-wage Low-wage Low-wage Low-wage

Employer (ER) share $3,083 $3,083 $1,948 $2,158 $2,648

Employee (EE) share $700 $700 $700 $490 $0

Government $1,135 $1,135 $1,135

Total $3,783 $3,783 $3,783 $3,783 $3,783

Min EE share (% of annual income) 2.0% 1.4% 0.0%

Average ER share 2516 2621 2866

(Percent reduction) 18% 15% 7%
Source: North Carolina Institute of Medicine. Analysis of Agency for Healthcare Research and
Quality, Medical Expenditure Panel Survey, 2005 and 2006. Two-year weighted averages.
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People who are uninsured have greater difficulties obtaining needed health
care services than individuals with insurance. As noted in Chapter 2,
multiple studies have shown the adverse health consequences of being

uninsured.1-3 In comparison to people with health insurance coverage, the uninsured
are less likely to receive clinical preventive services or care for their ongoing chronic
illnesses. They are more likely to delay seeking care because of the costs, and therefore,
are more likely to be diagnosed with severe health problems such as late stage
cancer. They are also more likely to be hospitalized for preventable health problems.
As a result, the uninsured are 25% more likely to die prematurely than those with
health insurance.1

Access barriers have been growing in North Carolina over the last five years. The
percentage of people who reported that they could not see a doctor when they
needed to because of costs increased from 12% (2000) to 17.1% (2007). Further,
the uninsured are far more likely to report this problem. In 2007, 47% of the
uninsured reported that they could not see a physician because of cost, compared
to approximately 10% of people with insurance coverage.4,5 Although the lack of
health insurance creates obstacles, it does not prevent the uninsured from receiving
any care.

North Carolina Safety Net Organizations
There are numerous safety net health care organizations across the state with a
legal obligation or mission to provide care to the uninsured. Hospitals are the
largest provider of care to the uninsured. Under the federal Emergency Medical
Treatment and Active Labor Act (EMTALA), hospitals are required to screen and
stabilize anyone who presents in the emergency department, regardless of ability
to pay. However, emergency departments are not the appropriate place to provide
routine or non-urgent care. This care would be better provided in an outpatient
primary care setting.

There are other safety net organizations that are organized to provide free or reduced
cost preventive, primary, and acute care, as well as chronic disease management
to the uninsured.6 These organizations include:

� Federally qualified health centers (FQHCs): FQHCs, which include
community and migrant health centers, as well as health care for homeless
programs, are the most comprehensive of the primary care providers for
the uninsured. In 2007, there were 26 FQHCs in North Carolina with 125
different delivery sites, providing care to 194,845 uninsured individuals.
FQHCs provide care to the uninsured on a sliding fee-scale basis. FQHCs
receive some federal funds to help offset some of the costs to the uninsured,
but the federal funds only cover, on average, about 32% of operating
costs. All of the FQHCs provide comprehensive primary care services and
other medical and non-medical services to help people access care (such
as transportation and translation). Most also offer dental and pharmacy
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a Federally qualified health center (FQHC) look-alikes receive some other benefits provided to FQHCs, including
access to low-cost medications and higher reimbursement from Medicaid and Medicare. Sometimes new
organizations attempting to obtain FQHC status first apply to be a FQHC look-alike before converting to
FQHC status.

b Blue Cross Blue Shield Association of North Carolina has provided a $10 million grant to the North Carolina
Association of Free Clinics over 5 years to expand and support free clinics (2008-2013). On average, each free
clinic receives approximately $30,000, which is not enough to support one-full time administrative staff.
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services. FQHCs offer their patients the continuity of care, comprehensive
array of services, and high quality expected of a medical home. In addition
to the 26 FQHCs, there are 2 FQHC-look-a-likes that operate similarly to
FQHCs but do not receive federal operating funds.a

� State-funded rural health centers: State-funded rural health centers are
community-owned primary care practices that receive some financial
support from the North Carolina Office of Rural Health and Community
Care to help offset the cost of care to the uninsured. State-funded rural
health centers earn operational support through the Medical Access Plan,
a sliding scale program for uninsured patients with incomes below 200%
of the federal poverty guidelines (FPG). In SFY 2008, there were 28 state
funded rural health centers that received $2.6 million in state funding,
of which $1.7 million was for direct indigent care. These centers provided
care to 5,400 uninsured people in 2008. All of these centers are located
in underserved rural areas.

� Public health departments: Public health departments generally offer
more limited clinical services that focus on prevention and communicable
disease control. However, 36 (42%) of the 85 health departments provide
primary care to adults, and 51 (60%) provide primary care to children.
In addition, 44 health departments offer dental services. Public health
departments do not receive any specific state or federal funding to offset
the costs of providing comprehensive primary care to the uninsured,
but they do receive federal, state, or local funding to pay for the costs of
preventive services.

� Free clinics: Free clinics generally provide more limited primary care and
preventive services and have more limited hours of operation than regular
clinics. There were 77 free clinics in different communities across the
state in 2007, serving approximately 71,973 uninsured patients. Services
are provided for free to low-income, uninsured individuals. Free clinics
are generally supported through private donations and community fund
raising. They rely on the donated effort of local providers as well as
services and supplies donated by the community. Blue Cross Blue Shield
Association of North Carolina supports free clinics, but the funding is
not sufficient to meet the ongoing operational costs of any of the free
clinics.b

Chapter 7 Health Care Safety Net
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� Other nonprofit safety net organizations: There are several other types of
safety net providers that offer some preventive, primary, acute, or
chronic care services to the uninsured. Some of these organizations are
unique to specific communities; others are outpatient clinics operated by
hospitals. In 2007, there were 53 school-based or school-linked health
clinics providing services to students and/or families.

Existing public and private funding is insufficient to meet the needs of the growing
number of uninsured. Some safety net organizations are having more difficulty
than others remaining financially viable given their patient mix. For example, low-
income, uninsured patients comprise an average of 51% of the patient population
for community health centers. In some centers, more than 80% of the patient
population is low-income uninsured. Those organizations serving a larger proportion
of uninsured are doing so without commensurate financial support.

Private physicians also provide care to the uninsured. However, on the national
level, the number of physicians who reported providing charity care has declined.
Between 1997-2005, the percentage of physicians who reported providing charity
care declined from 76% to 68.2%.7 While North Carolina data are not available,
there are some positive indications that North Carolina physicians are still
committed to providing charity care. Many volunteer through free clinics or at
other safety net organizations. Others provide care directly to the uninsured
through their offices. Physicians who are part of medical school faculty often
provide care to the uninsured in their teaching clinics. In addition, some private
physicians have a contractual commitment to provide care to the uninsured in
their practices. For example, the North Carolina Medical Society Foundation
(NCMSF) operates the Community Practitioner Program (CPP). The CPP offers
loan repayment to physicians, physician assistants, and nurse practitioners in
return for a commitment to practice in underserved areas. As part of their
commitment, community practitioners must also agree to treat uninsured
patients on a sliding scale basis. The CPP is currently supporting 83 practitioners.
Data are not currently available on the numbers of uninsured they are treating.c

In addition to the safety net organizations and private providers who offer preventive,
primary care, and chronic care management, there are other organizations that
offer more specialized services to the uninsured.

� Medication Assistance Programs: The Health and Wellness Trust Fund
(HWTF) has given grants to establish medication assistance programs
that help low-income, uninsured people apply for free medications
through pharmaceutical assistance programs. The Health and Wellness
Trust Fund is currently supporting 53 Medication Assistance Programs
(MAP). In SFY 2008, these organizations helped 27,418 patients obtain
more than $27 million in free medications. Since the inception of the
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c The Community Practitioner Program (CPP) is in the process of collecting data on the numbers of uninsured
seen by CPP practitioners, but data are not yet available.
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MAP program in 2003, HWTF has awarded MAP grants to a total of 99
organizations. These organizations helped nearly 100,000 patients receive
more than $146 million in free medications. In addition, The Duke
Endowment and the North Carolina Foundation for Advanced Health
Programs worked with the North Carolina Office of Rural Health and
Community Care to develop the Medication Access and Review Program
(MARP). This software helps link low-income uninsured to appropriate
pharmaceutical assistance programs. The MARP software system is used
by many of the Medication Assistance Programs and by other safety net
organizations across the state. The Office of Rural Health and Community
Care provides technical assistance for this software, supporting more
than 135 sites utilizing the MARP software system.

� Hospital Services: Hospitals are a major source of health care for the
uninsured. Many hospitals have charity care policies, providing free or
reduced cost inpatient or outpatient services to the uninsured with incomes
below certain prescribed income limits. In addition, all hospitals that
have emergency departments provide some care to the uninsured. In
2007, nearly 24% of all emergency department visits (or more than
900,000 visits) were by people who lacked insurance coverage.8 This
constituted a 15% increase in visits by the uninsured since FY 2005. In
addition, hospitals provide substantial inpatient services to the uninsured.
More than 6.5% of all inpatient visits were for the uninsured. In total,
8% of all hospital services were provided to the uninsured.9 This includes,
but is not limited to, services provided through the emergency department,
outpatient surgery or other outpatient clinics, laboratory and diagnostic
services, and inpatient care. North Carolina hospitals incurred more than
$850 million in uncompensated care costs provided to the uninsured in
FY 2007.d

� Dental Safety Net Clinics: Many FQHCs and health departments operate
safety net dental clinics that offer an array of dental services to the
uninsured and/or low-income people who have Medicaid or NC Health
Choice. In addition, some hospitals and other non-profit organizations
offer dental services. There are more than 160 different safety net clinics
in 75 counties across the state.e

� Behavioral Health Services: Local management entities (LMEs) help
manage, coordinate, and arrange for mental health, developmental
disabilities, and substance abuse services for certain people who meet the
state’s definition for priority or target populations. There are currently 24
LMEs covering all 100 counties.
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d Uncompensated care includes charity care and bad debt.
e Data in the North Carolina Institute of Medicine safety net website, www.nchealthcarehelp.org, indicated that

there were 161 different safety dental net clinics across the state. Most of these clinics were in public health
departments (64), followed by federally qualified health centers (38) and free clinics (27). The majority of
dental clinics (87) serve both adults and children, but 51 of the clinics are limited to serving children only, and
21 are limited to adults.
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Nationally, data suggest that more than half of all the uninsured are unaware of
safety net health care providers, even when the provider is within five miles of where
the person lives.10 Thus, the North Carolina Institute of Medicine created a website
to provide information on available safety net organizations, by county, that provide
free or reduced cost care to the uninsured. The website, www.nchealthcarehelp.org,
provides information on safety net organizations that provide preventive, primary
care, specialty care, pharmacy, dental, behavioral health, and enabling services
(such as transportation and interpreter services). The website also includes hours
of operation, services provided, geographic coverage area, and geographic reach of
the different safety net organizations.

Despite the availability of many of these safety net organizations across the state,
available data suggest that these providers do not have the capacity to meet the
needs of the growing number of uninsured. The North Carolina Institute of
Medicine estimated that only 25% of the uninsured were receiving services
through primary care health care safety net organizations in 2003.11 Recent data
suggest some progress, but there are still significant unmet needs. As a result, many
people without insurance rely on the emergency department when they need care.
This is neither the appropriate nor the most cost-effective place to provide primary
care services, and is contributing to the overcrowding of hospital emergency
departments. And while private physicians help address the health care needs of
the uninsured, they are unable to address all unmet needs.

In 2005, the North Carolina General Assembly created the NC Community
Health Centers Grants program to begin to expand the availability of safety net
services across the state.12 Grants are distributed, on a competitive basis, to federally
qualified health centers, state-designated rural health centers, free clinics, local
health departments, school-based health centers, and other nonprofit organizations
that provide primary and preventive services to low-income, uninsured patients.
Funding can be used to increase access to preventive and primary care services;
establish safety net services in counties where services do not currently exist; create
new services or augment existing services provided to the uninsured, including
preventive and primary care, dental services, pharmacy, and behavioral health; or
increase the capacity necessary to serve the uninsured by enhancing or replacing
facilities, equipment, or technologies.

The NC Community Health Centers Grants Program has been funded at different
levels since it was created. Most of the funding has been in non-recurring funds.
(See Table 7.1.)
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Last year (SFY 2008), grant awards were given to 71 organizations.13 In total, the
funds are expected to serve 39,000 uninsured patients through a variety of projects,
including:

� Expansion of core primary care services in Alamance, Bertie, Buncombe,
Cabarrus, Caldwell, Cleveland, Davidson, Edgecombe, Franklin, Greene,
Guilford, Henderson, Hertford, Hyde, Iredell, Johnston, Lincoln, Madison,
Mecklenburg, New Hanover, Northampton, Robeson, Rowan, Rutherford,
Surry, Wake, Wayne, and Yadkin counties;

� Expansion of behavioral and mental health services in Caldwell,
Mecklenburg, and Northampton counties;

� Expansion of pharmaceutical services to the uninsured and medically-
indigent in Alamance, Gaston, Iredell, Lincoln, and Mecklenburg
counties; and

� Expansion of dental services to the uninsured and medically indigent in
Alamance, Cabarrus, Caswell, Durham, Edgecombe, Gaston, Harnett,
Iredell, Jackson, Mecklenburg, Person, Robeson, and Yadkin counties.

Because of funding limitations, all of the organizations seeking grant funds could
not be funded. According to the North Carolina Office of Rural Health and
Community Care, “if all new project applications could have been funded, it is
estimated that an additional 60,000 persons could have received improved access
to health care this year. Core primary care, pharmaceutical, and dental services
would have been provided in an additional eighteen counties across the state.”13

In the past, most of the funding has been distributed to support replacement of
facilities, equipment, or technology. State funds have not been used as directly to
expand the availability of services for the uninsured because funding has been
largely non-recurring. Organizations generally need to hire staff to support large-
scale expansion of safety net services; however, most organizations are reluctant
to do this without a source of ongoing support. Further, the funding for safety
net organizations has not kept pace with growing needs. State funding, for
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Table 7.1
Funding for NC Community Health Centers Grants Program Has Been
Largely Non-Recurring

Recurring Non-recurring

SFY 2005 $7 million

SFY 2006 $2 million

SFY 2007 $2 million $3 million

SFY 2008 $2 million $5 million

SFY 2009 $2 million $4 million
Source: Silberman P. Community collaborations to care for the uninsured. Presented to: the
North Carolina Institute of Medicine Health Access Study Group; December 10, 2008;
Morrisville, NC.
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example, has remained relatively constant between SFY 2005-2008, but the numbers
of uninsured grew by more than 250,000 between 2004 and 2007.14

Additional recurring funding is needed to support safety net expansion. Because only
about 25% of the uninsured are receiving care through safety net organizations, this
suggests there may be as many as one million uninsured people in the state who are
not linked to safety net organizations that serve as a medical home. To provide primary
care services to these individuals would conservatively cost $150 million/year.f

Realistically however, safety net organizations can not immediately ramp up to
provide this level of support to the uninsured. Thus, the Health Access Study
Group recommended phasing in expanded support to safety net organizations. In
addition to the $2 million in recurring funds that are already in the state budget,
the Study Group recommends:

Recommendation 7.1 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly should increase funding to expand safety net
capacity. The North Carolina General Assembly should:

a) Appropriate $8 million in new recurring funds in SFY 2010 to the Office of
Rural Health and Community Care to support the Community Health Center
Grants program. Funding should be used to expand the safety net infrastructure
so that safety net organizations can hire staff to establish community-based
medical homes and expand the availability of preventive, primary, chronic disease
management, specialty, dental, behavioral health, and/or pharmacy services
for the uninsured. Some of the funds should be targeted to support safety net
organizations that are providing a disproportionate share of care to the uninsured.

Developing Systems of Care for the Uninsured
In most communities, the uninsured have more health care needs than can be
addressed by existing safety net organizations. Further, the care that is available is
often fragmented. Communities can provide more effective care and address more
of the needs of the uninsured by developing systems of care that include specialty
services, diagnostic services, hospitalizations, medications, and disease and care
management. Several communities across the state have developed these
community collaborations to address the health care needs of the uninsured. These
collaborations typically involve primary care and specialty practitioners who agree
to provide free or reduced cost care for some of the low-income, uninsured patients
in their community. The collaborations include local hospitals who agree to provide
inpatient and outpatient services for free to eligible individuals.
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f This estimate is based on $150 per person, which is the amount that the Bureau of Primary Health Care
suggests that community health centers use when submitting a budget to the Bureau of Primary Health Care
for federal funding. The $150 is not expected to cover all of the patient’s costs. The Bureau of Primary Health
Care anticipates that community health centers will find other funds to support care for the uninsured
(including state, local, or other support). In North Carolina, the actual cost of providing medical care per
patient was $286/year (which was less than the national average of $386/medical patient).
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While most of the community providers agree to provide services to eligible
uninsured individuals for free or on a sliding scale, there are still costs in developing
this system of care. Communities must be able to screen individuals to determine
eligibility for these community programs (i.e. the individual must be uninsured
and have incomes below certain community-established income guidelines).
Communities may also need funding to help purchase medications that are not
available through prescription assistance programs.

The goal is to develop systems of care similar to the model offered to Medicaid
recipients through Community Care of North Carolina (CCNC). Ideally, the
uninsured will be linked to a medical home and offered disease and care
management to help them manage their chronic or complex health conditions.
These community collaborations will also help patients access other health services
(including specialty care and hospitalizations) and medications. As with CCNC,
providers will be linked into statewide quality improvement efforts offering the
best evidence-based care. The community collaborations will include all existing
safety net organizations (including hospitals, private practitioners, safety net
organizations, and others), which will engage in community-wide planning to reduce
duplication, improve efficiency, and improve care for the uninsured. Ultimately, the
care provided to the uninsured through these community collaborations should
lead to improved health outcomes, and a reduction in preventable hospitalizations
and unnecessary use of the emergency department.

In 2008, the North Carolina General Assembly began funding HealthNet, to support
the development of community collaborations for the uninsured. Last year (SFY
2009), the North Carolina General Assembly appropriated $2.8 million in recurring
funds and $950,000 in non-recurring funds to the Office of Rural Health and
Community Care to support HealthNet.12 To receive state funding, communities
must demonstrate that they are working with their local CCNC network, that
they are linking patients to a medical home, and that they are collaborating with
other health care organizations to expand services to the uninsured.

Sixteen communities, covering 27 counties received HealthNet funding in the first
year. The Office of Rural Health and Community Care estimate that these
collaborations will help provide a medical home to close to 50,000 uninsured patients,
at a cost of approximately $43 per enrollee. The HealthNet funds are not used to
support the medical costs associated with caring for the uninsured. Generally,
services are donated through the community collaborations or are provided
through an existing safety net organization. Rather, the HealthNet funds are used
to support the infrastructure needed to sustain the community collaboration (e.g.
eligibility determinations, provider referral systems, disease and care management,
and information systems).

In addition to the Health Net funds, The Duke Endowment (TDE) is also supporting
the development of community collaborations. To date, TDE funds have been used to
support 16 organizations, covering 23 counties. The organizations include hospitals,
free clinics, Project Access networks, and independent organizations. Some of the
projects funded were to develop community collaborations, while other funding
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went to safety net organizations with the goal of later developing these into
broader community collaborations. Together, HealthNet and TDE funds have been
used to support community collaborations covering 47 counties. An additional
24 counties are either in the process of implementing community collaborations
or have expressed interest in planning, organization, and implementation of the
same. Additional state funding beyond the $2.8 million in recurring funds is
needed to further expand the number of community collaborations of care for
the uninsured. To achieve this goal, the Health Access Study Group recommends:

Recommendation 7.1 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly should increase funding to expand safety net
capacity. The North Carolina General Assembly should:

b) Appropriate $2.2 million in new recurring funds in SFY 2010 to the Office of
Rural Health and Community Care to support the HealthNet program. Funds
should be used to sustain existing community collaborations to care for the
uninsured and expand networks to other parts of the state.

Care Share Health Alliance
A statewide organization, Care Share Health Alliance, has been created to coordinate
grantmaking and technical assistance provided to support care for the uninsured
across the state. The goal of Care Share Health Alliance is to help communities
strengthen their safety net infrastructure (i.e. safety net organizations providing
care to the uninsured) as well as develop community collaborative systems of care
for the uninsured. Care Share Health Alliance is comprised of representatives of all
the major health care foundations, Office of Rural Health and Community Care and
other state agencies, safety net organizations, health professional organizations, and
other organizations that support community care to the uninsured.g Care Share
Health Alliance includes a funders committee, to help coordinate grant making to
ensure that the limited state and private foundation funds are used as efficiently as
possible to support care for the uninsured. In addition, Care Share Health Alliance
will have staff that can work with community groups across the state to help these
groups develop both the safety net infrastructure and the community collaborations
needed to sustain care for the uninsured.

Health Care Safety Net Chapter 7

g The Board includes representatives of the major health care foundations in the state: The Duke Endowment,
Kate B. Reynolds Charitable Trust, North Carolina Health and Wellness Trust, North Carolina Blue Cross and
Blue Shield Foundation of North Carolina. The Board also includes representatives of safety net organizations or
state agencies providing services to low-income uninsured people, including: the Office of Rural Health and
Community Care, Community Care of North Carolina, Division of Public Health, Division of Mental Health,
Developmental Disabilities and Substance Abuse Services, Office of Minority Health and Health Disparities,
North Carolina Medical Society, Old North State Medical Society, North Carolina Hospital Association, North
Carolina Community Health Center Association, North Carolina Association of Free Clinics, prescription
assistance programs, Healthy Carolinians, dental safety net organizations, local departments of social services,
existing community collaborations, and consumer representatives.
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Ensuring that everyone has health insurance coverage will not, in itself,
guarantee that everyone has access to health services. The state must also
ensure that there is an adequate supply of health care professionals, including

physicians, nurse practitioners (NPs), physician assistants (PAs), dentists, nurses,
pharmacists, health educators, and other allied health professionals to meet the
health care needs of the state. Unfortunately, North Carolina—like the rest of the
country—is likely to experience a significant provider shortage in the next 10-20
years.1-4 The Health Access Study Group could not thoroughly examine all health
professional workforce issues in the short amount of time it had to examine access
issues. Because of the time constraints, the study group focused on the trends in
physician, NP, and PA supply.

North Carolina needs an adequate supply of physicians, nurse practitioners, and
physician assistants to provide the preventive, primary care, and specialty services
needed to maintain and improve health. There have been numerous studies showing
the relationship between access to health services and health outcomes.5-7 As noted
in Chapter 2, those without health insurance coverage have more access problems,
and as a result, their health suffers. Providing health insurance coverage will
remove or minimize financial barriers that prevent people from receiving
necessary care. But without an adequate workforce, the health care needs of both
those with insurance and those who remain uninsured will suffer.

Physicians are the leaders of the health care team. Because of their extensive
education and training, they are best able to handle complex health problems.
However, NPs, PAs, nurses, dentists, pharmacists, public health professionals, and
other allied health professionals are also critically important. Each of these
professionals helps contribute to the overall well being of the state’s population.
In the past, many of these health professionals have worked separately in silos—
but greater interdisciplinary practice is going to be needed in the future with
the growing prevalence of chronic illnesses and complex and comorbid health
conditions.

While the number of newly licensed physicians, NPs, and PAs is expected to increase
over the next 20 years, the growth is not likely to keep pace with the increased
demand for health services. In addition, North Carolina is likely to lose a significant
proportion of the workforce due to retirement.1 The health professional workforce
is aging, with a large cohort approaching retirement age. In 2004, 68% of North
Carolina physicians were age 40 or older. On average, physicians have historically
retired around age 66. Assuming that this does not change, a large proportion of
the physician workforce will likely retire within the next 20 years. Similarly, 68%
of NPs and 51% of PAs were age 40 or older in 2004. The net growth in health care
professionals is unlikely to meet the increased demand for services over the next
20 years.

Demand for health services is driven by many factors—most noticeably the growth
in the population, aging of the population, and increased number of people living

Provider Supply Chapter 8
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with chronic illnesses.a,4 The population is expected to grow 17.6% inNorth Carolina
between July 2007 and July 2020, and another 11.7% by 2030. In addition, the
proportion of the population age 65 or older is expected to grow 33.7% between
July 2007 and July 2020.8 Older people generally use more health care services
(measured in annual visits) than do younger individuals. For example, people ages
65-74 had an average of 6.2 visits in 2004, whereas younger adults, ages 25-44,
had an average of 2.4 visits.9 Together, the growth and aging of the population is
expected to increase demand (measured in annual visits) by 34% between 2004
and 2020.1 Continued increases in the prevalence of chronic diseases will also
increase demand for health care services. In addition, providing people with health
insurance coverage may increase demand, as people without health insurance
coverage generally use one-half to two-thirds the services of those with coverage.10

What is unknown is the extent to which increased coverage (and related prevention
activities) will affect subsequent demand.

TheNorthCarolina Institute ofMedicine studied the adequacy of theNorthCarolina
primary care and specialty supply in 2006-2007.1 The Task Force found that absent
major changes in the supply of health professionals, North Carolina was projected
to experience a 12%decline in per capita physician supply by 2020 and a 26%decline
by 2030 (measured as a ratio of physicians to population). (See Table 8.1.) Even
under the best scenario, including continued rapid growth in the supply of nurse
practitioners (NPs), physician assistants (PAs), and certified nurse midwives
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a North Carolina’s population is expected to grow 39% by 2029, with the population of adults age 65 or older
to grow by 107%. The growth of this demographic is particularly consequential, as those over 65 years of age
make twice as many hospital visits as those under 65 due to higher prevalence of major illnesses and chronic
diseases.

Table 8.1
Projected Decrease in Provider-to-Population Ratios, North Carolina
2020 and 2030

Projected Change in Provider-to-Adjusted Population Ratios*

2020 2030

Physicians only -12% -26%

All providers

Best case** -1% -8%

Worst case*** -8% -19%
Source: North Carolina Institute of Medicine Task Force on Primary Care and Specialty Supply.
Providers in Demand: North Carolina’s Primary Care and Specialty Supply. North Carolina
Institute of Medicine. Durham, NC. June 2007.
* The population figures are weighted to reflect the increased demand for services projected

from the aging of the population.
** Best case scenarios are based on the current growth of physicians and the higher than aver

age rate of growth of NPs, PAs, and CNMs. The projections weigh non-physician clinicians
at .75 full time equivalent (FTE) of a physician.

*** Worst case scenarios are based on the current growth of physicians and the average rate of
growth of non-physician clinicians over the last 25 years. Non-physician clinicians are
weighted at 0.5 FTE of a physician.



101Expanding Access to Health Care in North Carolina: A Report of the NCIOM Health Access Study Group

Even under the best

scenario, including

continued rapid

growth in the

supply of nurse

practitioners,

physician assistants,

and certified nurse

midwives, North

Carolina is still

projected to

experience an 8%

(by 2030) decline

in practitioners.

Provider Supply Chapter 8

(CNMs), North Carolina is still projected to experience a 1% (2020) to 8% (2030)
decline in practitioners. This does not factor in the increased demand that might
occur with increased health insurance coverage. The impact of this practitioner
shortage will be felt first and most strongly by underserved communities and in
less attractive specialties.4

North Carolina should take a proactive approach to address this looming workforce
shortage. First, the state should increase the production of new physicians and
other non-physician clinicians. We cannot afford to wait, as it takes many years
to produce new health care professionals. Second, North Carolina should expand
its recruitment and retention efforts, specifically those targeted to expanding the
supply of providers in underserved areas. Third, North Carolina should continue
to explore new ways of delivering care to improve population health, so that we
can more effectively meet the state’s health care needs. These options are not
mutually exclusive. North Carolina can work to increase the number of students
who graduate frommedical, NP, or PA programs, while at the same time increasing
residency slots, expanding recruitment and retention efforts, and exploring new
options to provide services more efficiently. However, it is not enough to increase
the raw numbers of health professionals practicing in the state. North Carolina
also needs to ensure that we produce and/or recruit the types of health care
professionals we need (i.e. primary care providers and different types of specialists,
and underrepresented minorities) and that they practice in areas of the statewhere
they are most needed. This is particularly true if the state invests new dollars into
increasing supply of health care professionals. Given limited state funds, the
North Carolina General Assembly should ensure that any newmonies invested in
health professional training, recruitment, or retention strategies are designed to
meet the health care needs of the state.

This chapter briefly describes the challenges the state faces in producing both the
types of health professionals needed, and in ensuring that they are adequately
distributed throughout the state. The chapter then covers health professional
training and residency programs, and past efforts to recruit and retain health
professionals in health professional shortage areas.

Maldistribution of Health Care Professionals
The shortage of health professionals is not merely a theoretical problem that we
will face in the future. Some areas of the state are already experiencing provider
shortages, forcing residents to travel long distances for health care. Health care
professionals tend to congregate around academic centers or major hospitals. In
contrast, rural areas or low-income parts of urban communities are more likely to
experience shortages. In 2008, there were 11 full counties and 49 part-counties in
North Carolina that were considered primary care health professional shortage
areas (HPSAs).11 The US Department of Health and Human Services considers a
county (or part of a county) to be a HPSA if there are fewer than one primary care
physician to every 3,500 people (or 1:3,000 if there are other factors which indicate
unmet health needs). Despite significant efforts to attract physicians and other
health care professionals into these counties, some have persistent problems
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attracting physicians. (See Figure 8.1.) Forty-two of these counties are considered
persistent health professional shortage areas (PHPSAs), designated as HPSAs in
six of the last seven HPSA designations.

Historically, nurse practitioners and physician assistants have helped to address
health care needs in rural and underserved communities. Between 2001 and 2005,
47% of new primary care providers in rural North Carolina counties were either
NPs or PAs.1 Nonetheless, NPs and PAs are still more likely to practice in urban
areas. In 2007, there were 3.7 NPs per 10,000 population inmetropolitan counties
and 2.2 NPs per 10,000 in nonmetropolitan counties, 3.8 PAs per 10,000 in
metropolitan counties and 2.4 PAs per 10,000 in nonmetropolitan counties.4 (See
Figure 8.2.) As for primary care physicians, there were 9.8 per 10,000 inmetropolitan
areas and 6.8 per 10,000 in nonmetropolitan areas (24.1 per 10,000 and 13.2 per
10,000 for physicians in general).

Types of Health Care Professionals Needed
Not only is North Carolina expected to experience an overall health professional
shortage, but the state is also likely to experience even greater shortages among
certain health specialties, including primary care, psychiatry, and general surgery.

Primary Care Providers
Fewer US-trained medical school graduates are choosing primary care professions,
including family medicine, general internal medicine, obstetrics and gynecology,
and pediatrics. Instead, they are selecting specialties with “more controllable
lifestyles” and/or higher salaries.4 (See Figure 8.3)Nurse practitioners and physician
assistants also provide primary care services, but even among these specialties
there has been growing specialization.
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Figure 8.1
Forty-Two Counties in North Carolina are Persistent Health Professional
Shortage Areas

Map created by North Carolina Institute of Medicine.
Data Source: Area Resource File, HPSA status for 1998, 2000, 2001,2002, 2003, 2004, 2007.
Counties defined as persistent if designated a HPSA in 6 of 7 years.
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North Carolina has
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Primary care providers serve as the entry point into the health care system for most
patients.1 Some studies have shown a positive relationship between the supply of
primary care providers and health outcomes in a given area, even after controlling
for personal and environmental factors such as education, income, pollution,
unemployment, percentage elderly, percentage urban,minority composition, seatbelt
use, obesity, and smoking.12 North Carolina has approximately 7,660 primary care
physicians, or 8.8 per 10,000 population, which is below the national average of
9.43 per 10,000.1

Provider Supply Chapter 8

Figure 8.2
Medical Professionals are More Likely to Practice in Metropolitan Areas

Source: Ricketts, T. Practitioner Supply and Health Care Access in North Carolina. Presented to:
The North Carolina Institute of Medicine Health Access Study Group; October 21, 2008;
Morrisville, NC. Citing North Carolina Health Professionals Data System, 1979-2007.

Figure 8.3
Fewer US-Trained Medical School Graduates are Choosing Primary Care
Professions, 2002-2007

Source: Ricketts, T. Practitioner Supply and Health Care Access in North Carolina. Presented to:
The North Carolina Institute of Medicine Health Access Study Group; October 21, 2008;
Morrisville, NC.
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Ideally, everyone in the state should have access to a medical home, with primary
care providers who offer comprehensive, continuous, and patient-centered care.b

Under this model, primary care providers work with a multidisciplinary team of
health professionals who help coordinate the patients’ health services and engage in
quality improvement activities. Patients are actively engaged in health care decision
making and in caring for their own health. This model of care is important for
everyone, but particularly important for people with chronic or more complex
health problems. North Carolina has successfully implemented this medical home
model for Medicaid recipients in Community Care of North Carolina (CCNC),
described more fully in Chapter 3. CCNC, which includes primary care providers
with a team of other health and social services providers, helps improve the quality
of care provided to people with chronic health problems, and has led to demonstrated
improvements in health outcomes and reductions in health spending.

Nationally, the number of physicians, PAs, and NPs working in primary care is
decreasing. For example, the number of medical school graduates choosing primary
care residencies dropped 50% between 1997 and 2005.13 Part of the explanation for
this decline is low provider reimbursement, coupled with increasing demands
placed on these providers. The number of recommended preventive and chronic
care treatment guidelines has increased to the point that it is almost impossible
for an individual physician to provide all the recommended care to patients within
the regular work day.c While the scope of a primary care providers’ practice has
increased, their inflation-adjusted salaries have decreased. Between 1995 and
2003, inflation-adjusted salaries decreased 10.2% for primary care physicians,
compared to a 7.1% decline for all physicians.14 Further, primary care providers are
among the lowest paid physician specialties. (See Figure 8.4.)

Psychiatrists
In North Carolina, approximately 5.4% of adults and 12% of children have a
diagnosable mental illness.d,15Many different types of health care professionals
treat people with mental illness, including psychiatrists, psychologists, primary
care providers, social workers, and clinical nurse specialists. However, psychiatrists
are a critical part of the health care team, especially when addressing the needs
of patients with complex mental health and/or comorbid health conditions.
Psychiatrists can provide medication management and psychotherapy directly to
patients, and can also provide clinical consultation to other providers to enable
them to treat patients with different types of mental illness.

Between 1999 and 2004, nearly two-thirds of North Carolina counties experienced
a decline in the psychiatrist to population ratio, or had no psychiatrists. The North
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b Information on the Joint Principles of the Patient-Center Medical home can be found at:
http://www.aafp.org/online/etc/medialib/aafp_org/documents/policy/fed/jointprinciplespcmh0207.Par.000
1.File.tmp/022107medicalhome.pdf

c A primary care practice with a panel of 2,300 patients would have to work more than seven hours a day to
provide all the recommended preventive services, and an additional 10 hours a day to provide all the
recommended services to patients with chronic health conditions.

d Adults with diagnosable mental illness refer to adults with Serious Mental Illness (SMI). Children with
diagnosable mental illness refer to children with Serious Emotional Disturbance.
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Carolina General Assembly has appropriated funding since SFY 2007 to target this
problem. In addition, with the help of state and private foundation funding, North
Carolina has expanded the availability of mental health services within primary
care settings. For example, the Kate B. Reynolds Charitable Trust and The Duke
Endowment have helped fund ICARE, a project aimed at increasing collaboration
and communication between primary care providers and mental health providers,
and in increasing the ability of primary care providers to provide appropriate
evidence-based mental health services to their patients.16 Further, the North
Carolina General Assembly appropriated nonrecurring funds to the Office of Rural
Health and Community Care to pilot strategies for the Aged, Blind, and Disabled
population. A portion of the these funds were utilized in SFY 2007 and SFY 2008
to support co-location of primary care providers and mental health professionals.
While these efforts can address the health care needs of people with more mild
forms of mental illness, such as depression, additional psychiatrists are needed to
help manage or provide consultations for people with more severe mental illnesses
or comorbid health problems.

General Surgeons
General surgeons play a critical role in the health care delivery system, particularly
for small rural communities. General surgeons generate critical revenue for rural
hospitals and provide invaluable health services to communities that cannot afford
to hire surgical specialists. As with psychiatrists, there has been a decline in the
number of general surgeons in many counties across the state. Between 2000 and
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Figure 8.4
Primary Care Providers are Among the Lowest Paid Physicians (US, 2006)

Source: Cohen J. Physician workforce: trends and expectations. Presented to: Primary Care and
Specialty Summit, North Carolina Institute of Medicine; December 21, 2006. Citing Medical
Group Management Association Physician Compensation and Production Survey 2001-2006.
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2005, there was a reduction in the number of general surgeons in 53 counties;
another 22 counties had no general surgeons in 2005. While additional general
surgeons may not be as needed in urban counties that have sufficient surgical
specialists, general surgeons are critically important in smaller, rural areas in
North Carolina.

Other Specialty Areas
Other types of health care specialists are also needed if we are going to meet the
future health care needs of the state. For example, North Carolina will need a
greater number of geriatricians, or other health care professionals trained in
geriatrics to meet the health care needs of the growing number of older adults in
the state. Similarly, North Carolina always needs providers to deliver babies. Yet
the NCIOM Task Force on Primary Care and Specialty Supply found that there
were eight counties without providers who reported that they provided prenatal
care, and 19 counties without a physician delivering babies.

Underrepresentation of Minority Health Professionals
Increasing the number of underrepresentedminorities practicing inNorth Carolina
is also an important consideration if the state wants to meet the health care needs
of the increasingly diverse population. Studies show that increasing diversity in
health care professions improves access and quality of care for minority patients
as well as for patients in shortage areas.17 When given the option, minority patients
are more likely to pick a provider with a similar racial and ethnic background.18

Also, providers from minority groups are three times more likely than white
providers to serve in whole-county health professional shortage areas. Even though
minority populations comprise 30% of North Carolina’s population, they only
account for 18% of physicians, 12% of PAs, and 10% of NPs.1 In order to increase
the number of physicians from underrepresented minorities, it will be important
to increase the number of underrepresented minorities in universities and med-
ical schools.

Increasing Provider Supply
In order to address these projected shortages in North Carolina, the state needs to
increase the number of health care professionals entering the workforce. One
long-term strategy is to increase the number of medical students, NPs, and PAs,
who complete their postgraduate training in North Carolina.1 Another strategy is
to increase the number of health professionals recruited from out of state.

Health Professional Training, Clinical Education, and
Residency Programs
One way to increase the supply of physicians, nurse practitioners, and physician
assistants is to increase the number of people trained in the state. This strategy needs
to be pursued on multiple levels. The state can expand the number of students
trained in North Carolina medical schools, PA, and NP programs. However, the
state must concurrently expand the availability of clinical rotations and residency
programs to ensure that students receivemeaningful training opportunities in state.
Each of these issues is described more fully on the following pages.
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Medical Students:Currently,NorthCarolina has fourmedical schools, located atDuke
University, East Carolina University Brody School of Medicine (ECU), University of
North Carolina at Chapel Hill (UNC-Chapel Hill), and Wake Forest University
Baptist Medical Center (WFUBMC). The annual number of graduates from the
four schools has increased modestly in the last 30 years. Wake Forest University is
the only medical school to have seen a recent increase in its class size, increasing
to 120 students.e Approximately 40% of the students trained in North Carolina
medical schools over the last 40 years have remained in the state to practice. Students
originally fromNorthCarolina aremore likely to practice inNorthCarolina. Because
the two publicly funded schools (UNC-Chapel Hill and ECU) are more likely to
admit students originally from North Carolina, they tend to have a much higher
proportion of students who decide to practice in North Carolina after finishing
their residency programs.1 Approximately half (49%) of UNC-Chapel Hill medical
school graduates and almost three-fifths (59%) of the ECUBrody School ofMedicine
graduates are currently practicing in North Carolina, compared to 24% of Duke
and 39% of WFUBMC graduates.

The American Association of Medical Colleges has called for a 30% increase by
2015 in medical school enrollment to meet the impending physician shortage.19

Since the release of the report from the NCIOM Task Force on Primary Care and
Specialty Supply, both UNC-Chapel Hill and ECU Brody School of Medicine have
developed plans to expandmedical school size. UNC-Chapel Hill has plans to expand
the class size from 180 to 250 students, creating satellite campuses for third and
fourth year medical students at Carolinas Healthcare System in Charlotte and
Mountain Area Health Education Centers Program (MAHEC) in Asheville. ECU
Brody School ofMedicine has plans to increase its class size from 70 to 120 students.
To implement these plans will require additional state support. When fully
implemented, the operational costs associated with this expansion would be
approximately $40 million annually.

Nurse Practitioners and Physician Assistants: One important strategy to address the
impending health professional workforce shortage is to increase the number of NPs
and PAs trained in the state. Nurse practitioners and physician assistants provide a
great deal of the health care services needed in the state, although their scope of
practice and prescribing authority is more limited than physicians. The educational
pipeline between first entering school and being licensed to practice is much
shorter for PAs and NPs than it is for physicians. On average, it takes about two
to three years after completing an undergraduate education to graduate from a
PA or NP program, compared to a minimum of seven years of graduate education
and residency programs for most physicians. There has already been significant
expansion in the number of programs offering PA and NP programs and a
commensurate increase in the number of non-clinician practitioners practicing in
the state. Between 2001 and 2005, the number of NPs and PAs practicing in North
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e Bacon T. Associate Dean and Director, Area Health Education Centers Program School of Medicine. Written
(email) communication. January 15, 2009.
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Carolina grew by 32%.1 Duke University is in the process of expanding its PA
program, and there have been discussions at other private universities about starting
PA programs.

Medical students, along with other health professional students, receive a certain
amount of their education in the classroom and part of their training in clinical
rotations. Thus, programsmust ensure the availability of clinical rotations in order
to expand their class size. In the past, there has been a concerted effort by health
professional training programs and Area Health Education Centers (AHEC) to
move clinical rotations out of academic health settings and into the community.
Many programs have also offered rural training sites, in order to expose students
and residents to rural practice. However, it is more challenging to establish and
maintain community clinical training sites. Community practitioners are needed
to supervise students and residents. However, it is difficult for many community
practitioners to take off time from their practice to serve as preceptors (as that
reduces the time they can spend seeing patients and generating revenues).1

Residency programs: About one-half of all physicians who complete residencies in
North Carolina remain here to practice.1 Location of residency is an important
determinant in where physicians set up practice. Those who complete their medical
education and residency in North Carolina are more likely to establish practice in
the state. Thus, North Carolina cannot afford to expand the medical school size
without also expanding residency training.

Currently, most residencies are supported throughMedicare andMedicaid Graduate
Medical Education (GME) funds, with Medicare GME funds providing most of
the support. Federal Medicare funding for residency programs has been frozen
since 1996. North Carolina also appropriates money to support family practice
residencies, but these funds have not been increased substantially since 1994,
when the North Carolina General Assembly appropriated funds to create the rural
track family medicine program.f North Carolina needs to invest more in graduate
medical education, as we currently have fewer residency slots (3.1) per 10,000
population than the national average of 3.4.1

Not only is it important to expand the number of residents trained in North
Carolina, but it is also important to target limited state dollars to the types of
health care professionals needed to meet the future health care needs of the state.
North Carolina also needs to do more to expand the availability of meaningful
clinical rotations in rural and underserved areas. Many health care professionals
set up practice within 90 miles of where they completed their residencies.20 Thus,
one way to increase the supply of physicians practicing in rural areas is to create
rural residency programs. The AHEC program has had a strong track record in
creating and supporting rural family practice residency programs. There are
currently eight family practice residency programs across the state which enable
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state-wide community training and foster rural practice. Two-thirds (67%) of
physicians who completed their residencies at AHEC family practice residencies
stayed in North Carolina to practice.1

Expansions should focus on increasing the number of physicians in underserved
areas, increasing the number of physicians who practice in primary care or other
shortage specialties, increasing the number of underrepresented minorities, and
increasing the role of NPs, PAs, CNMS, nurses, and other health professionals.

In order to increase the supply of primary care and specialty providers in North
Carolina, the Study Group therefore recommends:

Recommendation 8.1
a) The North Carolina General Assembly should increase funding to increase the

supply of primary care and specialty providers. Specifically, the North Carolina
General Assembly should appropriate:

1) $40 million in recurring funds to support the expansion of the medical
schools at The University of North Carolina at Chapel Hill and East
Carolina University Brody School of Medicine.g,h State funding should be
targeted to expansion efforts that result in:

i) Increased numbers of physicians who set up and maintain practices
in underserved areas.

ii) Increased numbers of physicians who practice in primary care or
other shortage specialties needed to meet the health care needs of
North Carolina.

iii) Increased numbers of underrepresented minority physicians.

iv) Greater interdisciplinary didactic and clinical team training among
physicians, nurse practitioners, physician assistants, and certified nurse
midwives, nurses, and other health care professionals.

2) $1.2 million in recurring funds and/or Medicaid Graduate Medical
Education to the North Carolina Area Health Educations Centers (AHEC)
program in each year over the next five years to fund 12 new residency
positions per year across the state targeted toward the high priority specialty
areas of primary care, general surgery, psychiatry, or other specialty
shortage areas.

Provider Supply Chapter 8

g The expansion of the medical schools would also require approximately $400-$500 million in non-recurring
capital costs to build new educational facilities at UNC-CH, ECU, Charlotte, and Asheville. The proposed
expansion would increase class size at UNC-CH from 180 to 250, and at ECU from 70-120. With this
expansion, there would be 120 new medical graduates per year.

h The $40 million includes $3 million to develop new clinical training sites for students with a priority on
community training sites in underserved areas; pay stipends to community preceptors who supervise and
teach primary care students; and provide housing, library and other logistical support for students in
community settings. Enhanced payments should be made to preceptors who practice in health professional
shortage areas.
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i) This funding should be provided to AHEC, with AHEC then making
grants to AHEC and university based residency programs that agree to
expand residency slots and create programs designed to graduate
physicians likely to settle in rural and other underserved areas of the
state.

ii) $3 million in non-recurring funds should be provided in SFY 2010
and SFY 2011 and $2 million in non-recurring funds in SFY 2012 to
help pay for the capital costs involved in developing new community-
based residency programs across the state.

b) The North Carolina General Assembly should direct General Administration
within the University of North Carolina System to explore the possibility of
further expansion of physician assistants and nurse practitioner programs in the
University of North Carolina System in order to:

1) Increase the numbers of nurse practitioners and physician assistants who
set up and maintain practices in underserved areas.

2) Increase the numbers of nurse practitioners and physician assistants who
practice in primary care or other shortage specialties needed to meet the
health care needs of North Carolina.

3) Increase the numbers of underrepresented minority nurse practitioners
and physician assistants.

4) Allow for greater interdisciplinary didactic and clinical team training
among physicians, nurse practitioners, physician assistants, certified
nurse midwives, nurses, and other health care professionals.

Recruitment and Retention Efforts
Underserved Areas
As noted earlier, there are 11 full counties and parts of 49 other counties that are
considered health professional shortage areas. Shortages are particularly acute in
the eastern part of the state, as well as rural areas in the Piedmont. Although the
current federal shortage areas only concentrate on primary care, dental, and
behavioral health, there are severe shortages of other specialties in some areas of
the state. In many rural areas, residents lack access to specialty services, even when
they have adequate access to primary care.21

Not surprisingly, providers want to ensure that their practice will be economically
viable before establishing practice in a community. This is a particular problem for
newly licensed physicians, who typically graduate with extensive medical school
loans. More than three-quarters of medical school graduates in 2007 had debt of
at least $100,000, with the averagemedical school graduate in 2007 being $139,517
in debt.22 As a result, graduates are likely to establish practices in specialties or
locations in which they can quickly pay off their debt.

The volume of paying patients in some rural areas may not be large enough to cover
operating expenses. Not only do rural areas have fewer patients, but they often have
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fewer insured patients—as rural communities typically have higher than average
numbers of uninsured individuals who may be unable to pay for services.1 In
addition, people in rural areas are also more likely to be covered by Medicare and
Medicaid than those in urban areas.23 Reimbursement from public programs is
lower than commercial insurance, thus further limiting the revenues that rural
practices can generate.23

Economic incentives need to be established to improve the economic viability of
rural practices. One option that the Health Access Study Group recommended
was to increase the Medicaid reimbursement rates from 95% of Medicare rates to
100% for primary care practitioners in health professional shortage areas. Other
incentives that could be used to encourage practitioners to set up practice in rural
or other medically underserved areas include scholarships, loans, loan repayment
programs, and direct incentives such as payment for capital costs. The Office of
Rural Health and Community Care (ORHCC) is a state-managed program using
such incentives to encourage providers to practice in rural communities. Eligible
physicians can receive grants of $70,000 (plus 39% tax subsidy) over four years,
and PAs and NPs can receive $30,000 (plus 39% tax subsidy) over three years.
Approximately 75% of all loan recipients fulfill their obligation.1 Strengthening the
ORHCC would make practicing in rural areas in North Carolina a more attractive
and financially viable option.

To address themaldistribution of health care professionals, and ensure that there are
sufficient providers practicing in underserved areas, the Study Group recommends:

Recommendation 8.2 (PRIORITY RECOMMENDATION)
In order to maintain and expand access to health care services for low-income and

underserved populations, the North Carolina General Assembly should:

a) Continue to support the Community Care of North Carolina (CCNC) program.

b) Continue to tie Medicaid reimbursement to physicians at 95% of the Medicare
rates.

c) Direct the Division of Medical Assistance to increase the payment for primary
care practitioners practicing in health professional shortage areas either by
increasing reimbursement rates or establishing a higher per member per month
(pmpm) CCNC payment.

d) The North Carolina General Assembly should appropriate $1,915,600 million in
recurring funds in SFY 2010 to the North Carolina Office of Rural Health and
Community Care (ORHCC). Of this amount:

1) $350,000 should be appropriated to provide technical assistance to
communities to help identify community needs and practice models that
can best meet these needs and to provide technical assistance to small
practices or solo practitioners practicing in medically underserved
communities or serving underserved populations;

Provider Supply Chapter 8
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2) $1.5 million should be appropriated to pay for loan repayment and
financial incentives to recruit and retain primary care physicians, physician
assistants, nurse practitioners, and certified nurse midwives, psychiatrists,
psychiatric physician assistants, psychiatric nurse practitioners, general
surgeons, and dentists to rural and underserved communities; and

3) $65,600 should be appropriated to expand the number of ORHCC staff
who recruit practitioners into health professional shortage areas.

4) ORHCC should place a special emphasis on recruiting and retaining
underrepresented minority, bilingual, and bicultural providers to work in
underserved areas or with underserved populations.

The state should also explore other options to encourage providers to practice in
underserved areas. This may include offering tax incentives to help practitioners
offset the costs of establishing a practice in an underserved area, increasing
reimbursement through the State Health Plan and/or NC Health Choice, paying
malpractice premiums, or grants to help establish electronic health records. The
Health Access Study Group also recommended that the state continue support for
ongoing efforts to small rural hospitals to enable them to pay for call coverage or
hiring physicians to practice full-time in the hospital (relieving after hours
call-coverage for rural practitioners). The Study Group recommends:

Recommendation 8.3
In order to expand the health professional workforce in underserved areas of the state:

a) The North Carolina General Assembly should direct the North Carolina Office
of Rural Health and Community Care (ORHCC) to explore different forms of
financial incentives or other systems to encourage providers to establish and
remain in practice in underserved areas or with underserved populations, and
report the findings back to the 2011 Session of the North Carolina General
Assembly. The ORHCC should work with the North Carolina Medical Society
Foundation and other relevant groups to identify appropriate incentives which
may include, but not be limited to: tax incentives, increased reimbursement,
malpractice premium subsidies, or grants to help practices purchase electronic
health record operating systems.

b) The North Carolina General Assembly should continue support to existing
programs to enable them to work with practices in underserved areas to assist
with systems redesign and quality improvement initiatives. These strategies could
include, but not be limited to providing support to small rural hospitals to help
pay for call coverage or use of hospitalists.

Because financial viability is such a key element of enabling providers to practice
in underserved areas, it will be important for providers to be sufficiently trained
with management skills. This includes training on health care billing systems to
ensure that outstanding balances are collected. Few residency programs or health
professional training schools provide training on business skills needed to establish
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ormaintain viable practices. Thismakes it difficult for providers to consider opening
a solo or small practice in an underserved area.

Providers often hire practice managers to handle the business side of their practice.
Practice managers bring a particular skill set, including proficiency in the array of
reimbursement forms and procedures used to receive payment for services. Practice
managers have the potential to increase the long-term financial viability of practices
in rural and underserved areas.1

Other organizations work with providers to provide training in basic financial and
clinical management systems. These include the North Carolina Office of Rural
Health and Community Care, which helps rural practices and federally qualified
health centers by improving billing and management systems, and by increasing
financial performance. Providers and practice managers would benefit from
continuing education which would enhance their business skills and keep them
up to date on health care management techniques. Therefore, the Study Group
recommends:

Recommendation 8.4
In order to improve the skills of health care professionals and practice managers to
handle the business aspects of running a health care practice:

a) The North Carolina General Assembly should appropriate $250,000 in recurring
funds in SFY 2010 to the North Carolina Office of Rural Health and Community
Care (ORHCC). ORHCC should use funding to support technical assistance
provided through the ORHCC and the North Carolina Medical Society Foundation
PracEssentials programs to practices in underserved areas or serving underserved
populations.

b) The University of North Carolina system, North Carolina community colleges,
and North Carolina independent colleges and universities should offer courses
that can improve the skills of existing practice managers and increase the supply
of new practice managers across the state. These courses should be targeted to
underserved areas of the state.

c) The North Carolina Area Health Education Centers Program, OHRCC,
Community Practitioner Program, North Carolina community colleges, and
North Carolina independent colleges and universities should develop educational
and continuing education courses for existing practitioners and staff to enhance
the business skills needed to maintain a viable practice.

d) North Carolina foundations should consider funding start-up programs at
community colleges and other organizations to enhance the skills of practice
managers and providers and programs targeted to underserved areas.
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The number of people reporting access barriers in obtaining needed health
care has increased over the last five years in North Carolina. Seventeen
percent of North Carolinians reported that they could not see a doctor

when they needed to because of costs, up from 12% in 2000.1,2 There are many
reasons people experience access barriers, including low health literacy, high
health care costs, and lack of health care professionals. However, the lack of health
insurance coverage is the foremost barrier to accessing care. There were more than
1.5 million non-elderly North Carolinians who were uninsured in 2006-2007,
almost one out of every five non-elderly people in North Carolina. Compared to
individuals with insurance, the uninsured are more likely to report delaying or
foregoing needed care due to cost and are less likely to get preventive screenings
or ongoing care for chronic conditions. As a result, uninsured adults are 25% more
likely to die prematurely than adults with insurance.3

Most uninsured individuals forgo health insurance coverage because of costs.
Between 2000 and 2007, premiums for employer-sponsored family coverage grew
more than five times faster than median wage earnings.4 Health insurance has
simply become too expensive for many people to afford. High premiums are also
the main reason for the decline in employer-sponsored coverage.5

North Carolina has experienced a more pronounced growth in the percent
uninsured than most of the country. Between 1999-2000 and 2006-2007, the
percent of uninsured North Carolinians increased 29%, compared to an average
national increase of 12%.a Part of the reason for this rapid increase in the uninsured
is because of the decline in employer-sponsored insurance. North Carolina
experienced a 12.5% decline in employer-sponsored coverage compared to 6.8%
nationally. Most of the uninsured fall into one or more of three groups: 1) children
in families with incomes below 200% of the federal poverty guidelines (FPG)
(14%), 2) adults with incomes below 200% FPG (46%), and 3) people with a
family connection to a small employer with less than 25 employees (36%).
Together, these three groups comprise 79% of all of the uninsured in the state.

While many of the uninsured can obtain health care services from safety net
providers, the safety net system is not robust enough to serve all in need. As a result,
people either delay care or end up in the emergency department for their health
care. The lack of health insurance has a negative impact on health status of the
uninsured, and produces adverse consequences for society at large. Workers in
poor health are more likely to work fewer days or hours and students in poor
health have more difficulty learning in school.6 In addition, uncompensated care
for the uninsured creates an economic strain on health care institutions which is
eventually borne, in part, by all North Carolinians through taxes and higher
insurance premiums. Individuals pay, on average, $438 more per year for their
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individual health insurance coverage, and families pay an additional $1,130 to
help pay for uncompensated care provided to the uninsured.7

The North Carolina General Assembly directed the North Carolina Institute of
Medicine (NCIOM) to convene a study group to examine and recommend options
to expand access to appropriate and affordable health care in North Carolina. The
Health Access Study Group was charged with presenting a final report to the 2009
General Assembly.b

The Study Group met five times between September 2008 and January 2009. The
Study Group examined the findings and recommendations from other NCIOM
studies, as well as strategies to expand access in other states or being considered
at the federal level. The majority of the Study Group’s work focused on ways to
provide health insurance coverage to the three groups that constitute the majority
of the North Carolina uninsured: children in families with incomes below 200%
FPG, adults with incomes below 200% FPG, and people with a family connection
to a small employer.

The Study Group also recognized the importance of strengthening the existing
safety net. This is important as a short-term strategy to expand access to health
care services for the uninsured. However, it is not a long-term solution. Ultimately,
the state neeeds to ensure that everyone has health insurance coverage. North
Carolina can begin to address this problem by expanding existing programs and
developing new options to phase-in coverage to more people. The longer term goal
is to develop public and private approaches that will make health insurance
coverage affordable to everyone, and to couple these approaches with an individual
mandate to require people to have insurance coverage.

The state will need to address costs, quality, population health, and coverage to
ensure access to affordable health care. Unless ways to reduce rising health care
costs are identified, North Carolina will be unable to afford health care for anyone
in the state—let alone afford expanding coverage to all of the uninsured. Health
care quality, improving population health, reducing cost escalation, and access to
care are all interrelated, and must be examined holistically to develop long-term
solutions to our current health care crisis. More work is needed to examine these
issues and identify strategies for North Carolina to reign in rising health care costs,
enhance health care quality, and improve population health.

The issue of provider supply was also examined. North Carolina is predicted to
experience a provider shortage in the next 10-20 years as a result of a large cohort
of physicians reaching retirement age, increased demand for services, and an aging
of the general population.8 As a result, the supply of practitioners is likely to be
inadequate, even if the state could expand coverage to all.

Chapter 9 Conclusion
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Recommendation 2.1
a) The North Carolina General Assembly should direct the North

Carolina Institute of Medicine’s Health Access Study Group to
continue to meet to consider:
1) Options to reduce escalating health care costs (cost-containment),
2) The costs of the different proposals,
3) The amount that individuals and families should reasonably be

expected to contribute for health insurance premiums and other
out of pocket costs (affordability),

4) Changes in federal laws which may impact on health insurance
coverage and financing options to expand coverage to the
uninsured,

5) Whether other options should be considered for universal coverage
(including but not limited to single payer or multi-payer systems),

6) Other ways to make health insurance coverage affordable to
small employers, and

7) Other options to ensure that there are sufficient numbers of
health professionals in the future to meet the state’s growing and
aging population

b) The Health Access Study Group should report its findings and
recommendations no later than the convening of the 2010 Session of
the North Carolina General Assembly.

Recommendation 2.2
The North Carolina General Assembly should require individuals to purchase
health insurance coverage, as long as insurance coverage is affordable. In order
to effectively mandate health insurance coverage for individual citizens of the
state, subsidy programs will need to be in place for lower-income populations.
The individual mandate may require a “phasing-in” to allow for a sliding
scale subsidy to be put into place for populations up to 300% of the federal
poverty guidelines.
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The following is a list of the Study Group’s recommendations along with the agency
or organization charged with addressing the recommendation. The Study Group
proposed a plan for phasing in the recommendations. Each phase corresponds with
a two-year legislative cycle. Eight of the 17 recommendations were considered top
priorities, although all of the recommendations are important.
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Chapter 9 Conclusion

Recommendation 4.1 (PRIORITY RECOMMENDATION)
a) The North Carolina Division of Medical Assistance (DMA) should

simplify the eligibility determination and recertification process to
facilitate the enrollment of eligible Medicaid and NC Health Choice
individuals. Specifically, DMA should:
1) Pilot test the use of North Carolina administrative databases to

verify income, and if accurate, use administrative income databases
to verify income for eligibility and recertification for all, or a
portion, of the applicants and recipients.

2) Develop a system of presumptive eligibility for children.
3) Allow rolling recertification periods to enable individuals to

return their recertification forms anytime within the three
months prior to the end of their certification period.

4) Use eligibility information from other public programs (e.g. food
stamps, Women, Infants and Children (WIC), free and reduced
school meals) to determine Medicaid and NC Health Choice
eligibility.

5) Use other efforts to reduce the percentage of procedural closings
during the eligibility and recertification process.

b) DMA should expand outreach efforts to identify and enroll individuals
who are eligible for Medicaid and NC Health Choice. Specifically,
DMA should:
1) Ensure that Department of Social Services (DSS) eligibility workers

are outstationed at Disproportionate Share Hospitals and federally
qualified health centers (as required by federal law), and at
health departments or other community health providers that
serve a large number of potentially eligible Medicaid recipients.
Outstationed DSS workers should help individuals fill out
Medicaid and NC Health Choice applications and recertification
forms and determine eligibility.

2) Train community organizations and other health professionals to
assist potentially eligible individuals in filling out applications and
recertification forms.

c) The Department of Public Instruction and Local Education Authorities,
in coordination with the outreach efforts of the Department of
Health and Human Services and local DSSs, should actively work to
promote health insurance coverage to children eligible for public
programs.

Ph
as
e
1

(S
FY

20
10

-2
01
1)

Ph
as
e
2

(S
FY

20
12
-2
01
4)

Ph
as
e
3

(S
FY

20
15
-2
01
6)

Ph
as
e
4

(S
FY

20
17
-2
01
8)

DMA, DSS,
DPI, LEA

�

Covering Low-Income Children



121Expanding Access to Health Care in North Carolina: A Report of the NCIOM Health Access Study Group

Recommendation 4.2 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly should:

a) Remove the cap on coverage of eligible children in the NC Health
Choice program.

b) Continue to implement Kids’ Care, with coverage of children up to
250% of the federal poverty guidelines (FPG). If sufficient federal
and state funds are available, Kids Care should be expanded to cover
children up to 300% FPG.

Recommendation 4.3
The North Carolina General Assembly should expand Medicaid to implement
the Family Opportunity Act which allows children who meet the Supplemental
Security Income (SSI) disability standards with family incomes of up to
300% of the federal poverty guidelines to buy-into the Medicaid program.

Recommendation 5.1 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly and the Governor’s Office should work
with the North Carolina Congressional delegation to support Medicaid reform
that provides fiscal relief to the states and gives states the flexibility and funding
to expand coverage to low-income adults without categorical restrictions, along
with other efforts to provide an economic stimulus to the state.

Recommendation 5.2 (PRIORITY RECOMMENDATION)
The North Carolina Division of Medical Assistance (DMA) should
conduct outreach activities, and simplify the eligibility determination and
recertification process to facilitate the enrollment of Medicaid adults. In
addition to efforts undertaken for children, DMA should explore other
options applicable to adults, including, but not limited to: eliminating the
resource limits for low-income parents or childless adults with incomes
below 100% of the federal poverty guidelines and expand the allowable
resource limits for other Medicaid eligibles, and expand the certification
period from 6 to 12-months.

Recommendation 5.3 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly should direct the Division of
Medical Assistance (DMA) to seek a Medicaid Section1115 waiver to cover
more low-income adults. The waiver should be implemented in two phases.

a) The first phase should be to expand Medicaid coverage to low-income
adults with incomes below 100% of the federal poverty guidelines (FPG).
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Chapter 9 Conclusion

1) DMA should develop a limited benefit package that emphases
prevention, primary care, chronic disease management, a limited
formulary and limited hospitalizations.

2) Adults covered under this initiative should be enrolled in
Community Care of North Carolina (CCNC).

3) DMA should seek to identify other state funds already being used
to provide services to this population that could be used as part
of the state match for this new Medicaid coverage.

b) The second phase should be to expand coverage to adults with incomes
between 100%-200% FPG.
1) The adults covered through this waiver should receive the same

benefit package and be enrolled in CCNC.
2) DMA should develop a sliding scale for premiums and cost sharing

for this group. However, in no event can the combined premium
or cost sharing exceed 5% of the families gross income.

c) DMA should develop a premium assistance program to enable
Medicaid-eligible recipients to use Medicaid funds to pay for
employer-sponsored insurance or private non-group insurance
purchased in the private market.

d) In order to expand the availability of coverage in the small group
market, DMA should work with North Carolina Community Care
Network, Inc. and private insurers to explore the potential for a
lower cost insurance product for small businesses that were previously
uninsured, utilizing the CCNC network. Medicaid-eligible recipients
who work for employers who enroll in this lower-cost public private
partnership plan shall also be eligible for premium assistance. The
product may include the following features:
1) Connecting all enrollees with a medical home .
2) A more limited benefit package, emphasizing prevention, primary

care and chronic disease management.
3) Ensuring that enrollees with chronic diseases or complex health

problems have access to care management and disease
management through CCNC networks.

4) An emphasis on wellness, health promotion and personal
responsibility.

5) Provider reimbursement for low-income populations with
incomes <200% FPG at lower levels than commercial rates.
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6) A requirement that small employers that purchase health
insurance coverage through this public private partnership also
offer Section 125 plans.

Recommendation 5.4 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly should direct the Division of Medical
Assistance (DMA) to seek a Medicaid Section 1115 waiver or implement
other Medicaid options to provide interconceptional coverage to low-income
women with incomes below 185% of the federal poverty guidelines who
have had a high-risk birth. (For purposes of this recommendation, high-risk
births are those with infants weighing less than 1500 grams, born less than
34 weeks gestation, born with a congenital anomaly, and/or who has died
in the neonatal period (first 28 days of life) within the past two years).

a) Interconceptional care should be limited to two years following the
birth, or until the subsequent birth, whichever occurs sooner.

b) DMA should develop a benefit package to improve interconceptional
care in order to decrease poor birth outcomes in subsequent
pregnancies.

c) DMA should explore whether the cost savings from improved health
outcomes will offset the cost of providing Medicaid coverage to this
targeted population.

Recommendation 5.5
The North Carolina General Assembly should revise North Carolina
General Statute §58-50-180(d) to clarify that the North Carolina Health
Insurance Risk Pool has the legal authority to offer premium subsidies.

a) The North Carolina General Assembly should appropriate $18 million
in recurring funds to help subsidize on a sliding-scale basis the Pool
premium for low-income persons with incomes below 300% of the
federal poverty guidelines.

b) The Pool should pursue sources of funding for premium subsidies,
including but not limited to philanthropic foundations to supplement
any state funds appropriated for that purpose.
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Recommendation 6.1
The North Carolina Department of Insurance should obtain from insurers
the necessary data to study how changing the existing small group rating
laws to eliminate self-employed groups of one impacts small group rates.
The Department of Insurance should use the data to study:

a) The impact of changes on the cost of insurance for small groups
2-50, for those who under current small group law qualify as self-
employed groups of one, and for enrollees of the high-risk pool.

b) The impact on the total number of covered lives in the small group
market and the high-risk pool.

Recommendation 6.2
The North Carolina General Assembly should provide tax subsidies or
otherwise subsidize the cost of health insurance premiums for small
employers. The subsidy may mirror the following example, but successful
programs in other states should be reviewed to determine the appropriate
levels of subsidy, income level, and employee participation to ensure the
most employers and employees participate in purchasing health insurance.

a) Funding should be targeted to small employers with15 or fewer eligible
employees, at least 30% of which are low-wage workers earning
$35,000 or less per year. The North Carolina General Assembly
should provide subsidies that will reduce total premiums by 30% for
the lower wage workers. To qualify for subsidy:
1) Small employers that have not previously offered health insurance

coverage in the last year must pay at least 50% of the costs of
employee coverage and enroll at least 75% of eligible employees
who do not have other creditable coverage.

2) Small employers that currently offer health insurance coverage
must pay at least 50% of the cost of employee coverage, and/or
enroll 90% of eligible employees who do not have other creditable
coverage.

3) Health plans must include medical management of resources to
reduce cost escalation.
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Recommendation 7.1 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly should increase funding to expand
safety net capacity. The North Carolina General Assembly should:

a) Appropriate $8 million in new recurring funds in SFY 2010 to the
Office of Rural Health and Community Care to support the Community
Health Center Grants Program. Funding should be used to expand the
safety net infrastructure so that safety net organizations can hire staff to
support community-based medical homes and expand the availability of
preventive, primary, chronic disease management, specialty, dental,
behavioral health and/or pharmacy services for the uninsured. Some of
the funds should be targeted to support safety net organizations that are
providing a disproportionate share of care to the uninsured.

b) Appropriate $2.2 million in new recurring funds in SFY 2010 to
the Office of Rural Health and Community Care to support the
HealthNet program. Funds should be used to sustain existing
community collaborations to care for the uninsured and expand
networks to other parts of the state.

Recommendation 8.1
a) The North Carolina General Assembly should increase funding to

increase the supply of primary care and specialty providers. Specifically,
the North Carolina General Assembly should appropriate:
1) $40 million in recurring funds to support the expansion of the

medical schools at The University of North Carolina at Chapel
Hill and East Carolina University Brody School of Medicine. State
funding should be targeted to expansion efforts that result in:
i) Increased numbers of physicians who set up and maintain

practices in underserved areas.
ii) Increased numbers of physicians who practice in primary

care or other shortage specialties needed to meet the health
care needs of North Carolina.

iii) Increased numbers of underrepresented minority physicians.
iv) Greater interdisciplinary didactic and clinical team training

among physicians, nurse practitioners, physician assistants,
and certified nurse midwives, nurses, and other health care
professionals.
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2) $1.2 million in recurring funds and/or Medicaid Graduate Medical
Education to the North Carolina Area Health Educations Centers
(AHEC) program in each year over the next five years to fund 12
new residency positions per year across the state targeted toward
the high priority specialty areas of primary care, general surgery,
psychiatry or other specialty shortage areas.
i) This funding should be provided to AHEC, with AHEC then

making grants to AHEC and university based residency
programs that agree to expand residency slots and create
programs designed to graduate physicians likely to settle in
rural and other underserved areas of the state.

ii) $3million in non-recurring funds in SFY 2010 and 2011
and $2 million in non-recurring funds in SFY 2012 should
be provided to help pay for the capital costs involved in
developing new community-based residency programs across
the state.

b) The North Carolina General Assembly should direct General
Administration within the University of North Carolina System to
explore the possibility of further expansion of physician assistants
and nurse practitioner programs in the University of North Carolina
System in order to:
1) Increased numbers of nurse practitioners and physician assistants

who set up and maintain practices in underserved areas
2) Increased numbers of nurse practitioners and physician assistants

who practice in primary care or other shortage specialties needed
to meet the health care needs of North Carolina

3) Increased numbers of underrepresented minority nurse
practitioners and physician assistants.

4) Greater interdisciplinary didactic and clinical team training among
physicians, nurse practitioners, physician assistants, certified
nurse midwives, nurses and other health care professionals.

Recommendation 8.2 (PRIORITY RECOMMENDATION)
In order to maintain and expand access to health care services for low-income
and underserved populations, the North Carolina General Assembly
should:

a) Continue to support the Community Care of North Carolina
(CCNC) program.

b) Continue to tie Medicaid reimbursement to physicians at 95% of the
Medicare rates.
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c) Direct the Division of Medical Assistance to increase the payment for
primary care practitioners practicing in health professional shortage
areas either by increasing reimbursement rates or establishing a
higher per member per month (pmpm) CCNC payment.

d) The North Carolina General Assembly should appropriate
$1,915,600 million in recurring funds to the North Carolina Office
of Rural Health and Community Care (ORHCC). Of this amount:
1) $350,000 should be appropriated to provide technical assistance to

communities to help identify community needs and practice models
that can best meet these needs and to provide technical assistance
to small practices or solo practitioners practicing in medically
underserved communities or serving underserved populations;

2) $1.5 million should be appropriated to pay for loan repayment and
financial incentives to recruit and retain primary care physicians,
physician assistants, nurse practitioners, and certified nurse
midwives, psychiatrists, psychiatric physician assistants, psychiatric
nurse practitioners, general surgeons and dentists to rural and
underserved communities; and

3) $65,600 should be appropriated to expand the number of
ORHCC staff who recruit practitioners into health professional
shortage areas.

4) ORHCC should place a special emphasis on recruiting and
retaining underrepresented minority, bilingual and bicultural
providers to work in underserved areas or with underserved
populations.

Recommendation 8.3
In order to expand the health professional workforce in underserved areas
of the state:

a) The North Carolina General Assembly should direct the North
Carolina Office of Rural Health and Community Care (ORHCC) to
explore different forms of financial incentives or other systems to
encourage providers to establish and remain in practice in underserved
areas or with underserved populations, and report the findings back
to the 2011 Session of the North Carolina General Assembly. The
ORHCC should work with the North Carolina Medical Society
Foundation and other relevant groups to identify appropriate
incentives which may include, but not be limited to: tax credits,
increased reimbursement, malpractice premium subsidies or grants
to help practices purchase electronic health records.
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b) The North Carolina General Assembly should continue support
to existing programs to enable them to work with practices in
underserved areas to assist with systems redesign and quality
improvement initiatives. These strategies could include, but not
be limited to providing support to small rural hospitals to help
pay for call coverage or use of hospitalists.

Recommendation 8.4
In order to improve the skills of health care professionals and practice
managers to handle the business aspects of running a health care practice:

a) The North Carolina General Assembly should appropriate $250,000
in recurring funds to the North Carolina Office of Rural Health and
Community Care (ORHCC). ORHCC should use funding to support
technical assistance provided through the Office of Rural Health and
Community Care and the North Carolina Medical Society Foundation
PracEssentials programs to practices in underserved areas or serving
underserved populations.

b) The University of North Carolina system, North Carolina community
colleges, and North Carolina independent colleges and universities
should offer courses that can improve the skills of existing practice
managers and increase the supply of new practice managers across
the state. These courses should be targeted to underserved areas of
the state.

c) The North Carolina Area Health Education Centers Program, ORHCC,
Community Practitioner Program, North Carolina community
colleges, and North Carolina independent colleges and universities
should develop educational and continuing education courses for
existing practitioners and staff to enhance the business skills needed
to maintain a viable practice.

d) North Carolina foundations should consider funding start-up
programs to community colleges and other organizations to enhance
the skills of practice managers and providers and programs targeted
to underserved areas.
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The North Carolina Uninsured Appendix B
2006-2007

Table 1: Non-Elderly (Age 0-64)
2006-2007 Rates Change: 2001-2002 to 2006-2007

Thousands Percent of All Percent Thousands Percent of All Percent
Category of Uninsured Uninsured Uninsured of Uninsured Uninsured Uninsured

Total 1,523 100 18.9 206 0 0.6

Income

<100% FPG 457 30 36 63 0.1 -2.4

100-200% FPG 445 29.2 31 55 -0.4 1.7

200-300% FPG 323 21.2 20.6 86 3.2 1.8

300%+ FPG 299 19.6 7.9 2 -2.9 -0.4

Race/Ethnicity

White, Not Hispanic 699 45.9 13.2 54 -3.1 -0.5

Af-Amer, Not Hispanic 394 25.9 21.6 9 -3.4 -1.4

Not White or Af-Amer or Hispanic 121 8 33.9 61 3.4 15.5

Hispanic 308 20.2 53.4 82 3 3.3

Labor Force Status

Not in Labor Force 397 30 23.6 62 0.3 -0.9

Unemployed 107 8.1 46.2 -20 -3.2 4.1

Part Time 183 13.9 28.5 -3 -2.6 -0.7

Full Time 633 48 17.7 154 5.4 2.1

Firm Size

1-24 employees 395 48.5 31.5 59 -2.1 -2.2

25-99 103 12.6 19.1 41 3.3 2.7

100-999 100 12.3 13.9 23 0.6 3.7

Greater than 1000 152 18.7 9.7 6 -3.3 -0.1

Unknown Size 65 8 48.3 21 1.4 -1.5

Family Workforce Status

No Workers 188 12.3 20.6 10 -1.2 0.3

Only PT Workers 165 10.8 31.4 -6 -2.2 -3.2

1 FT Worker 668 43.9 19.3 72 -1.4 0.9

2+ FT Workers 502 33 16 130 4.7 1.4

Age

0-17 283 18.6 12.5 28 -0.8 0.2

18-24 238 15.7 28.9 25 -0.5 0

25-34 372 24.5 29.2 51 0 3

35-44 260 17.1 19.6 14 -1.6 0.2

45-54 217 14.2 17.4 40 0.8 1.1

55-64 153 10 13.7 48 2.1 0.2

Citizenship

Citizen 1250 82.1 16.5 134 -2.6 0.1

Not a citizen 273 17.9 61.4 72 2.6 4.7

Gender

Male 827 54.3 20.5 160 3.7 1.7

Female 697 45.7 17.4 46 -3.7 -0.6



134 North Carolina Institute of Medicine

Appendix B The North Carolina Uninsured 2006-2007

Table 1: Non-Elderly (Age 0-64)
2006-2007 Rates Change: 2001-2002 to 2006-2007

Thousands Percent of All Percent Thousands Percent of All Percent
Category of Uninsured Uninsured Uninsured of Uninsured Uninsured Uninsured

Rural/Urban

Urban 977 64.1 18.2 80 -3.9 0.6

Rural 547 35.9 20.4 126 3.9 0.1

Self-Perceived Health Status

Excellent 373 24.5 12.9 26 -1.8 -1.2

Very Good 523 34.4 20 95 1.8 1.7

Good 490 32.2 27 117 3.9 4

Fair 98 6.5 19.1 -11 -1.8 -5.8

Poor 39 2.5 18.6 -22 -2 -1.2

Source: North Carolina Institute of Medicine Analysis of Current Population Survey Data (US Census Bureau).
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The North Carolina Uninsured 2006-2007 Appendix B

Table 2: Adults (Age 19-64)
2006-2007 Rates Change: 2001-2002 to 2006-2007

Thousands Percent of All Percent Thousands Percent of All Percent
of Uninsured Uninsured of Adults of Uninsured Uninsured of Adults

Category Adults Adults Uninsured Adults Adults Uninsured

Total 1,217 100 21.5 173 0 0.6

Income

<100% FPG 350 28.8 46.2 59 0.9 -2.6

100-200% FPG 343 28.2 37.5 36 -1.2 1.5

200-300% FPG 277 22.7 24.9 81 4 2

300%+ FPG 247 20.3 8.6 -3 -3.7 -0.7

Race/Ethnicity

White, Not Hispanic 580 47.7 15 47 -3.4 -0.5

Af-Amer, Not Hispanic 309 25.4 25.9 26 -1.7 -0.2

Not White or Af-Amer or Hispanic 91 7.5 37.6 40 2.6 14

Hispanic 237 19.5 63.9 59 2.5 2.2

Labor Force Status

Not in Labor Force 314 25.8 24.8 38 -0.6 -1.1

Unemployed 100 8.2 47.1 -19 -3.1 3

Part Time 172 14.2 30.2 0 -2.4 -0.3

Full Time 630 51.8 17.7 154 6.2 2.1

Firm Size

1-24 employees 391 48.7 31.8 59 -2.4 -2.3

25-99 102 12.7 19.2 41 3.4 2.5

100-999 99 12.3 13.9 24 0.7 3.8

Greater than 1000 152 18.9 9.8 8 -3.2 0.1

Unknown Size 59 7.4 51.2 21 1.5 -3.7

Family Workforce Status

No Workers 161 13.2 23.2 12 -1 -2

Only PT Workers 129 10.6 38.7 -4 -2.1 -3.3

1 FT Worker 509 41.8 21.9 47 -2.4 1

2+ FT Workers 419 34.4 18 117 5.5 2.1

Age

18-24 215 17.7 30.5 20 -1 0.5

25-34 372 30.6 29.2 51 -0.2 3

35-44 260 21.4 19.6 14 -2.2 0.2

45-54 217 17.8 17.4 40 0.9 1.1

55-64 153 12.6 13.7 48 2.5 0.2

Citizenship

Citizen 970 79.7 18.4 104 -3.3 0

Not a citizen 246 20.3 64.2 69 3.3 6

Gender

Male 668 54.9 23.6 142 4.6 2.1

Female 549 45.1 19.3 31 -4.6 -0.9
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Table 2: Adults (Age 19-64)
2006-2007 Rates Change: 2001-2002 to 2006-2007

Thousands Percent of All Percent Thousands Percent of All Percent
of Uninsured Uninsured of Adults of Uninsured Uninsured of Adults

Category Adults Adults Uninsured Adults Adults Uninsured

Rural/Urban

Urban 766 62.9 20.2 52 -5.4 0.3

Rural 451 37.1 24 121 5.4 1

Self-Perceived Health Status

Excellent 260 21.4 15.4 22 -1.5 -1.3

Very Good 400 32.9 21.4 61 0.4 0.9

Good 422 34.7 29.9 112 4.9 4.8

Fair 96 7.9 20 -4 -1.7 -5.4

Poor 39 3.2 18.6 -17 -2.2 -0.8

Industry

Agriculture 21 2.6 50.2 2 -0.3 15.9

Construction 202 25.2 48.6 58 2.9 5.8

Manufacture 47 5.8 8.8 -22 -4.8 -2.8

Transport 17 2.2 10.7 -2 -0.8 -1.7

Trade 99 12.4 16.8 4 -2.4 -2.1

Health & Education 129 16.1 13.9 41 2.5 3.2

Finance 31 3.9 10.7 15 1.3 3.2

Government 5 0.6 2.7 1 0 -0.8

Hospitality 121 15.1 35.9 38 2.3 1.6

Other 129 16.1 20.5 19 -0.8 0.9

Source: North Carolina Institute of Medicine Analysis of Current Population Survey Data (US Census Bureau).
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The North Carolina Uninsured 2006-2007 Appendix B

Table 3: Children (Age 0-18)
2006-2007 Rates Change: 2001-2002 to 2006-2007

Thousands Percent of All Percent Thousands Percent of All Percent
of Uninsured Uninsured of Children of Uninsured Uninsured of Children

Category Children Children Uninsured Children Children Uninsured

Total 306 100 12.9 33 0 0.2

Income

<100% FPG 107 34.9 20.8 3 -2.9 -3.1

100-200% FPG 102 33.3 19.6 18 2.8 2.1

200-300% FPG 46 15 10.1 5 0 0

300%+ FPG 52 16.8 5.8 6 0.1 0.4

Race/Ethnicity

White, Not Hispanic 119 38.9 8.4 7 -2 -0.3

Af-Amer, Not Hispanic 86 27.9 13.5 -18 -9.7 -3.8

Not White or Af-Amer or Hispanic 30 9.8 26 21 6.4 17.7

Hispanic 71 23.3 34.6 22 5.4 4.7

Citizenship

Citizen 280 91.3 12.1 30 0.2 0.2

Not a citizen 27 8.7 43.9 2 -0.2 -3.9

Gender

Male 159 51.9 13.1 17 0.2 0.3

Female 147 48.1 12.7 15 -0.2 0.1

Rural/Urban

Urban 211 68.8 13.4 28 1.9 1.3

Rural 96 31.2 11.8 5 -1.9 -2.2

Self-Perceived Health Status

Excellent 113 36.7 9.4 4 -2.7 -1

Very Good 123 40.1 16.5 34 7.6 3.4

Good 68 22.3 16.9 6 -0.6 0.5

Fair 2 0.8 7 -7 -2.6 -13.9

Poor 0 0 0 -5 -1.7 -25

Living With Parents?

Both parents 144 47 9.8 N/A N/A N/A

Mother only 102 33.3 16.8 N/A N/A N/A

Father only 9 3 12.4 N/A N/A N/A

Neither parent 26 8.6 25.8 N/A N/A N/A

Source: North Carolina Institute of Medicine Analysis of Current Population Survey Data (US Census Bureau).
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County Level Data on the Appendix C
North Carolina Uninsured 2006-2007

Children (0-18) Adults (19-64) Non-elderly (0-64)

County Number Percent Rank Number Percent Rank Number Percent Rank

Alamance 7,000 17.1% High 20,000 22.5% Mid-Low 27,000 20.8% Mid-High

Alexander 1,000 11.6% Mid-Low 4,000 19.1% Low 6,000 16.9% Low

Alleghany <500 10.5% Low 2,000 25.7% High 2,000 21.4% Mid-High

Anson 1,000 12.4% Mid-Low 4,000 25.9% High 5,000 21.8% High

Ashe 1,000 10.8% Low 4,000 24.2% Mid-High 5,000 20.4% Mid-High

Avery 1,000 12.1% Mid-Low 3,000 25.9% High 3,000 22.2% High

Beaufort 2,000 12.7% Mid-Low 7,000 23.8% Mid-High 8,000 20.2% Mid-High

Bertie 1,000 13.1% Mid-High 3,000 24.6% Mid-High 4,000 20.9% Mid-High

Bladen 1,000 14.5% Mid-High 5,000 24.8% Mid-High 6,000 21.4% Mid-High

Brunswick 2,000 9.6% Low 14,000 23.8% Mid-High 16,000 19.6% Mid-Low

Buncombe 7,000 11.5% Mid-Low 29,000 20.8% Low 36,000 18.1% Low

Burke 3,000 13.4% Mid-High 12,000 20.7% Low 15,000 18.4% Low

Cabarrus 7,000 14.4% Mid-High 20,000 19.5% Low 26,000 17.9% Low

Caldwell 3,000 11.9% Mid-Low 10,000 20.1% Low 13,000 17.6% Low

Camden <500 10.2% Low 1,000 22.0% Mid-Low 2,000 18.6% Mid-Low

Carteret 1,000 7.6% Low 9,000 22.2% Mid-Low 10,000 18.0% Low

Caswell 1,000 11.1% Low 4,000 23.9% Mid-High 4,000 20.1% Mid-High

Catawba 6,000 13.7% Mid-High 20,000 20.0% Low 26,000 18.0% Low

Chatham 2,000 15.4% High 8,000 20.7% Low 10,000 19.2% Mid-Low

Cherokee 1,000 9.8% Low 4,000 25.1% Mid-High 5,000 20.4% Mid-High

Chowan 1,000 12.1% Mid-Low 2,000 25.2% Mid-High 3,000 21.0% Mid-High

Clay <500 6.4% Low 1,000 24.2% Mid-High 2,000 19.1% Mid-Low

Cleveland 3,000 11.7% Mid-Low 13,000 21.9% Mid-Low 17,000 18.6% Mid-Low

Columbus 2,000 13.8% Mid-High 9,000 27.1% High 11,000 22.7% High

Craven 4,000 13.0% Mid-High 12,000 22.1% Mid-Low 16,000 19.0% Mid-Low

Cumberland 15,000 14.8% High 45,000 24.3% Mid-High 60,000 21.0% Mid-High

Currituck 1,000 10.5% Low 4,000 23.2% Mid-Low 4,000 19.4% Mid-Low

Dare 1,000 9.5% Low 5,000 22.6% Mid-Low 6,000 18.8% Mid-Low

Davidson 6,000 13.4% Mid-High 20,000 20.4% Low 26,000 18.2% Low

Davie 1,000 12.7% Mid-High 5,000 19.7% Low 6,000 17.6% Low

Duplin 4,000 24.0% High 10,000 29.4% High 13,000 27.6% High

Durham 11,000 15.1% High 34,000 21.1% Low 45,000 19.3% Mid-Low

Edgecombe 2,000 13.3% Mid-High 9,000 26.4% High 11,000 22.1% High

Forsyth 14,000 14.5% Mid-High 44,000 20.8% Low 58,000 18.8% Mid-Low

Franklin 2,000 14.5% High 9,000 23.4% Mid-Low 11,000 20.7% Mid-High

Gaston 7,000 12.9% Mid-High 26,000 20.3% Low 33,000 18.0% Low

Gates <500 11.5% Mid-Low 2,000 24.0% Mid-High 2,000 20.1% Mid-Low

Graham <500 10.7% Low 1,000 26.8% High 2,000 21.8% High

Granville 2,000 14.6% High 8,000 21.0% Low 10,000 19.1% Mid-Low
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Appendix C County-Level Data on the North Carolina Uninsured 2006-2007

Children (0-18) Adults (19-64) Non-elderly (0-64)

County Number Percent Rank Number Percent Rank Number Percent Rank

Greene 1,000 20.6% High 4,000 28.8% High 5,000 26.3% High

Guilford 15,000 11.4% Mid-Low 59,000 20.5% Low 74,000 17.7% Low

Halifax 2,000 11.0% Low 9,000 27.7% High 11,000 22.2% High

Harnett 6,000 17.8% High 17,000 24.5% Mid-High 22,000 22.4% High

Haywood 1,000 9.4% Low 8,000 22.2% Mid-Low 9,000 18.4% Low

Henderson 3,000 13.0% Mid-High 13,000 22.3% Mid-Low 16,000 19.4% Mid-Low

Hertford 1,000 11.6% Mid-Low 4,000 26.9% High 5,000 22.1% High

Hoke 3,000 21.6% High 7,000 26.8% High 10,000 25.0% High

Hyde <500 10.8% Low 1,000 31.4% High 1,000 25.8% High

Iredell 5,000 12.7% Mid-Low 19,000 20.0% Low 24,000 17.7% Low

Jackson 1,000 10.4% Low 6,000 24.3% Mid-High 7,000 20.2% Mid-High

Johnston 8,000 16.9% High 23,000 22.8% Mid-Low 30,000 21.0% Mid-High

Jones <500 14.0% Mid-High 2,000 26.5% High 2,000 22.7% High

Lee 3,000 18.3% High 8,000 22.8% Mid-Low 11,000 21.2% Mid-High

Lenoir 2,000 13.8% Mid-High 9,000 25.3% Mid-High 11,000 21.5% Mid-High

Lincoln 3,000 15.3% High 10,000 21.6% Mid-Low 13,000 19.7% Mid-Low

McDowell 2,000 14.0% Mid-High 6,000 20.7% Low 7,000 18.7% Mid-Low

Macon 1,000 9.6% Low 5,000 25.6% High 6,000 20.7% Mid-High

Madison 1,000 11.2% Low 3,000 22.5% Mid-Low 3,000 19.1% Mid-Low

Martin 1,000 13.1% Mid-High 4,000 25.9% High 5,000 21.8% High

Mecklenburg 31,000 12.6% Mid-Low 110,000 20.3% Low 142,000 17.9% Low

Mitchell <500 10.5% Low 2,000 23.9% Mid-High 3,000 19.9% Mid-Low

Montgomery 2,000 19.9% High 4,000 25.5% High 6,000 23.7% High

Moore 3,000 11.5% Mid-Low 10,000 21.2% Low 13,000 18.1% Low

Nash 4,000 13.2% Mid-High 13,000 22.1% Mid-Low 16,000 19.2% Mid-Low

New Hanover 5,000 9.8% Low 26,000 21.5% Mid-Low 30,000 18.1% Low

Northampton 1,000 9.9% Low 3,000 24.6% Mid-High 4,000 19.9% Mid-Low

Onslow 9,000 16.9% High 26,000 27.6% High 34,000 23.8% High

Orange 4,000 12.0% Mid-Low 15,000 18.7% Low 19,000 16.8% Low

Pamlico <500 7.5% Low 2,000 23.3% Mid-Low 2,000 18.8% Mid-Low

Pasquotank 2,000 14.3% Mid-High 7,000 26.1% High 8,000 22.4% High

Pender 2,000 12.5% Mid-Low 8,000 25.3% Mid-High 10,000 21.5% Mid-High

Perquimans <500 9.8% Low 2,000 25.4% Mid-High 2,000 20.6% Mid-High

Person 1,000 13.0% Mid-High 5,000 21.9% Mid-Low 7,000 19.2% Mid-Low

Pitt 6,000 14.6% High 22,000 23.5% Mid-High 28,000 20.8% Mid-High

Polk 1,000 10.8% Low 2,000 21.2% Low 3,000 18.1% Low

Randolph 7,000 15.9% High 19,000 21.3% Mid-Low 25,000 19.6% Mid-Low

Richmond 2,000 14.1% Mid-High 7,000 25.5% Mid-High 9,000 21.7% High

Robeson 7,000 16.0% High 24,000 30.0% High 31,000 25.2% High

Rockingham 4,000 13.9% Mid-High 13,000 22.7% Mid-Low 17,000 20.0% Mid-Low

Rowan 5,000 13.7% Mid-High 18,000 20.6% Low 23,000 18.5% Low
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County-Level Data on the North Carolina Uninsured 2006-2007 Appendix C

Children (0-18) Adults (19-64) Non-elderly (0-64)

County Number Percent Rank Number Percent Rank Number Percent Rank

Rutherford 2,000 12.7% Mid-High 9,000 23.7% Mid-High 11,000 20.2% Mid-High

Sampson 4,000 21.3% High 11,000 27.9% High 15,000 25.7% High

Scotland 1,000 11.9% Mid-Low 6,000 24.5% Mid-High 7,000 20.4% Mid-High

Stanly 2,000 12.2% Mid-Low 8,000 21.5% Mid-Low 10,000 18.6% Low

Stokes 1,000 11.7% Mid-Low 6,000 19.9% Low 7,000 17.4% Low

Surry 3,000 16.0% High 10,000 22.1% Mid-Low 13,000 20.1% Mid-High

Swain <500 12.4% Mid-Low 2,000 23.8% Mid-High 2,000 20.0% Mid-Low

Transylvania 1,000 6.7% Low 4,000 22.1% Mid-Low 4,000 17.3% Low

Tyrrell <500 16.3% High 1,000 33.3% High 1,000 28.6% High

Union 8,000 14.4% Mid-High 23,000 20.0% Low 31,000 18.2% Low

Vance 2,000 15.5% High 7,000 26.9% High 9,000 23.0% High

Wake 26,000 11.3% Mid-Low 97,000 18.4% Low 123,000 16.3% Low

Warren 1,000 11.7% Mid-Low 3,000 28.1% High 4,000 23.2% High

Washington <500 10.9% Low 2,000 28.0% High 3,000 22.3% High

Watauga 1,000 11.5% Mid-Low 7,000 23.6% Mid-High 8,000 20.5% Mid-High

Wayne 5,000 15.2% High 16,000 23.4% Mid-Low 22,000 20.7% Mid-High

Wilkes 2,000 12.3% Mid-Low 9,000 20.4% Low 11,000 17.9% Low

Wilson 3,000 15.2% High 12,000 25.0% Mid-High 15,000 21.8% High

Yadkin 2,000 16.6% High 5,000 21.7% Mid-Low 7,000 20.1% Mid-Low

Yancey 1,000 12.3% Mid-Low 3,000 25.6% High 3,000 21.6% Mid-High

North Carolina 345,000 11.3% 1,232,000 19.5% 1,578,000 19.5%

Source: Produced by North Carolina Institute of Medicine and Cecil G. Sheps Center for Health Services Research.
Estimates rounded to nearest 1000.
Rank: “High” denotes 25 counties with the highest percent uninsured. “Mid-High” next 25 highest,“Mid-Low” next 25 highest, and
“Low” denotes the 25 counties with lowest percent non-elderly uninsured.
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Health Insurance and Mortality in US Adults
Andrew P. Wilper, MD, MPH, Steffie Woolhandler, MD, MPH, Karen E. Lasser, MD, MPH, Danny McCormick, MD, MPH, David H. Bor, MD,
and David U. Himmelstein, MD

The United States stands alone among indus-
trialized nations in not providing health cov-
erage to all of its citizens. Currently, 46 million
Americans lack health coverage.1 Despite re-
peated attempts to expand health insurance,
uninsurance remains commonplace among US
adults.

Health insurance facilitates access to
health care services and helps protect
against the high costs of catastrophic illness.
Relative to the uninsured, insured Ameri-
cans are more likely to obtain recommended
screening and care for chronic conditions2

and are less likely to suffer undiagnosed chronic
conditions3 or to receive substandard medical
care.4

Numerous investigators have found an as-
sociation between uninsurance and death.5–14

The Institute of Medicine (IOM) estimated that
18314 Americans aged between 25 and 64
years die annually because of lack of health
insurance, comparable to deaths because of
diabetes, stroke, or homicide in 2001 among
persons aged 25 to 64 years.4 The IOM estimate
was largely based on a single study by Franks
et al.5 However, these data are now more than
20 years old; both medical therapeutics and
the demography of the uninsured have changed
in the interim.

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

METHODS

The National Center for Health Statistics
(NCHS) conducted NHANES III between
1988 and 1994. The survey combined an
interview, physical examination, and labora-
tory testing. NHANES III employed a complex
sampling design to establish national esti-
mates of disease prevalence among the

noninstitutionalized civilian population in the
United States.15 Staff performed interviews in
English and Spanish.

The NHANES III Linked Mortality File
matched NHANES III records to the National
Death Index (NDI). The NCHS’s linkage, which
uses a probabilistic matching strategy through
December 31, 2000, is described elsewhere.16

The NCHS perturbed the file to prevent reiden-
tification of survey participants. Vital status was
not altered in this process. The publicly released
data yield survival analysis results virtually
identical to the restricted-use NHANES III
Linked Mortality File.17

In designing our analysis, we hewed closely
to Franks’5 methodology to facilitate interpreta-
tion of time trends. We analyzed data for in-
dividuals who reported no public source of
health insurance at the time of the NHANES III
interview. First, we excluded those aged older
than 64 years, as virtually all are eligible for
Medicare. Of the 33994 individuals participat-
ing, 14798 were aged between 17 and 64 years
at the time of the interview. In keeping with
earlier analyses,5–7,13 we also excluded noneld-
erly Medicare recipients and persons covered by
Medicaid and the Department of Veterans

Affairs/Civilian Health and Medical Program
of the Uniformed Services military insurance
(n=2023), as a substantial proportion of those
individuals had poor health status as a prerequi-
site for coverage. Of the 12775 participants
not covered by government insurance, we ex-
cluded 663 (5.2%) who lacked information on
health insurance. We excluded 974 of the
remaining 12112 who were covered by private
insurance or uninsured at the time of the in-
terview because of failure to complete the in-
terview and physical examination. Of the
remaining 11138, we included only the 9005
with complete baseline data from both the in-
terview and physical examination in our final
analysis (Figure 1). Among those with complete
insurance data, those with complete interview
and examination data were both less likely to be
uninsured (16.4% vs 21.6%; P<.001) and less
likely to die (3.0% vs 4.5%; P<.001).

NHANES III staff interviewed respondents
in their homes regarding demographics (in-
cluding health insurance). Participants
responded to questions about race, ethnicity,
income, and household size. The sample design
permits estimation for 3 racial/ethnic groups:
non-Hispanic White, non-Hispanic Black, and

Objectives. A 1993 study found a 25% higher risk of death among uninsured

compared with privately insured adults. We analyzed the relationship between

uninsurance and death with more recent data.

Methods. We conducted a survival analysis with data from the Third National

Health and Nutrition Examination Survey. We analyzed participants aged 17 to

64 years to determine whether uninsurance at the time of interview predicted

death.

Results. Among all participants, 3.1% (95% confidence interval [CI]=2.5%,

3.7%) died. The hazard ratio for mortality among the uninsured compared with

the insured, with adjustment for age and gender only, was 1.80 (95% CI=1.44,
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physician-rated health status, body mass index, leisure exercise, smoking, and

regular alcohol use, the uninsured were more likely to die (hazard ratio=1.40;

95% CI=1.06, 1.84) than those with insurance.

Conclusions. Uninsurance is associated with mortality. The strength of that

association appears similar to that from a study that evaluated data from the

mid-1980s, despite changes in medical therapeutics and the demography of the
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Mexican American. The NCHS created a vari-
able that combined family income and the
poverty threshold during the year of interview
(the poverty income ratio), allowing income to
be standardized for family size and com-
pared across the 6 years of data collection.18

NHANES III interviewers also collected
data on education, employment, tobacco use,
alcohol use, and leisure exercise. We ana-
lyzed education dichotomously, comparing
those with 12 years or more education to
those with less than 12 years. We considered

respondents to be unemployed if they were
looking for work, laid off, or unemployed. All
others, including the employed, students,
homemakers, and retirees were considered
‘‘not unemployed.’’ We considered smokers
in 3 categories: current smokers, former
smokers (those who had smoked more than
200 cigarettes in their lifetime), and non-
smokers. We labeled those drinking more than
6 alcoholic beverages per week as regular
drinkers. We analyzed exercise in 2 groups:
those achieving greater than or equal to 100

metabolic equivalents (METs) per month, ver-
sus those achieving less than 100 METs per
month.19,20

NHANES III measured participants’ self-
perceived health in 5 categories: excellent, very
good, good, fair, and poor. We combined the
last 2 groups because of small numbers.
NHANES physicians performed physical ex-
aminations on all participants and provided an
impression of overall health status rated as
excellent, very good, good, fair, and poor.21 We
combined the final 2 groups because of small
numbers. We analyzed body mass index (BMI;
weight in kilograms divided by height in meters
squared) in 4 categories: less than 18.5; 18.5 to
25; more than 25 to less than 30; and 30 and
higher.

NHANES III oversampled several groups,
including Black persons, Mexican Americans,
the very young (aged 2 months to 5 years), and
those aged older than 65 years. To account for
this and other design variables we used the
SUDAAN (version 9.1.3, Research Triangle
Institute, Research Triangle Park, NC) SUR-
VIVAL procedure and SAS (version 9.1, SAS
Institute Inc, Cary, NC) PROC SURVEYFREQ
to perform all analyses. We (as did Franks
et al.5) employed unweighted survival analyses
and controlled for the variables used in deter-
mining the sampling weights (age, gender, and
race/ethnicity) because of the inefficiency of
weighted regression analyses.22

We analyzed the relation between insurance,
demographics, baseline health status variables,
and mortality by using c2 tests. We then used
a Cox proportional hazards survival analysis
controlling only for age and gender to determine
if lack of health insurance predicted mortality.
We repeated the analysis of the relationship of
insurance to mortality after forcing all covariates
in the model. In this Cox proportional hazards
analysis, we controlled for gender, age, race/
ethnicity (4 categories), income (poverty income
ratio), education, current unemployment,
smoking status (3 categories), regular alcohol
use, self-rated health (4 categories), physician-
rated health (4 categories), and BMI (4 cate-
gories). We tested for significant interactions
between these variables and health insurance
status (i.e., P<.05). We handled tied failure
times by using the Efron method.

We performed multiple sensitivity analy-
ses to analyze the robustness of our results.

Note. NHANES III = National Health and Nutrition Examination Survey; VA/CHAMPUS = Veterans Affairs/Civilian Health and

Medical Program of the Uniformed Services.

FIGURE 1—Study population and exclusions.
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We developed a propensity score model and
controlled for the variables in our previous
models (with the exception of health insur-
ance status), as well as marital status;
household size; census region; number of
overnight visits in hospital in past 12
months; number of visits to a physician in
past 12 months; limitations in work
or activities; job or housework changes or
job cessation because of a disability or
health problem; and number of self-reported
chronic diseases, including emphysema,
prior nonskin malignancy, stroke, congestive
heart failure, hypertension, diabetes, or
hypercholesterolemia. Next, we included
the propensity score in the multivariable
model with the indicator for insurance sta-
tus. In addition, we tested for the effect of
including those covered by Medicaid by
using our original Cox model and the pro-
pensity score adjusted analysis. In a subsidi-
ary analysis, we excluded employment
and self- and physician-rated health, as
these covariates may be a result of limited
access to health care because of uninsur-
ance.

To facilitate interpretation of our hazard
ratio, we first replicated the calculation in the
IOM report to estimate the number of US
adults who die annually because of lack of
health insurance. This approach applies the
overall hazard ratio to 9-year age strata and
sums these figures to arrive at an annual
number of deaths attributable to lack of health
insurance. We then recalculated this figure by
using the slightly different approach utilized
by the Urban Institute, which does not age
stratify when calculating total mortality. We
believe this approach to be more accurate
than that used to produce the IOM estimate, as
it calculates mortality from the entire age
range that the hazard ratio was calculated
from, as opposed to calculating mortality over
10-year age strata.23

RESULTS

We display baseline characteristics of the
sample in Table 1; 9004 individuals contrib-
uted 80657 person-years of follow-up time
between 1988 and 2000. Of these, 16.2%
(95% confidence interval [CI]=14.1%, 18.2%)
were uninsured at the time of interview.

TABLE 1—Insurance and Mortality Among Nonelderly US Adults Aged 17 to 64 Years:

NHANES III (1986–1994) With Follow-Up Through 2000

Characteristic No. (weighted %) % Uninsured (SE) % Died (SE)

Vital status as of December 31, 2000

Alive 8653 (96.9) 16.2 (1.0) 0

Deceased 351 (3.1) 17.2 (2.8) 100

Insurance statusa

Privately insured 6655 (83.8) 0 3.0 (0.3)

Uninsured 2350 (16.2) 100 3.3 (0.6)

Gender

Female 4695 (50.2) 15.1 (1.1) 2.6 (0.3)

Male 4311 (49.8) 17.3 (1.3) 3.5 (0.4)

Age, y

17–24 1750 (17.1) 28.5 (2.5) 0.7 (0.2)

25–34 2338 (27.1) 19.7 (1.5) 1.4 (0.4)

35–44 2177 (26.2) 11.6 (1.2) 1.7 (0.3)

45–54 1529 (16.8) 10.8 (1.4) 5.1 (0.9)

55–64 1344 (12.7) 8.9 (1.4) 10.7 (1.1)

Race/ethnicity

Non-Hispanic White 3484 (78.1) 12.3 (0.8) 3.1 (0.4)

Non-Hispanic Black 2567 (9.9) 22.6 (2.1) 4.1 (0.5)

Mexican American 2598 (5.1) 45.5 (1.9) 3.1 (0.4)

Other 355 (6.9) 29.5 (7.3) 0.9 (0.4)

Education, y

< 12 2917 (19.6) 37.4 (3.0) 4.1 (0.5)

‡12 6087 (80.4) 11.0 (0.7) 2.8 (0.3)

Employment

Unemployedb 511 (4.0) 49.8 (3.9) 5.3 (1.3)

All others 8493 (96.0) 14.8 (0.9) 3.0 (0.3)

Poverty income ratioc

0–1 1678 (9.2) 56.2 (2.7) 4.3 (0.9)

> 1–3 4171 (39.7) 22.1 (1.7) 3.0 (0.3)

> 3 3155 (51.2) 4.4 (0.5) 3.0 (0.4)

Smoking status

Current smoker 2465 (29.1) 22.8 (1.8) 4.6 (0.5)

Former smokerd 1794 (22.3) 10.4 (1.1) 4.2 (0.7)

Nonsmoker 4745 (48.6) 14.9 (1.1) 1.7 (0.3)

Drinking status, alcoholic drinks/wk

< 6 7193 (78.3) 15.3 (1.1) 4.3 (0.7)

‡6 1811 (21.7) 19.6 (1.5) 2.8 (0.4)

Exercise, METs/mo

‡100 3475 (42.0) 13.7 (1.1) 2.9 (0.4)

< 100 5529 (58.0) 18.0 (1.1) 3.2 (0.4)

Self-rated health

Excellent 1675 (23.4) 9.3 (1.3) 2.0 (0.4)

Very good 2499 (34.9) 12.0 (0.9) 1.4 (0.4)

Good 3288 (31.7) 20.5 (1.9) 3.3 (0.4)

Fair or poor 1542 (9.9) 33.6 (2.5) 10.8 (1.2)

Continued
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Uninsurance was associated with younger age,
minority race/ethnicity, unemployment,
smoking, exercise (less than 100 METs per
month), self-rated health, and lower levels of
education and income (P<.001 for all com-
parisons). Regular alcohol use and physician-
rated health were also associated with higher
rates of uninsurance (P<.05 for both com-
parisons).

By the end of follow-up in 2000, 351 in-
dividuals, or 3.1% (95% CI=2.5%, 3.7%) of
the sample, had died (Table 1). Significant
bivariate predictors of mortality included male
gender (P=.04), age (P<.001), minority race/
ethnicity (P<.001), less than 12 years of
education (P=.008), unemployment (P=.02),
smoking (P<.001), regular alcohol use
(P=.04), worse self-rated health status
(P<.001), and worse physician-rated health
status (P<.001).

In the model adjusted only for age and
gender, lack of health insurance was signifi-
cantly associated with mortality (hazard ratio
[HR]=1.80; 95% CI=1.44, 2.26). In subse-
quent models adjusted for gender, age, race/
ethnicity, poverty income ratio, education,
unemployment, smoking, regular alcohol use,
self-rated health, physician-rated health, and
BMI, lack of health insurance significantly
increased the risk of mortality (HR=1.40;
95% CI=1.06,1.84; Table 2). We detected no
significant interactions between lack of health

insurance and any other variables. Our sen-
sitivity analyses yielded substantially similar
estimates.

Replicating the methods of the IOM panel
with updated census data24,25 and this hazard
ratio, we calculated 27424 deaths among
Americans aged 25 to 64 years in 2000
associated with lack of health insurance. Apply-
ing this hazard ratio to census data from
200526 and including all persons aged 18 to 64
years yields an estimated 35327 deaths annu-
ally among the nonelderly associated with lack
of health insurance. When we repeated this
approach without age stratification, (thought by
investigators at the Urban Institute to be an
overly conservative approach)23 we calculated
approximately 44789 deaths among Americans
aged 18 to 64 years in 2005 associated with
lack of health insurance.

DISCUSSION

The uninsured are more likely to die than
are the privately insured. We used a nationally
representative data set to update the oft-cited
study by Franks et al. and demonstrate the
persistence of increased mortality attributable
to uninsurance. Our findings are in accord
with earlier research showing that lack of
health insurance increases the likelihood of
death in select illnesses and populations.5–7,13

Our estimate for annual deaths attributable to

uninsurance among working-age Americans is
more than 140% larger than the IOM’s earlier
figure.23

By using methodologies similar to those used
in the 1993 study, we found that being un-
insured is associated with a similar hazard for
mortality (1.40 for our study vs 1.25 for the
1993 study). Although the NHANES I study
methodology and population were similar
to those used in NHANES III, differences exist.
The population analyzed in the original study
was older on average than were participants in
our sample (22.8% vs 55.6% aged 34 years or
younger). The maximum length of follow-up
was less (16 years vs 12 years), and the earlier
analysis was limited to White and Black per-
sons, whereas the present study also includes
Mexican Americans.

The relative youthfulness and shorter
follow-up in our study population would be
expected to reduce our power to detect an
elevated risk of death. In addition, if gaining
Medicare reduces the effect of uninsurance
on mortality, then the younger age and
shorter length of follow-up in our study
might strengthen the association between
uninsurance and mortality compared with
the earlier study. It is less clear how the
differences in the racial and ethnic make-up
of our study population would affect our
ability to detect difference in risk of death.
In fact, the increased likelihood of uninsur-
ance among Mexican Americans who were
nonetheless no more likely to die than non-
Hispanic Whites might also be expected to
reduce our power compared with the earlier
study.

The original analysis confirmed vital status
by review of decedents’ death certificates.
The NCHS had developed a probabilistic
matching strategy to establish vital status. A
subsample underwent death certificate review
and verification; 98.7% were found to be
correctly classified following this review.16

Again, it is not clear how any misclassification
would bias our results. Moreover, Congress
extended Medicare coverage in 1972 to 2
nonelderly groups: the long-term disabled and
those with end-stage renal disease.27 So, al-
though both studies excluded Medicare enroll-
ees, only ours entirely excluded disabled non-
elderly adults who are at particularly high risk of
death.

TABLE 1—Continued

Physician-rated health on examination

Excellent 4627 (54.2) 16.8 (1.2) 1.8 (0.3)

Very good 2179 (24.4) 13.3 (1.2) 2.6 (0.5)

Good 1858 (18.4) 17.2 (1.4) 4.9 (0.7)

Fair or poor 340 (3.0) 21.7 (4.8) 19.0 (2.6)

Measured BMI

< 18.5 205 (2.7) 19.8 (4.0) 4.0 (1.4)

18.5–25 3764 (46.8) 16.4 (1.2) 2.4 (0.3)

> 25–< 30 2853 (30.4) 14.9 (1.2) 3.3 (0.7)

‡30 2182 (20.0) 17.2 (1.8) 4.3 (0.8)

Notes. BMI = body mass index (weight in kg divided by height in meters squared); METs = metabolic equivalents;
NHANES = National Health and Nutrition Examination Survey.
aFor those with complete data for all characteristics; excludes those covered by any government insurance.
bLooking for work, laid off, or unemployed.
cCombines family income, poverty threshold, and year of survey to allow analysis of income data across the 6 years of
NHANES III; less than 1 indicates less than the poverty threshold.
dSmoked more than 200 cigarettes in lifetime.
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The mechanisms by which health insurance
affects mortality have been extensively studied.
Indeed, the IOM issued an extensive report
summarizing this evidence.29 The IOM identi-
fied 3 mechanisms by which insurance improves
health: getting care when needed, having a
regular source of care, and continuity of cover-
age.

The uninsured are more likely to go without
needed care than the insured. For instance,
Lurie et al. demonstrated that among a medi-
cally indigent population in California, loss of
government-sponsored insurance was associ-
ated with decreased use of physician services
and worsening control of hypertension.28,29

The uninsured are also more likely to visit the
emergency department30 and be admitted to
the hospital31 for ‘‘ambulatory care sensitive
conditions,’’ suggesting that preventable illnesses
are a consequence of uninsurance.

The chronically ill uninsured are also less
likely to have a usual source of medical care,32

decreasing their likelihood of receiving preven-
tative and primary care. Discontinuity of insur-
ance is also harmful; those intermittently un-
insured are more likely to die than the insured.13

All of these factors likely play a role in the
decline in health among middle-aged unin-
sured persons detected by Baker et al.33,34 This
trend appears to reverse at age 65, when the
majority gains access to Medicare coverage.35

Other studies suggest that extending health

insurance not only improves health, but also may
be cost effective.36

Limitations

Our study has several limitations.
NHANES III assessed health insurance at
a single point in time and did not validate
self-reported insurance status. We were un-
able to measure the effect of gaining or losing
coverage after the interview. Point-in-time
uninsurance is associated with subsequent
uninsurance.6 Intermittent insurance coverage
is common and accelerates the decline in health
among middle-aged persons.33 Among the near-
elderly, point-in-time uninsurance was associ-
ated with significant decline in overall health
relative to those with private insurance.13 Earlier
population-based surveys that did validate in-
surance status found that between 7% and 11%
of those initially recorded as being uninsured
were misclassified.13 If present, such misclassifi-
cation might dilute the true effect of uninsur-
ance in our sample. We excluded 29.5% of the
sample because of missing data. These individ-
uals were more likely to be uninsured and to
die, which might also bias our estimate toward
the null.

We have no information about duration of
insurance coverage from this survey. Further,
we have no data regarding cost sharing
(out-of-pocket expenses) among the insured;
cost sharing worsened blood pressure control
among the poor in the RAND Health Insur-
ance Experiment, and was associated with
decreased use of essential medications, and
increased rates of emergency department use
and adverse events in a random sample of
elderly and poor Canadians.37,38

Unmeasured characteristics (i.e., that indi-
viduals who place less value on health es-
chew both health insurance and healthy
behaviors) might offer an alternative expla-
nation for our findings. However, our analy-
sis controlled for tobacco and alcohol use,
along with obesity and exercise habits. In
addition, research has found that more than
90% of nonelderly adults without insurance
cite cost or lack of employer-sponsored cov-
erage as reasons for being uninsured,
whereas only 1% percent report ‘‘not need-
ing’’ insurance.39 In fact, the variables included
in our main survival analysis may inappropri-
ately diminish the relationship between

TABLE 2—Adjusted Hazards for

Mortality Among US Adults Aged

17 to 64 Years: NHANES III,

1988–2000

Characteristic

Hazards Ratio

(95% CI)

Insurance status

Privately insureda (Ref) 1.00

Uninsured 1.40 (1.06, 1.84)

Ageb 1.06 (1.05, 1.07)

Gender

Female (Ref) 1.00

Male 1.37 (1.13, 1.68)

Race/ethnicity

Non-Hispanic White (Ref) 1.00

Non-Hispanic Black 1.32 (0.98, 1.79)

Mexican American 0.88 (0.64, 1.19)

Other 0.46 (0.24, 0.90)

Exercise, METs/mo

‡100 (Ref) 1.00

< 100 1.05 (0.80, 1.38)

Smoking status

Nonsmoker (Ref) 1.00

Current smoker 2.02 (1.43, 2.85)

Former smokerc 1.42 (1.09, 1.85)

Drinking status,

alcoholic drinks/wk

< 6 (Ref) 1.00

‡6 1.38 (0.99, 1.92)

Education, y

‡12 (Ref) 1.00

< 12 0.98 (0.75, 1.27)

Employment

Not unemployedd (Ref) 1.00

Unemployed 1.40 (0.92, 2.14)

Self-rated health

Excellent (Ref) 1.00

Very good 0.67 (0.42, 1.09)

Good 1.27 (0.84, 1.90)

Fair or poor 2.26 (1.40, 3.64)

Physician-rated health

Excellent (Ref) 1.00

Very good 0.99 (0.77, 1.27)

Good 1.17 (0.90, 1.52)

Fair or poor 3.22 (2.26, 4.58)

Measured BMI

< 18.5 1.26 (0.69, 2.29)

18.5–25 (Ref) 1.00

Continued

TABLE 2—Continued

> 25–< 30 0.87 (0.66, 1.15)

‡30 0.89 (0.69, 1.15)

Poverty income ratioe 1.03 (0.95, 1.12)

Notes. BMI = body mass index (weight in kg divided by
height in meters squared); CI = confidence interval;
METs = metabolic equivalents.
aFor those with complete data for all characteristics;
excludes those covered by any government insurance.
bHazard ratio reflects risk for every 1-year increase in
age.
cSmoked more than 200 cigarettes in lifetime.
dLooking for work, laid off, or unemployed.
eCombines family income, poverty threshold, and year
of survey to allow analysis of income data across the 6
years of NHANES III; less than 1 indicates less than
the poverty threshold. Entered into regression model
as a continuous variable. Hazard ratio represents
change for every 1 unit increase in the poverty income
ratio.
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insurance and death. For example, poor physi-
cian-rated health, poor self-rated health, and
unemployment may result from medically pre-
ventable conditions. Indeed, earlier analyses
suggest that the true effect of uninsurance is
likely larger than that measured in multivariate
models.13,40 In addition, Hadley found that
accounting for endogeneity bias by using an
instrumental variable increases the protective
effect of health insurance on mortality.40

Conclusions

Lack of health insurance is associated with
as many as 44789 deaths per year in the
United States, more than those caused by
kidney disease (n=42868).41 The increased
risk of death attributable to uninsurance
suggests that alternative measures of access
to medical care for the uninsured, such as
community health centers, do not provide the
protection of private health insurance. De-
spite widespread acknowledgment that
enacting universal coverage would be life
saving, doing so remains politically thorny.
Now that health reform is again on the
political agenda, health professionals have
the opportunity to advocate universal cover-
age. j
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Background: Although debate continues on US healthcare and insurance reform, data are

lacking on the effect of insurance on community-level cancer outcomes. Therefore, the objec-

tive of the present study was to examine the association of insurance and cancer outcomes.

Materials and methods: The US Census Bureau Current Population Survey, Small Area Health

Insurance Estimates (2000) were used for the rates of uninsurance. Counties were divided

into tertiles according to the uninsurance rates. The data were compared with the cancer

incidence and survival for patients residing in counties captured by the Surveillance,

Epidemiology, and End Results database (2000e2006). Aggregate patient data were collected

of US adults (aged �18 y) diagnosed with the following cancers: pancreatic, esophageal,

liver or bile duct, lung or bronchial, ovarian, colorectal, breast, prostate, melanoma, and

thyroid. The outcomes included the stage at diagnosis, surgery, and survival. Univariate

tests and proportional hazards were calculated.

Results: The US uninsurance rate was 14.2%, and the range for the Surveillance, Epidemi-

ology, and End Results counties was 8.3%e24.1%. Overall, patients from lower uninsurance

rate counties demonstrated longer median survival. Adjusting for patient characteristics

and cancer stage (for each cancer), the patients in the higher uninsurance rate counties

demonstrated greater mortality (8%e15% increased risk on proportional hazards). The

county uninsurance rate was associated with the stage at diagnosis for all cancers, except

pancreatic and esophageal, and was also associated with the likelihood of being recom-

mended for cancer-directed surgery (for all cancers).

Conclusions: Health insurance coverage at a community level appears to influence survival for

patients with cancer. Additional investigations are needed to examine whether individual

versus community associations exist and how best to surmount barriers to cancer care.
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1. Introduction

A significant debate regarding US healthcare reform is

ongoing, including increasing access to health insurance for

all citizens. Nothing has highlighted this more than the recent

passage of the Affordable Care Act, subsequent Supreme

Court ruling in its favor, and ongoing congressional disputes.

Regardless of the arguments surrounding the best methods to

implement coverage, health insurance has long been linked

to positive outcomes for many diseases. The effect insurance

coverage has on cancer outcomes might not be as completely

understood. Cancers vary in outcomes in part because of

variations and disparities in screening and diagnostic avail-

ability, biology, and treatment strategies. Therefore, we

sought to investigate the effect of health insurance coverage,

at a community level, on the outcomes in cancer care. We

hypothesized that health insurance coverage would lead to

improved outcomes for patients with cancer, although the

effect might vary depending on the lethality of the cancer.

The Institute of Medicine has cited a 25% increased risk of

death for those who are uninsured compared with those with

private health insurance [1]. A study of the National Cancer

Database for outcomes in 12 cancers found that patients who

were uninsured or had Medicaid insurance might be diag-

nosed with more advanced disease than privately insured

patients and therefore would have an associated worse sur-

vival, although thiswas not found to be statistically significant

for pancreatic and ovarian cancer [2].

The objective of our study was to focus on the interplay

between health insurance coverage and cancer survival. First,

on a national level, we examined the uninsurance rates for

the United States as a whole, then state-by-state, and, finally,

at the county level. We then specifically studied cancer

survival compared with the associated uninsurance rate of

each county.

2. Materials and methods

2.1. Data resources

Data regarding uninsurance percentages were obtained from

the Current Population Survey, Annual Social and Economic

Supplements (2000e2002) and the Small Area Health Insur-

ance Estimates (2000) from the US Census Bureau. The Annual

Social and Economic Supplement to the Current Population

Survey is a survey of approximately 78,000 households that

collects health insurance information for every household

resident [3]. The Small Area Health Insurance Estimates

program includes data on health insurance coverage for all

counties in the United States. Health insurance coverage is

estimated by this program through a combination of survey

data and population estimates and administrative records.

Sources for the data include the Annual Social and Economic

Supplement, demographic population estimates, aggregated

federal tax returns, records for the Supplemental Nutrition

Assistance Program, County Business Patterns, Medicaid and

Children’s Health Insurance Program records, and Census

2000 [4]. The county insurance data used in the present study

were matched with the data from those counties in which the

Surveillance, Epidemiology, and End Results (SEER) program

collects data. The period 2000e2002was chosen as the starting

point for the analyses so that data regarding lethality and

survival in the period following (2002e2006) might reflect the

effect of insurance status.

Data for cancer incidence, mortality, and survival were

collected from the SEER database from January 1, 2000

through December 31, 2006. SEER is sponsored by the National

Cancer Institute and is a comprehensive US population-based

database that includes the stage of cancer at the diagnosis

and patient survival data. Data are currently collected from

17 population-based cancer registries, accounting for appro-

ximately 26% of the US population [5]. Studies of the SEER

database were approved by our institutional review board as

exempt from the Committee for the Protection of Human

Subjects in Research. All patients aged � 18 and � 95 y at the

first diagnosis of cancer were identified through the SEERStat

program (SEERStat 6.5.1 [6]). These data were imported into

Statistical Analysis Systems, version 9.2 (SAS Institute, Cary,

NC). To allow for adjustment for the severity of disease,

patients were excluded from the analyses if they had missing

tumor stage information or if the records were from death

certificate or autopsy case only.

2.2. Cancer sites

The cancer sites included in the analyses included those

identified by the National Cancer Institute as the top 10 for

mortality rate [7] and/or that demonstrated an increasing

mortality rate [8] for 2002e2006 in the United States. The

10 cancer sites with the highest rate of mortality were the

pancreas, esophagus, liver or bile duct, lung or bronchus,

ovary, leukemia, colorectal, non-Hodgkin lymphoma, breast,

and prostate. Two additional cancers analyzed for their

demonstrated increase in mortality were melanoma of the

skin and thyroid cancer.

2.3. Outcome measures and statistical analyses

The main outcome measure for the present study was the

overall survival associated with each of the cancer types.

Survival was defined as the interval from the date of the

cancer diagnosis to the date of death from any cause, the date

the patient was last known to be alive per the SEER database,

or the date of SEER follow-up cutoff [9]. Mortality data

reported by SEER are provided by the National Center for

Health Statistics. Survival was evaluated by calculating the

5-y survival rates and median survival with univariate anal-

yses using Kaplan-Meier estimates and survival curves [10],

with comparisons across uninsurance groups. To allow for

comparisons based on the uninsurance status of patient’s

county of residence, the patients with each cancer type were

sorted by county. The county uninsurance data from the

Small Area Health Insurance Estimates were matched with

the SEER county of residence of each patient. The counties

were divided into tertiles according to the uninsurance rates:

low (� 12.4%), medium (12.5%e17.5%), and high (> 17.5%).

Because of minor population distribution differences for
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patients with esophagus, liver or bile duct, and lung or

bronchial cancers, the tertile divisions resulted in slightly

different cutoffs for these tumors. Low was � 12.3% and high

was >17.1% for the esophagus. For the liver or bile duct

cancer, low was � 13.3% and high was >17.7%. Finally, for

lung or bronchial cancer, low was � 12.4% but high was

>17.1%. After the initial analyses were performed, the

medium and high uninsurance tertiles were noted to cross in

the survival analyses across many cancer types; therefore,

the medium and high uninsurance groups were combined,

and all analyses were performed with the comparison of

the lowest uninsurance (i.e., most well insured) counties

compared with the mid to high uninsurance counties.

Multivariate analyses of survival were performed using

Cox proportional hazard modeling, with overall survival as

the dependent variable. Separate models were run for each

cancer type. The independent variables adjusted for in this

model included the uninsurance status of the patient’s county

of residence (low versus mid-high), patient characteristics

(age, gender, race, marital status), and tumor stage. In addi-

tion, the robust inference estimator [11] was used in the Cox

proportional hazard model to adjust for the county level

variable of uninsurance.

To delineate how sequential phases of diagnosis and

treatment might influence survival, secondary outcome

measures of stage at diagnosis, a recommendation for cancer-

directed surgery, and receiving cancer-directed surgery were

also analyzed. Chi-square analyses were performed to mea-

sure the association of uninsurance status with each of these

outcomes for each cancer type.

3. Results

3.1. Uninsurance and overall survival

The US uninsurance rate for 2000e2002 was 14.7%, with range

across the states of 8.3%e24.1% [12] and across counties

matched for SEER registry areas of 4.4%e34.3% [13]. Counties

with lower rates of uninsured populations (i.e. highly insured

counties) had associated increased 5-y survival rates and

median survival among all cancer types (Table 1). Kaplan-

Meier survival analyses demonstrated small, but significant,

differences in median survival time and overall survival

across the county uninsurance tertiles (grouped as low versus

mid-high) for all examined cancer types (log-rank, P < 0.0001).

All calculable median survival times are listed in Table 1.

The median survival differences across the uninsurance

groups appeared proportionally larger for cancers with longer

survival times. For example, for pancreatic cancer, in which

themortality rate (11.7 per 100,000; US, 2002e2006) is high, and

essentially equivalent to the incidence rate (11.7 per 100,000;

US, 2002e2006) [14], patients in the mid-high uninsured

counties demonstrated a median survival of only 4 months,

with a 25% increase in survival time to 5 months among the

patients in the counties with the lowest uninsured percent-

ages (P < 0.0001). Modest differences were also demonstrated

in the 5-y survival rates in the group residing in the mid-high

uninsured areas compared with the lowest, with a 0.4% over-

all 5-y survival increase (4.4% versus 4.8%). In examining

a cancer with an overall longer survival time, such as colo-

rectal cancer, these patients demonstrated a median survival

of 67 months among those residing in counties with higher

uninsurance, but a median survival of 71 months, an increase

of 6% in median survival time, for patients living in the

counties with the lowest rates of uninsurance. The percentage

of increase in the overall 5-y survival time was larger than that

for pancreatic cancer. The patients with colorectal cancer

residing in better insured counties experienced an approxi-

mately 2% increase in 5-y survival (53.5% versus 51.8%). For the

remaining cancers, the differences in the 5-y survival

percentages across the uninsurance groups also consistently

demonstrated a survival advantage of an approximately 2%

increase in the 5-y survival rate among those patients living in

the areas with the lowest rates of uninsurance (Table 1).

3.2. Uninsurance and stage at diagnosis,
recommendation for surgery, receipt of surgery

3.2.1. Stage at diagnosis
Statistically significant differences were found in the associ-

ation of county uninsurance status (low versus mid-high) and

stage at diagnosis. Patients from low-uninsured counties were

less likely to have distant stage diagnosis, with only patients

with liver or bile duct cancer reversing this trend. No statis-

tically significant differences were found in the rates of

Table 1 e Survival rates by cancer type and percentage of uninsured (counties divided into tertiles and grouped as low
versus mid-high).

Cancer Low % uninsured Mid-high % uninsured

5-y survival (%) Median (mo) 5-y survival (%) Median (mo)

Pancreas 4.78 5 4.41 4

Liver and bile duct 13.41 6 11.47 6

Lung and bronchus 14.86 9 12.75 8

Esophagus 15.97 11 13.29 9

Ovary 42.34 43 40.25 39

Colorectal 53.54 71 51.84 67

Breast 80.88 d 78.96 d

Prostate 82.98 d 81.11 d

Melanoma 80.83 d 78.85 d

Thyroid 92.14 d 91.39 d
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distant stage diagnosis for the pancreas and esophagus

(Table 2).

3.2.2. Recommendation for surgery
Patients from low-uninsured counties had statistically

significant higher rates of being recommended for cancer-

directed surgery across all cancer types (Table 2). Subse-

quently, a statistically higher rate of resection for all cancer

types (except thyroid) was observed among patients from low-

uninsured counties (Table 2).

3.2.3. Receipt of surgery
Once patients were recommended for cancer-directed

surgery, no additional advantage was demonstrated in the

low-uninsured county group. Some disease sites demon-

strated a slightly higher rate of resection among the patients

recommended for surgery who actually received surgery

(Table 2).

3.3. Multivariate analysesdsurvival

Adjusting for patient characteristics and cancer stage,

increased uninsurance rates among counties (i.e., residing in

a county in the mid-high tertile of uninsurance compared

with the low) conferred an increased risk of mortality for all

examined cancers (Table 3). Additionally, independent indi-

vidual predictors of an increased risk of mortality across all

cancer types included increasing age, male gender (among

cancers that were not gender-specific), being unmarried, and

having a more advanced disease stage (Table 3).

4. Discussion

We have found that across the United States, insurance

coverage within a given community correlated with improved

cancer outcomes. More highly insured counties demonstrated

increased 5-y and/or median survival. The survival curves for

all cancers consistently demonstrated higher survival among

populations from counties with more insurance coverage.

Furthermore, adjusting for patient characteristics and cancer

stage, increased county-wide uninsurance rates conferred an

increased risk of mortality for all cancers.

The interest among researchers, clinicians, and policy-

makers has been ongoing in the relationship between health

insurance coverage and health outcomes for patients. A 2002

Institute of Medicine report, “Care Without Coverage: Too

Little, Too Late,” cited generally poor outcomes for uninsured

patients with cancer [1]. More recent analyses have examined

the potential effect of the Affordable Care Act in expanding

health insurance coverage and therefore improving cancer

screening and outcomes among young adults [15]. Several

studies that have examined the associations among scr-

eening, treatment, and/or outcomes in selected cancers as

correlated with insurance coverage have suggested that

patients with private insurance fare better [2,16e19]. Harlan

et al. [16] found a lower rate of guideline-directed cancer

care among patients without insurance or with Medicaid or

Medicare only. The study by Halpern et al. [2] suggested a lack

of access to screening as a cause for the worse outcomes.

Although poor access to screening might contribute to the

inferior outcomes among patients with cancer, our results

have demonstrated that even for cancers such as pancreatic

cancer, for which no effective screening methods exist,

disparities are still present in the survival outcomes for

patients living in areas of higher uninsurance compared with

lower. These disparities might be the result of differences in

referral patterns and recommendations for, and use of,

surgical treatment for pancreatic and other cancers. Previous

studies have found insurance coverage and other socioeco-

nomic factors to affect, not only the screening practices, but

also the referral and treatment patterns, thus further affecting

the overall outcomes [20e22]. Our study has also demon-

strated this to be true among the recommendations for, and

receipt of, surgery, which was generally higher for those

patients residing in better insured counties.

Whether on the basis of screening, stage at diagnosis, or

recommendations for, and receipt of, surgery, our study has

confirmed that associations exist between health outcomes

and insurance status at the county level, across all SEER

Table 2 e Uninsurance status and association with stage at diagnosis, recommendation for cancer-directed surgery, and
receipt of cancer-directed surgery.

Cancer Stage at diagnosis
(overall cohort)

Surgery recommended
(overall cohort)

Surgery performed
(overall cohort)

Surgery performed
(among those
recommended)

Uninsured (%) P value Uninsured (%) P value Uninsured (%) P value Uninsured (%) P value

Low Mid-high Low Mid-high Low Mid-high Low Mid-high

Pancreas 60.2 60.0 0.52 34.0 28.2 <0.0001 20.5 18.0 <0.0001 60.9 65.0 <0.0001

Liver and bile duct 24.1 22.9 0.03 39.2 33.8 <0.0001 28.3 24.0 <0.0001 73.3 72.7 0.54

Lung and bronchus 54.3 55.8 <0.0001 40.0 33.7 <0.0001 27.2 23.3 <0.0001 68.4 69.7 <0.0001

Esophagus 35.8 37.0 0.11 47.1 40.5 <0.0001 32.5 28.5 <0.0001 70.0 71.7 0.11

Ovary 70.7 72.2 0.004 86.4 83.4 <0.0001 82.4 79.8 <0.0001 95.5 95.9 0.08

Colorectal 19.0 20.3 <0.0001 93.2 92.1 <0.0001 90.8 89.8 <0.0001 97.5 97.7 0.0075

Breast 5.7 6.2 <0.0001 96.7 96.1 <0.0001 95.2 94.8 <0.0001 98.4 98.6 <0.0001

Prostate 4.0 4.5 <0.0001 56.7 53.2 <0.0001 37.1 39.8 <0.0001 65.6 75.1 <0.0001

Melanoma 3.4 4.1 <0.0001 97.8 96.2 <0.0001 96.3 95.2 <0.0001 98.5 99.0 <0.0001

Thyroid 4.6 5.4 0.0005 98.3 97.5 <0.0001 97.0 96.7 0.18 98.7 99.2 <0.0001
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registry counties in the United States. An earlier stage at

diagnosis, a greater rate of recommendation for surgery,

and better survival have been repeatedly demonstrated in

patients from counties with higher rates of insurance, with

statistical significance in almost all cases. Although the actual

numeric differences in survival outcomes and hazard ratios

across the insured and uninsuredweremodest inmany cases,

the strength and consistency of these patterns across many

types of cancer imply an important relationship between

insurance status and outcomes. These findings suggest that,

in population-based analyses, health insurance coverage

influences the survival of patients with cancer.

Our study had a number of important limitations.

Regarding the data itself, the analyses were limited by the

confines of the databases. The SEER data cannot capture all

the variables related to cancer care and decision-making that

influence the outcomes of patients with cancer. A specific

example of this is that not all treatment modalities are

captured; although the recommendations for, and receipt of,

surgery are described, similar data regarding chemotherapy

and radiotherapy , which would also affect the survival for

these patients, are not available. Regarding the analyses,

these were limited by the need for comparisons of aggregate

data across unlinked data resources (i.e., Census data and

SEER). In addition, these associations were subject to influ-

ence by many other unmeasured factors, including, but not

limited to, socioeconomic factors, patient support resources,

referral patterns, and location of tertiary care centers.

Furthermore, an ecological bias might exist [23] in that the

data relied on comparisons determined by the county-level

insurance status, while controlling for individual-level char-

acteristics (patient age, gender, race, marital status, and

tumor stage), an important limitation of the statistical anal-

ysis. This was adjusted for by using the robust inference

estimator to account for county in the Cox proportional

hazards model [11]. However, ideally, studies should be

done using all individual-level data, linking a patient’s

personal health insurance coverage to their own treatment or

outcomes. Currently, such linked data on long-term outcomes

such as survival are not available on a national level across

multiple types of cancer and insurance coverage groups.

Our analyses included data from large national databases,

the Small Area Health Insurance Estimates of the US Census,

which provides the only available county-level insurance data,

and SEER, which provides disease- and treatment-specific

variables and outcomes across multiple counties representa-

tive of the US population. Furthermore, our results have indi-

cated that the associations of higher rates of health insurance

coverage and better outcomes in cancer survival, although

they do not equal causality, are consistent across several

cancer types. This consistency implies a strong association at

the community level that warrants additional investigation,

particularly at present when insurance reform is at the fore-

front of political discussions.

Additional investigations into the individual and commu-

nity level effects of insurance status and healthcare reform

on cancer outcomes arewarranted. Aswe, and others, embark

on additional studies with novel data linkages to assess

the effect of insurance coverage on care, subtleties such as

quality of coverage, shared decision-making, and individual

and community value structuring could take on increasing

importance.
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A bs tr ac t

Background

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

Methods

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

Results

Medicaid expansions were associated with a significant reduction in adjusted all-
cause mortality (by 19.6 deaths per 100,000 adults, for a relative reduction of 6.1%; 
P = 0.001). Mortality reductions were greatest among older adults, nonwhites, and 
residents of poorer counties. Expansions increased Medicaid coverage (by 2.2 per-
centage points, for a relative increase of 24.7%; P = 0.01), decreased rates of unin-
surance (by 3.2 percentage points, for a relative reduction of 14.7%; P<0.001), de-
creased rates of delayed care because of costs (by 2.9 percentage points, for a 
relative reduction of 21.3%; P = 0.002), and increased rates of self-reported health 
status of “excellent” or “very good” (by 2.2 percentage points, for a relative increase 
of 3.4%; P = 0.04).

Conclusions

State Medicaid expansions to cover low-income adults were significantly associated 
with reduced mortality as well as improved coverage, access to care, and self- 
reported health.
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Medicaid currently insures 60 mil
lion people, and the Affordable Care Act 
(ACA) will extend Medicaid eligibility to 

millions more starting in 2014.1 The recent Su-
preme Court ruling enables states to choose wheth-
er to expand Medicaid under the ACA, and many 
states facing budget pressures are considering 
cutbacks instead.2 Yet evidence regarding Medic-
aid’s effect on health remains surprisingly sparse, 
particularly for adults. Previous research showed 
that Medicaid expansions in the 1980s reduced 
mortality among infants and children,3,4 though 
other studies showed little effect.57 Numerous ob-
servational studies have documented a correlation 
between Medicaid coverage and adverse outcomes 
among adults,8,9 prompting some observers to 
claim that Medicaid coverage is worse than no cov-
erage.10,11 However, such studies are plagued by 
unmeasured confounders that make Medicaid pa-
tients sicker than others.12 One ongoing random-
ized trial of an expansion of Medicaid in Oregon 
showed significant improvements in self-reported 
health and access to care in the first year.13,14

Traditionally, Medicaid covers only low-income 
children, parents, pregnant women, and disabled 
persons. During the past decade, however, several 
states have expanded Medicaid to cover nondis-
abled adults without dependent children (“child-
less adults”), a group that is similar to the popu-
lation gaining eligibility under the ACA (i.e., all 
adults with incomes up to 138% of the federal 
poverty level). We used this natural experiment to 
determine whether state expansions of Medicaid 
were associated with decreased mortality. We 
hypothesized that Medicaid expansions would 
reduce mortality, rates of uninsurance, and cost-
related barriers to care and would improve self-
reported health, particularly among minority and 
lower-income populations.

Me thods

Study Design

We used a differences-in-differences quasi-experi-
mental design that incorporated data before and 
after Medicaid expansions in both the expansion 
states and the control states. We identified states 
that had implemented major Medicaid expan-
sions to cover childless adults (19 to 64 years of 
age) between 2000 and 2005, allowing analysis 
of multiple years of post-expansion data.15 Three 
states met our criteria: Arizona, which expanded 

eligibility to childless adults with incomes below 
100% of the federal poverty level in November 2001 
and to parents with incomes up to 200% of the 
federal poverty level in October 200216; Maine, 
which expanded eligibility to childless adults with 
incomes up to 100% of the federal poverty level 
in October 200217; and New York, which expanded 
eligibility to childless adults with incomes up to 
100% of the federal poverty level and parents with 
incomes up to 150% of the federal poverty level 
in September 2001.18

Our study period included 5 years before and 
5 years after each state’s expansion, with the post-
intervention period beginning the first full year 
after the expansion to cover childless adults and 
the preintervention period covering the immedi-
ately preceding 5 years. We selected as controls 
neighboring states without major Medicaid expan-
sions that were closest in population and demo-
graphic characteristics to the three states with 
Medicaid expansions15: New Hampshire (for 
Maine), Pennsylvania (for New York), and Nevada 
and New Mexico (for Arizona). (Details are pro-
vided in the Supplementary Appendix, available 
with the full text of this article at NEJM.org.)

Outcomes and Data

The primary outcome was annual county-level all-
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, 
totaling 68,012 observations specific to an age 
group, race, sex, year, and county. County-level, 
year-specific rates of poverty and unemployment, 
as well as median household income, were ob-
tained from the Area Resource File.19 In the pri-
mary analysis, we excluded 19-year-olds (since 
they are grouped by the CDC with teenagers, 15 to 
19 years of age), although 19-year-olds were in-
cluded in subsequent analyses.

Secondary outcomes were the percentages of 
persons with Medicaid, without any health in-
surance, and in “excellent” or “very good” health 
(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 Risk Factor Surveillance 
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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tween the ages of 19 and 64 years. The outcome 
among persons in the Behavioral Risk Factor 
Surveillance System was not measured in the 2001 
and 2002 surveys, so we added years to maintain 
5 years of data before and after Medicaid expan-
sions for this measure.

Statistical Analysis

We examined unadjusted and adjusted results for 
our primary and secondary outcomes over time, 
comparing expansion and control states. For our 
core analyses, we used multivariable regression, 
with a generalized linear model and Huber–White 
robust standard errors clustered at the state level, 
to account for the state-level intervention and se-
rial autocorrelation.20 The independent variable of 
interest was the interaction between timing after 
Medicaid expansion and expansion state, which 
compared the average difference in mortality be-
tween expansion and control states in the period 
before Medicaid expansion with that after expan-
sion, with adjustment for covariates and county and 
year fixed effects.

We analyzed the primary outcome on the basis 
of annual county-level mortality data (stratified 
according to age, sex, and race), since the CDC 
does not release individual-level mortality data. 
Regression equations for analysis of mortality 
were adjusted for age, sex, and race; for the La-
tino proportion of each county’s population; for 
county–year economic covariates; and for a set 
of interactions between each pair of expansion–
control states and year, allowing each expansion–
control pairing to have its own time trend (for 
details, see the Supplementary Appendix). We ad-
justed for time-invariant confounders, such as 
rural versus urban setting and environmental 
factors, through the use of county fixed effects. 
All analyses were weighted according to popula-
tion size.

We conducted prespecified subgroup analyses, 
with the sample divided according to race (white 
vs. nonwhite; Latino ethnic background was not 
measured in mortality data before 1999), age 
(20 to 34 years vs. 35 to 64 years, since mortal-
ity rises significantly after the age of 35 years) 
(Table S1 in the Supplementary Appendix), coun-
ty poverty rate (divided at the population mean 
of 10%), and each expansion state. We compared 
causes of death, using the CDC’s classification 
of external causes (injuries, suicide, homicide, 
complications of medical treatment, and sub-

stance abuse) versus internal causes (all other 
causes).21

For secondary outcomes, the unit of analysis 
was the individual. We adjusted for age, sex, race 
or ethnic group, income, state, and interactions 
between year and expansion–control pairing, us-
ing a generalized linear model and robust stan-
dard errors clustered at the state level.

Lastly, we used Current Population Survey data 
to derive descriptive statistics for the additional 
persons who enrolled in Medicaid as a result of 
the expansions, in order to assess which persons 
were most likely to enroll during an eligibility 
expansion. We compared the mean age, sex, race 
or ethnic group, and self-reported health status of 
persons enrolled before expansion and those en-
rolled after expansion, imputing the characteris-
tics of new enrollees on the basis of changes in 
those measures.

We conducted several sensitivity analyses of 
mortality, including an examination of differences 
between expansion and control states before Med-
icaid expansion, alternative regression models, 
state-level instead of county-level mortality, and 
exclusion of particular years (for details, see the 
Supplementary Appendix). We explored potential 
bias from the CDC’s bottom-coding of county 
subsamples with low death counts, which occurs 
for any subsample with one to five deaths per 
year to protect confidentiality (i.e., 4.7% of our 
weighted sample), by testing alternative imputa-
tion methods.22 Although the Huber–White cor-
rection has a number of advantages20 and is often 
used in similar circumstances,2328 it does not 
perform optimally with small numbers of clus-
ters (i.e., the seven states in our analysis). To 
investigate the sensitivity of the statistical sig-
nificance of our findings, we tested several al-
ternative standard errors.29

As an additional test of our quasi-experimental 
design, we repeated our main analyses among 
adults who were 65 years of age or older, whose 
Medicaid eligibility was not affected by the ex-
pansions. We then estimated a differences-in-
differences-in-differences model to assess changes 
in mortality, in expansion states versus control 
states, among persons between the ages of 20 and 
64 years as compared with those 65 years of age 
or older. Given the markedly different baseline 
rates of death between the younger and older age 
groups (320 vs. 4800 deaths per 100,000), this 
analysis used a logarithmic regression model.
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R esult s

Changes in Mortality

The demographic characteristics of expansion and 
control states were substantively similar but dif-
fered statistically because of the large sample 
(Table 1). Baseline mortality was 320 deaths per 
100,000 adults in expansion states and 344 per 
100,000 in control states, with more than 80% of 
deaths from internal causes (as defined in the 
Methods section). Figure 1 presents unadjusted 
results for all-cause mortality and Medicaid cov-
erage in the expansion and control states (see 
Fig. S1, S2, and S3 in the Supplementary Appen-
dix for other outcomes). The Medicaid expansion 
was associated with a significant decrease in un-

adjusted mortality (by 25.4 deaths per 100,000, 
P = 0.02) and a significant increase in Medicaid 
coverage (by 2.2 percentage points, P = 0.01).

Table 2 presents the net change after Medicaid 
expansion in adjusted all-cause mortality in ex-
pansion states, as compared with control states. 
Mortality declined significantly (by 19.6 deaths 
per 100,000, for a relative reduction of 6.1%; 
P = 0.001). Reductions were greatest among non-
whites and older adults, with smaller but sig-
nificant reductions among whites and no effect 
among persons under the age of 35 years. Coun-
ties with higher poverty rates had larger mortality 
reductions. Single-state analyses showed signifi-
cant effects only in the largest state, New York. 
For each of the three states, the 95% confidence 
interval included the estimate for the overall sam-
ple (although Maine’s imprecise estimate differed 
significantly from that of New York).

In sensitivity analyses, there were small, non-
significant differences in mortality trends be-
tween expansion and control states before Med-
icaid expansion, with a reduction of 1.0 death 
per 100,000 per year (P = 0.07) and a reduction of 
1.6 deaths per 100,000 per year with the exclu-
sion of year 0 as a transitional year (P = 0.23) 
(Table S2 in the Supplementary Appendix). Re-
sults were robust with respect to alternative func-
tional forms, analysis of state-level versus county-
level mortality, exclusion of year 0, imputation 
methods for bottom-coded death counts, alter-
native approaches to calculating standard errors, 
and restricted subsamples of years to limit serial 
autocorrelation (P<0.05 for all comparisons). The 
interrupted time-series model showed an in-
creasing effect of Medicaid expansion over time, 
with a reduction of 6.5 deaths per 100,000 per 
year (P = 0.006). Analyses that were performed 
according to the cause of death showed signifi-
cant reductions in both deaths from internal 
causes (by 13.2 deaths per 100,000, for a relative 
reduction of 4.8%; P = 0.001) and deaths from 
external causes (by 3.8 deaths per 100,000, for a 
relative reduction of 7.6%; P = 0.001).

Other Changes Associated with Expansion

Table 3 presents changes in insurance, access to 
care, and health. Medicaid expansions were as-
sociated with a significant increase in Medicaid 
coverage (by 2.2 percentage points, for a relative 
increase of 24.7%; P = 0.01), a significant de-
crease in uninsurance (by 3.2 percentage points, 
for a relative decrease of 14.7%; P<0.001), a sig-

Table 1. Characteristics of the Study Sample at Baseline.*

Characteristic
Medicaid Expansion 

States Control States

Mean (±SD) age (yr) 39.7±12.2 40.4±12.0

Age group (%)

19–24 yr 13.4±0.3 12.3±0.3

25–34 yr 23.9±0.4 21.6±0.4

35–44 yr 26.8±0.4 27.9±0.4

45–54 yr 21.4±0.3 22.9±0.4

55–64 yr 14.5±0.3 15.3±0.4

Male sex (%) 48.2±0.2 48.8±0.3

Race or ethnic group (%)†

White 81.2±0.5 88.6±0.5

Nonwhite 18.8±0.5 11.4±0.5

Latino 16.1±0.4 7.4±0.2

Income (%)

<100% of FPL 13.1±0.3 10.1±0.3

100–200% of FPL 28.9±0.4 24.3±0.5

Mortality (deaths/100,000  
population)‡

Total 320±2.8 344±2.8

From internal causes 275±2.7 288±2.7

From external causes 50±0.6 67±0.7

* Plus–minus values are means ±SE unless otherwise indicated. Between-group 
differences in all categories were significant (P<0.01). Demographic data are 
from the Current Population Survey (70,016 persons from years before Medicaid 
expansion). FPL denotes federal poverty level.

† Race and ethnic group were reported separately in Census data. 
‡ Mortality data were obtained from the Compressed Mortality File at the county 

level in 32,752 county–year subsamples. External causes included injuries, 
 suicide, homicide, complications of medical treatment, and substance abuse, 
and internal causes included all other causes. The numbers of deaths that are 
listed according to diagnosis do not sum to the total number of deaths because 
of imputation of bottom-coded values.
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nificant decrease in the rate of delayed care be-
cause of cost (by 2.9 percentage points, for a 
relative decrease of 21.3%; P = 0.002), and a sig-
nificant increase in rates of “excellent” or “very 
good” health (by 2.2 percentage points, for a 
relative increase of 3.4%; P = 0.04). Increases in 
Medicaid coverage in the expansion states were 
concentrated among low-income adults, whereas 
reductions in uninsured rates were significant for 
both lower- and higher-income groups. Reduc-
tions in cost-related delays in care were signifi-
cant for all subgroups.

New Enrollees

Table 4 provides imputed statistics for the addi-
tional persons who enrolled in Medicaid because 
of the expansions, as compared with the general 
adult population (see the Supplementary Appendix 
for calculations). New Medicaid enrollees were old-
er than the general population (mean age, 40.6 vs. 
40.0 years), disproportionately male (57% vs. 49%), 
nonwhite (27% vs. 20%), and in fair or poor health 
(20% vs. 11%) (P<0.001 for all comparisons).

Elderly Adults

Among persons 65 years of age or older, Medicaid 
expansions were associated with a small but sig-
nificant reduction in the uninsured rate (by 0.4 
percentage points, P = 0.007), a significant decline 
in cost-related delays in care (by 2.3 percentage 
points, P = 0.001), and a significant reduction in 
absolute mortality (by 127 deaths per 100,000, 
for a relative reduction of 2.6%; P<0.001) (Table S3 
in the Supplementary Appendix). The inclusion of 
elderly adults as an additional control group for 
nonelderly adults in a differences-in-differences-
in-differences model decreased the estimated 
mortality reduction among the nonelderly by ap-
proximately one third, and the effect remained 
significant (P = 0.03).

Discussion

Our study documents that large expansions of 
Medicaid eligibility in three states were associ-
ated with a significant decrease in mortality dur-
ing a 5-year follow-up period, as compared with 
neighboring states without Medicaid expansions. 
Mortality reductions were greatest among adults 
between the ages of 35 and 64 years, minorities, 
and residents of poor counties. These findings may 
influence states’ decisions with respect to Medic-
aid expansion under the ACA.
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Figure 1. Unadjusted Mortality and Rates of Medicaid Coverage among 
Nonelderly Adults before and after State Medicaid Expansions (1997–2007).

The vertical line represents the year during which the Medicaid expansions 
were implemented, meaning that year 1 was the first full year after the expan-
sions (2002 for Arizona and New York and 2003 for Maine). In unadjusted 
models, the expansions were associated with a significant decrease in all-cause 
mortality in expansion states, as compared with control states (−25.4 deaths 
per 100,000 population; 95% confidence interval [CI], −46.0 to −4.8; P = 0.02) 
(Panel A) and a significant increase in Medicaid coverage (by 2.2 percentage 
points; 95% CI, 0.7 to 3.7; P = 0.01) (Panel B). Data for adults between the ages 
of 20 and 64 years are included in Panel A and data for those between the 
ages of 19 and 64 years in Panel B, owing to differences in the two data sets.
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Our study shows a mortality reduction associ-
ated with state Medicaid expansions to cover 
adults. Using state-level differences in Medicaid 
expansion as a natural experiment avoids the 
confounding between insurance and individual 
characteristics (e.g., poverty or health status) that 
plagues cross-sectional observational studies. 
These results build on previous findings that Med-
icaid coverage reduces mortality among infants 
and children3,4 and are consistent with preliminary 
results of a randomized, controlled trial of Med-
icaid in Oregon, which showed significant im-
provement in self-reported health during the first 
year (although objective measures of health are 
not yet available and 1-year mortality effects were 
not significant and were imprecisely estimated).14

We observed reductions in deaths from both 

internal and external causes. The relative mortal-
ity reduction was higher for external causes of 
death than for internal causes, though this differ-
ence was not significant. We hypothesized that 
internal causes would be more amenable to inter-
vention through improved risk-factor management 
and medication adherence,30 though a study in-
volving persons who were hospitalized after acci-
dental injuries showed a reduction of nearly 40% 
in mortality among insured adults, as compared 
with uninsured adults, because of a greater inten-
sity of care and longer lengths of stay.31

Our secondary analyses provide a plausible 
causal chain for reduced mortality that is consis-
tent with previous research,32,33 with eligibility 
expansions associated with a 25% increase in 
Medicaid coverage, 15% lower rates of uninsur-

Table 2. Changes in All-Cause Mortality among Adults between the Ages of 20 and 64 Years in States with Medicaid 
Expansions.*

Variable

Baseline Mortality  
in States with  

Expansion

Net Change  
in Mortality after  

Expansion†
P Value for Difference 
between Subgroups

no. of deaths/100,000
no. of deaths/100,000  

(95% CI)

Full sample 320 −19.6 (−27.3 to −11.9)‡ NA

Race§

White 309 −14.0 (−19.8 to −8.2)‡ 0.04

Nonwhite 361 −41.0 (−64.7 to −17.3)¶ Reference

Age

20–34 yr 83 1.0 (−12.8 to 14.8) 0.006

35–64 yr 446 −30.4 (−41.0 to −19.9)‡ Reference

Level of poverty in county

High 334 −22.2 (−31.0 to −13.5)‡ 0.01

Low 283 −11.3 (−19.2 to −3.3)‖ Reference

State

Maine (vs. New Hampshire) 306 13.4 (−27.5 to 54.3) 0.01

Arizona (vs. Nevada and New Mexico) 332 −10.2 (−32.7 to 12.3) 0.18

New York (vs. Pennsylvania) 317 −22.2 (−39.1 to −5.2)‖ Reference

* The primary outcome was all-cause county-level mortality among 68,012 county–year subsamples in the Compressed 
Mortality File of the CDC. All analyses were adjusted for race, sex, age, county poverty rate, county median income, 
county unemployment rate, Latino proportion of county’s population, year, county, state of residence, and interactions 
between year and expansion–control pairing. Full regression equations and coefficients for covariates are reported in 
the Supplementary Appendix. NA denotes not applicable.

† The data that are shown represent the net change in mortality after the Medicaid expansion was implemented (i.e., the 
adjusted before–after change in the expansion states minus the before–after change in the control states).

‡ P<0.001.
§ Latino ethnic background was not reported in mortality statistics before 1999, so listed data were not stratified accord-

ing to this variable. However, adjustments were made for the Latino proportion of each county’s population.
¶ P<0.01.
‖ P<0.05.
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ance, a 21% reduction in cost-related delays in care, 
and a 3% increase in self-reported excellent or 
very good health. However, it is not clear whether 
the magnitude of these changes is sufficient to 
account for the observed mortality reduction, and 
these associations do not prove causality.

Our estimate of a 6.1% reduction in the relative 
risk of death among adults is similar to the 8.5% 
and 5.1% population-level reductions in infant and 
child mortality, respectively, as estimated in analy-
ses of Medicaid expansions in the 1980s.3,4 Our 
results correspond to 2840 deaths prevented per 
year in states with Medicaid expansions, in which 
500,000 adults acquired coverage.15 This finding 
suggests that 176 additional adults would need to 
be covered by Medicaid in order to prevent 1 death 
per year.

A relative reduction of 6% in population mor-
tality would be achieved if insurance reduced the 

individual risk of death by 30% and if the 1-year 
risk of death for new Medicaid enrollees was 
1.9% (Table S4 in the Supplementary Appendix). 
This degree of risk reduction is consistent with the 
Institute of Medicine’s estimate that health insur-
ance may reduce adult mortality by 25%,34 though 
other researchers have estimated greater35 or 
much smaller36 effects of coverage. A baseline 
risk of death of 1.9% approximates the risk for 
a 50-year-old black man with diabetes37,38 or for 
all men between the ages of 35 and 49 years who 
are in self-reported poor health.39 The lower end 
of our confidence interval implies a relative reduc-
tion in the individual risk of death of 18%.

For Medicaid expansions to produce effects of 
this size, new enrollees must have had a higher-
than-average risk of death that was responsive to 
medical care. We found that new Medicaid enroll-
ees were older, disproportionately minorities, and 

Table 3. Changes in Insurance Coverage, Access to Care, and Health among Adults between the Ages of 19 and 64 Years 
after State Medicaid Expansions.*

Variable Net Change after Expansion

Medicaid  
Coverage†

No Health 
Insurance†

Delayed Care 
Because of Cost‡

Self-Reported 
Excellent or Very 
Good Health†

percentage points (95% CI)

Full sample 2.2 (0.1 to 3.8)§ −3.2 (−4.0 to −2.4)¶ −2.9 (−4.2 to −1.5)¶ 2.2 (0.0 to 4.3)§

Race

White non-Latino 2.0 (0.6 to 3.4)§ −3.3 (−4.9 to −1.8)¶ −3.2 (−4.7 to −1.6)¶ 2.0 (0.0 to 4.0)§

Nonwhite and Latino 2.6 (0.1 to 5.2)§ −2.8 (−5.9 to 0.0) −2.4 (−3.7 to −1.0)¶ 2.3 (−0.1 to 5.6)

Age

19–34 yr 2.6 (0.1 to 4.7)§ −2.7 (−4.1 to −1.4)¶ −3.4 (−3.9 to −1.2)¶ 1.7 (−0.1 to 4.4)

35–64 yr 2.0 (0.1 to 3.3)§ −3.5 (−4.6 to −2.3)¶ −2.6 (−3.9 to −1.2)¶ 2.5 (0.4 to 4.5)§

Income (%)‖

<200% of FPL or <$35,000 5.4 (1.1 to 9.8)§ −4.5 (−7.2 to −1.8)¶ −2.9 (−5.3 to −0.1)§ 4.1 (0.0 to 8.2)

≥200% of FPL or ≥$35,000 1.1 (−0.1 to 2.2) −2.5 (−3.8 to −1.3)¶ −2.8 (−3.9 to −1.8)¶ 1.3 (−0.1 to 3.1)

* The data shown represent the net change in each outcome after the Medicaid expansion was implemented (i.e., the ad-
justed before–after change in the expansion states minus the before–after change in the control states). All analyses 
were adjusted for year, state of residence, sex, race or ethnic group, age, family income (as a percentage of the federal 
poverty level [FPL] in the Current Population Survey), total household income and family size (in the Behavioral Risk 
Factor Surveillance System), and interactions between year and expansion–control pairing.

† Results are based on an evaluation of 169,124 persons in the Current Population Survey.
‡ Results are based on an evaluation of 192,148 persons in the Behavioral Risk Factor Surveillance System.
§ P<0.05.
¶ P<0.01.
‖ The Current Population Survey provides income data as a percentage of the FPL, but this information is not available in 

the Behavioral Risk Factor Surveillance System, which provides household income only in increments of $10,000 to 
$15,000. For the Current Population Survey, the cutoff of 200% of FPL was used. For Behavioral Risk Factor Surveillance 
System, $35,000 in annual income was selected as the cutoff, and Current Population Survey data suggest that this cut-
off should capture nearly 93% of families at or below 200% of FPL in the sample.
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twice as likely to be in fair or poor health as the 
general population, all of which suggest higher 
mortality,39 and these findings are consistent 
with previous expansions.40 Furthermore, Med-
icaid enrollment often occurs at the point of care 
for patients with acute illnesses — in emergency 
departments, doctors’ offices, and hospitals41,42 
— when the risk of death (and benefits of cover-
age) may be particularly high.

Our study has several limitations. We examined 
three expansion states, and the results are largely 
driven by the largest (New York), so our results 
may not be generalizable to other states. Com-
mon methods for estimating standard errors are 
imperfect when applied to a small number of 
states, although our findings were robust with 
the use of alternative methods. The mortality 
data set did not allow us to control for individual-
level characteristics other than race, sex, and age 

(e.g., socioeconomic status or health status with 
respect to specific chronic diseases). We had to 
impute values for small subsamples after strati-
fication according to county, race, sex, and age, 
although the results were robust with different 
imputation approaches.

Most important, our analysis is a nonran-
domized design and cannot definitively show 
causality. Rates of insurance coverage and access 
to care increased in expansion states for both 
high-income persons and the elderly, even though 
the Medicaid eligibility expansions did not apply 
to them directly. Rates of death also declined 
among elderly adults, though the relative changes 
represented only one third of the mortality de-
cline among adults between the ages of 20 and 
64 years, leaving a significant mortality reduction 
among nonelderly adults that was independent 
of this trend. One possible explanation for these 
findings is that expanding coverage had positive 
spillover effects through increased funding to 
providers, particularly safety-net hospitals and 
clinics.43 Publicity about the expansion may also 
have encouraged uninsured higher-income and 
elderly persons to obtain insurance from other 
sources, including those over the age of 65 years 
who did not meet lifetime earnings requirements 
for Medicare.44

Alternatively, states may choose to expand 
Medicaid when their economies are thriving, and 
economic prosperity broadly improves coverage 
and access, which could produce a spurious asso-
ciation between eligibility expansions and health. 
However, our analysis of mortality was adjusted 
for a comprehensive list of economic measures 
that were specific to the county and year, and 
the results were not changed by these covariates. 
Similarly, states expanding Medicaid may simul-
taneously invest in public health or the health 
care workforce in other ways that could reduce 
mortality. However, we are unaware of any other 
contemporaneous large-scale changes in health 
policies in the states we studied. Moreover, the 
fact that mortality changes were largest in ex-
pected subpopulations offers some reassurance 
that we have isolated the effect of Medicaid ex-
pansions. Nonetheless, we cannot rule out other, 
concurrent trends that may have confounded our 
results.

In conclusion, our results offer new evidence 
that the expansion of Medicaid coverage may re-
duce mortality among adults, particularly those 

Table 4. Imputed Characteristics of New Medicaid Enrollees after Medicaid 
Expansions, as Compared with the General Population.*

Variable
New Medicaid Enrollees

(N = 9431)
General Population

(N = 67,837)

Mean (±SD) age (yr) 40.6±12.2 40.0±12.2

Age group (%)

19–24 yr 13.8±0.4 13.5±0.2

25–34 yr 21.0±0.4 23.2±0.2

35–44 yr 22.0±0.4 25.7±0.2

45–54 yr 29.4±0.5 22.1±0.2

55–64 yr 13.7±0.4 15.6±0.2

Male sex (%) 57.0±0.5 48.6±0.2

Self-reported health status (%)

Excellent 24.5±0.4 30.3±0.2

Very good 34.6±0.5 34.6±0.2

Good 21.0±0.4 24.4±0.2

Fair or poor 20.0±0.4 10.8±0.1

Race or ethnic group (%)

White 73.2±0.5 79.9±0.2

Nonwhite 26.8±0.5 20.1±0.2

Latino 27.4±0.5 16.9±0.1

* Plus–minus values are means ±SE unless otherwise indicated. All differences 
between new Medicaid enrollees and the general population were significant 
(P<0.001). New enrollees were identified on the basis of differences in the 
 demographic characteristics of adults before and after expansion in the Medic-
aid expansion states, according to data from the Current Population Survey. 
The general population refers to all adults between the ages of 19 and 64 years 
in expansion states during the study period. P values were calculated with the 
use of survey-weighted Pearson chi-square tests for categorical variables and 
with the use of t-tests for age as a continuous variable.
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between the ages of 35 and 64 years, minorities, 
and those living in poorer areas. Ongoing re-
search on the basis of randomized data13,45 will 
be invaluable in expanding on these findings. 
The Medicaid program is slated to expand cover-
age to millions of adults in 2014 under the ACA, 
though the recent Supreme Court ruling enables 
states to choose whether they will do so, and some 
states may instead consider program cuts. Policy-
makers should be aware that major changes in 

Medicaid — either expansions or reductions in 
coverage — may have significant effects on the 
health of vulnerable populations.

Dr. Sommers is working as an advisor in the Office of the As-
sistant Secretary for Planning and Evaluation at the Department 
of Health and Human Services. However, this article was con-
ceived and drafted while Dr. Sommers was employed at the 
Harvard School of Public Health, and the findings and views in 
this article do not reflect the official policy of the Department of 
Health and Human Services. 

Disclosure forms provided by the authors are available with 
the full text of this article at NEJM.org.
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Changes in Mortality After Massachusetts Health Care Reform
A Quasi-experimental Study
Benjamin D. Sommers, MD, PhD; Sharon K. Long, PhD; and Katherine Baicker, PhD

Background: The Massachusetts 2006 health care reform has been
called a model for the Affordable Care Act. The law attained
near-universal insurance coverage and increased access to care. Its
effect on population health is less clear.

Objective: To determine whether the Massachusetts reform was
associated with changes in all-cause mortality and mortality from
causes amenable to health care.

Design: Comparison of mortality rates before and after reform in
Massachusetts versus a control group with similar demographics
and economic conditions.

Setting: Changes in mortality rates for adults in Massachusetts
counties from 2001 to 2005 (prereform) and 2007 to 2010 (post-
reform) were compared with changes in a propensity score–defined
control group of counties in other states.

Participants: Adults aged 20 to 64 years in Massachusetts and
control group counties.

Measurements: Annual county-level all-cause mortality in age-,
sex-, and race-specific cells (n � 146 825) from the Centers for
Disease Control and Prevention’s Compressed Mortality File. Sec-

ondary outcomes were deaths from causes amenable to health
care, insurance coverage, access to care, and self-reported health.

Results: Reform in Massachusetts was associated with a significant
decrease in all-cause mortality compared with the control group
(�2.9%; P � 0.003, or an absolute decrease of 8.2 deaths per
100 000 adults). Deaths from causes amenable to health care also
significantly decreased (�4.5%; P � 0.001). Changes were larger
in counties with lower household incomes and higher prereform
uninsured rates. Secondary analyses showed significant gains in
coverage, access to care, and self-reported health. The number
needed to treat was approximately 830 adults gaining health in-
surance to prevent 1 death per year.

Limitations: Nonrandomized design subject to unmeasured con-
founders. Massachusetts results may not generalize to other states.

Conclusion: Health reform in Massachusetts was associated with
significant reductions in all-cause mortality and deaths from causes
amenable to health care.

Primary Funding Source: None.

Ann Intern Med. 2014;160:585-593. www.annals.org
For author affiliations, see end of text.

Massachusetts passed comprehensive health care
reform in 2006 with the goal of near-universal cov-

erage. The law—which expanded Medicaid, offered subsi-
dized private insurance, and created an individual mandate—
was a model for the Affordable Care Act (1). Thus,
understanding the effects of the Massachusetts law has im-
portant policy implications.

Previous research documents that the Massachusetts
reform succeeded in expanding health insurance among
adults aged 19 to 64 years by 3 to 8 percentage points
(1–5). Studies also indicate improvements in access to care
(6–8), self-reported physical and mental health (9), use of
preventive services (2, 10), and functional status (1, 11).
However, there has been no evidence on the law’s effect on
mortality. Previous research on the effect of health insur-
ance on mortality is mixed. Some observational studies
suggest as much as a 40% increased risk for death for
uninsured versus insured adults (12, 13), and an analysis of
Medicaid expansion to low-income adults detected a 6%
decrease in statewide mortality (14). Other studies, includ-
ing 2 randomized trials of insurance expansion, found little
or no effect on mortality (15–17).

Our study’s objective was to examine the changes in
mortality associated with the Massachusetts reform. We
hypothesized that the reform reduced mortality, particu-
larly from causes potentially treatable with timely care
(such as cardiovascular disease, infections, and cancer), and
that larger changes occurred among groups likely to benefit

from the law—previously uninsured adults and those with
higher prereform mortality rates.

METHODS

Study Design
Our study used a quasi-experimental pre–post design

with a control group and compared average mortality in
Massachusetts before and after reform to mortality changes
over the same period for similar populations in states with-
out reforms (also known as a “differences-in-differences”
analysis [18]). Our preferred specification used propensity
score methods to create a control group of counties in
nonreform states that best matched the distribution of pre-
reform characteristics in Massachusetts counties (19, 20).

The Massachusetts law had several components: Med-
icaid expansion starting in July 2006, subsidized private
plans for adults with incomes less than 100% of the federal
poverty level in October 2006, and expanded coverage sub-
sidies for adults with incomes up to 300% of the federal
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poverty level in January 2007. It included an individual
mandate effective for the 2007 tax year and “minimum
creditable coverage” insurance standards (21). We defined
the postreform period as 2007 to 2010, with 2006 omitted
as a transitional year (although we included 2006 in sensi-
tivity analyses). The prereform period was 2001 to 2005.

Data
Our data came primarily from the Centers for Disease

Control and Prevention’s Compressed Mortality File,
which provides county-specific annual mortality rates strat-
ified by age, sex, and race (22). For confidentiality, the
publicly available data set suppresses death counts for cells
with fewer than 10 deaths. We obtained access to the non-
suppressed data set under agreement with the Centers for
Disease Control and Prevention. Our sample was adults
aged 20 to 64 years, the reform’s primary target group
(with 19-year-olds excluded because persons aged 15 to 19
years are grouped together in the data set). In addition to
age, sex, and race, our estimates were adjusted for year-
specific county-level poverty rates, median income, unem-
ployment, and the percentage of Latino persons in the
population (all from the Area Resource File [ARF] [23]).
Subgroup analyses used prereform county-level uninsured
rates from the U.S. Census Bureau’s 2005 Small Area
Health Insurance Estimates (24).

We also analyzed measures of coverage, health care
access, and self-reported health status from 2 nationally
representative household surveys: the Centers for Disease
Control and Prevention’s Behavioral Risk Factor Surveil-
lance System (BRFSS) and the Census Bureau’s Current
Population Survey (CPS). These data sets have been used

previously to examine the effect of the Massachusetts re-
form on coverage and access (2–4, 8, 9, 25). We present
independent estimates using methods analogous to our
mortality analysis to provide additional context for our re-
sults. For these data sources, we were able to include 19-
year-olds, so the sample contains all adults aged 19 to
64 years.

This project used preexisting deidentified data and was
deemed exempt from review by the Harvard Institutional
Review Board. The project received no external funding.

Outcome Measures
Our primary outcome was all-cause mortality. Our

secondary outcome was mortality amenable to health care,
adapted from previous research (26–29), to focus on
deaths related to conditions that are more likely to be pre-
ventable or treatable with timely care, including heart dis-
ease, stroke, cancer, infections, and other conditions (30).
Table 1 of the Supplement (available at www.annals.org)
lists the diagnosis codes from the International Classifica-
tion of Diseases, 10th Revision, used in this definition and
a more restrictive alternate definition tested in a sensitivity
analysis.

Additional outcomes were health insurance from the
CPS and self-reported health (excellent or very good vs.
good, fair, or poor) and access-to-care measures (cost-
related delays in care, lack of a usual source of care, and
absence of a preventive visit in the past year) from the
BRFSS.

Statistical Analysis
Annual county-level death counts based on age, sex,

and race were the unit of observation for the mortality
analysis. Table 1 describes the analytic sample, which con-
tains information on the number of counties; states; age-,
sex-, and race-specific county-level cells; and population
per year.

Our regression models estimated the average annual
pre–post change in mortality for age-, sex-, and race-
specific cells in Massachusetts counties relative to compar-
ison counties in nonreform states (31). The study con-
tained 5 years of prereform data (2001 to 2005) and 4
years of postreform data (2007 to 2010). Given that our
outcome variable is number of deaths in each cell, our
multivariate regression analyses fitted a generalized linear
model using a negative binomial distribution and log link,
with cell population as the exposure variable. We adjusted
our analyses for race, sex, age, state, year, and economic
factors (unemployment rate, poverty rate, and median in-
come) specific to the county year (Supplement).

Robust SEs were clustered at the state level to account
for serial autocorrelation and for the state-level nature
of the policy intervention (18), which is standard in
population-based policy analyses (14, 32–37). Sensitivity
analyses included the pooling of annual data into prere-
form and postreform periods to remove potential autocor-

Context

After passage of a 2006 law that expanded health insur-
ance coverage, studies have found many changes in
health and health care, but none has reported changes in
mortality.

Contribution

This study found that when Massachusetts counties were
compared with similar counties in other states, all-cause
and health care–amenable mortality decreased after Mas-
sachusetts passed the law.

Caution

The study design cannot rule out the effects of unidenti-
fied confounders and thus cannot establish cause and
effect.

Implication

The association between more insurance coverage and
fewer deaths reported here is consistent with other evi-
dence that expanding insurance coverage can improve
health.

—The Editors
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relation, an interrupted time series model, adding 2006
(the implementation year) to our postreform data, and
county-level clustering of SEs. We also tested a linear
model using death rate per 100 000 adults as the outcome
to provide simple estimates of absolute change and results
similar to prior research (14). Cells were weighted by pop-
ulation size to yield representative estimates.

Secondary analyses used individual-level information
from the BRFSS and CPS on coverage, access, and health
status and were adjusted for age, sex, race/ethnicity, em-
ployment, household income, year, and state. For these
binary outcomes, we used a generalized linear model with a
logit link and predicted probabilities to describe the mag-
nitude of absolute changes (38).

Selection of Control Group
For the mortality analysis, we used propensity scores

to define a control group of counties in nonreform states
that were most similar to prereform Massachusetts coun-
ties. We estimated propensity scores with a population-
weighted logistic regression model using age distribution,
sex, race/ethnicity, poverty rate, median income, unem-
ployment, uninsured rate, and baseline annual mortality as
predictors (Table 2 of the Supplement). The quartile of
counties with the highest propensity scores, indicating the
closest match to the overall population of Massachusetts’
14 counties, was used as the control group in the mortality
analysis. This approach yielded excellent balance on key
features between Massachusetts and our control group
(Table 2) and provided adequate sample sizes for subgroup
analyses. We also tested a more traditional propensity
score–regression adjustment method and a 2:1 nearest-
neighbor propensity score–matching approach, which
yielded similar overall results (Supplement).

Identifying a control group with similar mortality
trends in counties not in Massachusetts is the key to our
approach (20). We tested for differences in the prereform
mortality trends for 2001 to 2006 between Massachusetts
and the control group using linear and quadratic time
trends interacted with an indicator variable for Massachu-
setts. We repeated this test for the entire U.S. population.

For the analysis of coverage, access, and self-reported
health in the CPS and BRFSS, we compared Massachusetts
with the other New England states (Maine, Vermont, New
Hampshire, Rhode Island, and Connecticut) before and
after reform. These data sets do not contain the county-

Table 1. Analytic Sample

Variable Value, n

Counties
Massachusetts 14
Control group 513
United States (non-Massachusetts) 3127

States (including District of Columbia)
Massachusetts 1
Control group 46
United States (non-Massachusetts) 50

Age-, sex-, and race-specific county-level cells
Massachusetts 3985
Control group 142 840
United States (non-Massachusetts) 836 413

Average population during study period
(persons aged 20 to 64 y)

Massachusetts 3 900 000
Control group 44 300 000
United States (non-Massachusetts) 173 400 000

Table 2. Summary Statistics for Study Sample Before Reform

County-Level Characteristic Massachusetts,
%*

Control
Group, %*

P Value for Massachusetts
vs. Control Group

Rest of United
States, %*

P Value for Massachusetts
vs. Rest of United States

Covariates
Age

20–34 y 33.2 33.1 0.95 34.5 0.46
35–44 y 26.3 25.9 0.51 25.3 0.090
45–54 y 24.0 24.3 0.69 23.7 0.68
55–64 y 16.5 16.7 0.79 16.4 0.95

Male 48.9 49.1 0.13 49.6 �0.001
White race 87.4 85.0 0.28 81.0 0.003
Black race 7.0 9.0 0.26 12.8 �0.001
Other race 5.6 6.0 0.62 6.2 0.46
Latino ethnicity 7.6 7.9 0.86 14.0 �0.001
Poverty rate 9.6 10.2 0.55 12.7 0.002
Median household income, $† 62 271 59 124 0.30 52 481 0.001
Unemployment rate 5.0 5.1 0.62 5.4 0.058
Uninsured rate 13.6 14.5 0.18 19.8 �0.001

Outcomes
All-cause mortality (deaths per 100 000) 283 297 0.26 341 �0.001
Health care–amenable mortality

(deaths per 100 000)
185 197 0.11 221 �0.001

* Data are percentages, except for median household incomes and outcomes.
† Median income was inflation-adjusted to 2010 U.S. dollars.
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level detail needed for our propensity score method, so we
followed previous research in using this control group
(2, 3, 11).

Subgroup Analysis
We did prespecified subgroup analyses to test for het-

erogeneous mortality changes and their effect on dispari-
ties. We compared adults aged 20 to 34 years with those
aged 35 to 64 years, non-Latino white adults with non-
white and Latino adults, residents of low-income counties
with residents of high-income counties (based on median
household income in Massachusetts), and residents of
counties with low rates of uninsured adults with those with
high rates of uninsured adults (based on median county
uninsured rates in Massachusetts before reform). In each
analysis, we specified an interaction term between Massa-
chusetts reform and the variable in question to test for
significantly different effects across subgroups.

Finally, in a sensitivity analysis, we used elderly adults
(aged �65 years) as an additional control group. This ap-
proach subtracts any secular trend for elderly adults in
Massachusetts from the estimated mortality change for
nonelderly adults (Supplement). Netting out the mortality
changes in this group is a conservative approach. Although
the Massachusetts reform did not directly affect coverage
for most elderly adults, it did expand insurance to the few
who did not meet the lifetime earnings requirement for
Medicare (2, 39). Thus, it may have had some effect on
health in this age group, but one would expect such effects
to be much weaker than those on the targeted population
of nonelderly adults.
Role of the Funding Source

This study received no funding.

RESULTS

Sample
Table 2 presents descriptive statistics and baseline

mortality for counties in Massachusetts, our control group,
and all U.S. counties outside Massachusetts. Massachusetts
had significantly fewer minorities, more women, lower
poverty and uninsured rates, and lower baseline mortality
than the rest of the United States. However, there were no
statistically significant differences for these outcomes be-
tween Massachusetts and the control group, indicating ex-
cellent balance from the propensity score approach.

Examination of prereform mortality trends further
supports the use of the control group (Table 3 of the
Supplement). We found no evidence of divergence be-
tween Massachusetts and the control group in linear or
quadratic models (P � 0.120 and 0.116, respectively). In
contrast, the mortality trend in Massachusetts diverged
from the rest of the United States before 2006 (P �
0.001).
Changes in Mortality

The Figure shows the unadjusted annual mortality
rates for nonelderly adults in Massachusetts and the control

group from 2001 to 2010. All-cause mortality in the
2 groups followed a similar pattern until implementation
of the reform in 2006 to 2007, after which mortality in
Massachusetts began to decrease relative to the control
group. Health care–amenable mortality followed a similar
pattern, whereas trends for other causes of death showed
minimal changes in Massachusetts and the control group.

Table 3 presents regression estimates for changes in
mortality associated with the Massachusetts reform. In our
primary specification, adjusted all-cause mortality de-
creased in Massachusetts after reform by 2.9% (P � 0.003)
compared with the control group. Mortality amenable to
health care decreased by 4.5% (P � 0.001). An alternate
definition of health care–amenable mortality (28) pro-
duced a slightly larger relative reduction (�5.5%; P �
0.002), and deaths from nonamenable causes showed no
significant decrease (�2.0%; P � 0.26) (Supplement).

Several sensitivity analyses produced similar results, in-
cluding those using propensity score regression–adjustment
or 2:1 matching approaches, clustering of SEs at the
county level, or a linear model with the death rate as the
outcome (Table 4 of the Supplement). The relative de-
crease of 2.9% in all-cause mortality, paired with a baseline
mortality in Massachusetts of 283 per 100 000 adults, im-
plies an absolute mortality change of �8.2 per 100 000
adults. This reduction is similar to the linear model esti-
mate of �9.3 per 100 000 adults (P � 0.014) reported in
the Supplement.

Mortality Changes Among Subgroups
Table 4 presents subgroup analyses. Relative mortality

reductions in Massachusetts compared with the control
group were significant for white and nonwhite adults,
adults aged 20 to 34 and 35 to 64 years, and residents of
counties with lower incomes and higher baseline uninsured
rates. Although relative mortality changes were larger for
Latino and nonwhite adults (�4.6%; P � 0.001) than
white adults (�2.4%; P � 0.001), the between-group dif-
ference in these estimates was not significant (P � 0.062).

The Figure of the Supplement shows unadjusted mor-
tality trends for elderly adults, with no apparent divergence
between Massachusetts and the control group before or
after reform. A model using elderly adults as an additional
within-state control group (Table 5 of the Supplement)
showed a 3.3% decrease in all-cause mortality (P � 0.066)
for nonelderly adults and a 0.1% increase for elderly adults
(P � 0.93) in Massachusetts after reform. This model also
showed a 4.9% decrease in health care–amenable mortality
(P � 0.001) for nonelderly adults and a 0.2% increase for
elderly adults (P � 0.90).

Coverage, Access to Care, and Health
Table 5 shows changes in coverage, access to care, and

self-reported health. Compared with other New England
states, reform in Massachusetts was associated with signif-
icant reductions in the uninsured rate (change in predicted
probability, �6.8 percentage points, a 57% relative de-
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crease from baseline); cost-related delays in care (�2.0 per-
centage points, a 22% relative decrease); lacking a usual
source of care (�1.9 percentage points, a 13% relative
decrease); having no preventive visit in the last year (�4.0
percentage points, a 13% relative decrease); and reporting
good, fair, or poor health (�1.8 percentage points, a 5%
relative decrease) (all changes, P � 0.001). Results were

nearly identical with linear probability models or without
state clustering of SEs (Table 6 of the Supplement).

Estimated Mortality Effect
To assess the plausibility of our estimated decrease in

mortality, we compared it with the coverage gains we de-
tected (Table 7 of the Supplement). In absolute terms, we

Figure. Unadjusted mortality rates for adults aged 20 to 64 years in Massachusetts versus control group (2001–2010).
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The shaded band designates the beginning of the Massachusetts state health care reform that was implemented starting in July 2006. “Health
care–amenable mortality” is as defined in Table 1 of the Supplement (available at www.annals.org). “Other-cause mortality” contains all other causes of
death not included in that definition.

Table 3. Mortality Before and After Massachusetts Health Care Reform Among Adults Aged 20 to 64 Years (2001–2010)*

Outcome Unadjusted Mortality
per 100 000 Adults

Unadjusted Relative Change Adjusted Relative Change

Prereform Postreform Difference (95% CI), % P Value Difference (95% CI), % P Value

All-cause mortality
Massachusetts 283 274

�4.2 (�8.0 to �0.4) 0.032 �2.9 (�4.8 to �1.0) 0.003
Control group 297 299

Health care–amenable mortality
Massachusetts 185 175

�4.3 (�7.2 to �1.5) 0.003 �4.5 (�6.2 to �2.7) �0.001
Control group 197 195

* Relative changes estimated by using negative binomial generalized linear models with log link. Adjusted model controlled for age, sex, race/ethnicity, poverty rate, median
income, unemployment rate, and state of residence.
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found a decrease in mortality of 0.0082 percentage points
(8.2 per 100 000 adults) concurrent with an increase in
coverage of 6.8 percentage points, which implies that for
approximately every 830 adults who gained insurance,
there was 1 fewer death per year.

DISCUSSION

The Massachusetts 2006 health care reform was asso-
ciated with significant reductions in all-cause mortality
over 4 years of follow-up relative to a control group of
similar counties in states without reform. Reductions were

concentrated in causes of death that were more plausibly
amenable to health care and in populations most likely to
benefit from expanded access, particularly residents of
counties with lower incomes and higher prereform unin-
sured rates.

Compared with the control group, overall mortality in
Massachusetts decreased by 2.9%. This relative decrease in
mortality is smaller than the 6.1% decrease in mortality
associated with several states’ Medicaid expansions (14),
which is consistent with the fact that Massachusetts began
its expansion from a much higher baseline rate of insurance

Table 4. Subgroup Analyses of Changes in All-Cause Mortality After Massachusetts Health Care Reform Among Adults Aged
20 to 64 Years (2001–2010)*

Subgroup Unadjusted Mortality in
Massachusetts Before
Reform per 100 000 Adults

Adjusted Relative Change,
Massachusetts vs. Control
Group (95% CI), %

P Value Absolute Change in
Predicted Mortality
per 100 000 Adults†Subgroup Between-Group

Difference

Full sample 283 �2.9 (�4.8 to �1.0) 0.003 � �8.2

Race/ethnicity
Non-Latino white‡ 295 �2.4 (�3.8 to �1.0) 0.001

0.062
�7.1

Latino or nonwhite‡ 231 �4.6 (�6.3 to �2.8) �0.001 �10.6

Age
20–34 y 77 �3.6 (�6.9 to �0.4) 0.030

0.38
�2.8

35–64 y 386 �2.2 (�3.8 to �0.6) 0.008 �8.5

County median income
Low income 312 �3.0 (�4.6 to �1.3) �0.001

0.33
�9.4

High income 257 �1.8 (�4.0 to 0.5) 0.120 �4.6

County prereform uninsured rate
Low uninsured 295 �1.7 (�3.8 to 0.4) 0.118

0.41
�5.0

High uninsured 273 �3.3 (�6.0 to �0.6) 0.015 �9.0

* Relative changes were estimated by using negative binomial generalized linear models with log link. The model was adjusted for age, sex, race/ethnicity, poverty rate, median
income, unemployment rate, and state of residence.
† Calculated by using adjusted relative change multiplied by baseline subgroup-specific mortality for Massachusetts.
‡ Although unadjusted mortality was higher for non-Latino white adults than for Latino or nonwhite adults, this is primarily due to the different age distributions of the
groups. After adjustment for age by standardization to the age distribution of white adults, baseline mortality for Latino or nonwhite adults was significantly higher (312 per
100 000 adults) than for non-Latino white adults (295 per 100 000 adults). This model omits from the sample any deaths with “unknown” ethnicity because the data set
has no corresponding population denominator for that group necessary to calculate a death rate.

Table 5. Changes in Coverage, Access to Care, and Self-Reported Health After Massachusetts Health Care Reform Among Adults
Aged 19 to 64 Years (2001–2010)*

Outcome Unadjusted Population
Mean in Massachusetts
Before Reform, %

Adjusted Odds Ratio After
Reform (95% CI)

P Value Absolute Change in
Predicted Probability,
percentage points†

Uninsured (n � 99 661) 11.9 0.43 (0.41–0.45) �0.001 �6.8
Delayed care due to cost in the past year

(n � 215 365)
9.0 0.78 (0.70–0.86) �0.001 �2.0

No usual source of care (n � 262 761) 14.7 0.84 (0.78–0.89) �0.001 �1.9
No preventive physician’s visit in the past

year (n � 166 642)
30.5 0.82 (0.79–0.85) �0.001 �4.0

Worse self-reported health (n � 214 510)‡ 34.7 0.92 (0.88–0.95) �0.001 �1.8

* All analyses compare pre–post changes in the outcomes for Massachusetts vs. other New England states for the years 2001–2005 and 2007–2010. Data are from the
Current Population Survey for the uninsured and the Behavioral Risk Factor and Surveillance System (BRFSS) for the remaining measures. Sample sizes for BRFSS items
differ primarily because of changes in the survey year in which each item was queried and small differences in item nonresponse. The model was adjusted for age, sex,
race/ethnicity, household income (as a percentage of the federal poverty level), employment status, year, and state of residence.
† Calculated by using change in predicted probability.
‡ Good, fair, or poor vs. excellent or very good self-reported health.
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coverage. However, 2 recent experimental studies of insur-
ance have shown neither a mortality benefit of insurance
(16, 17) nor statistically significant changes in blood pres-
sure or glycated hemoglobin levels (40), although both
found major gains in self-reported health and access to
recommended care. The latter studies have the advantages
of a randomized design and individual-level data. How-
ever, they have much smaller sample sizes (for example,
916 persons gaining coverage in 1 study [17] and roughly
10 000 newly insured in another [40] vs. approximately
270 000 adults gaining coverage in our study) and shorter
follow-up (16, 40) than is possible using statewide popu-
lation data, giving our study far greater statistical power for
small absolute changes, such as those detected here.

How does insurance expansion reduce population
mortality? Our secondary outcomes trace a plausible causal
pathway: Eligibility leads to increased coverage, and such
coverage leads to better access and more utilization of clin-
ical services, including office visits, with resulting gains in
self-reported health status (a strong predictor of mortality
[41, 42]). This potential pathway of coverage leading to
health gains through access to clinicians and high-quality
care is consistent with Eisenberg and Power’s seminal 2000
article (43), which outlines a framework for understanding
challenges to improving care for patients in the U.S. health
care system.

Our results are consistent with the bulk of previous
research on the Massachusetts reform, which demonstrates
gains in coverage, access to care, and self-reported health
among Massachusetts residents after reform (1, 2, 8, 10,
11). Mortality reductions were concentrated in conditions
most likely to be amenable to health care, such as cancer
(which can sometimes be prevented with earlier screening
or treated more successfully with early detection), infec-
tions (treatable with early detection and preventable or less
likely to be fatal with better long-term disease manage-
ment), and cardiovascular disease (treatable in the short
term with early detection and partially preventable with
risk factor modification). This is consistent with research
showing a decline in potentially avoidable hospitalizations
after the Massachusetts reform and other insurance expan-
sions (2, 44). Although research on breast cancer did not
find a significant effect of the Massachusetts reform (25),
our use of a more comprehensive health outcome may have
given us greater power to detect changes than analysis of a
single diagnosis.

Our number needed to treat was 830 adults gaining
insurance to prevent 1 death per year. This estimated
coverage-to-mortality effect would be consistent with a
30% relative reduction in individual-level mortality for
persons gaining insurance (compared with an estimated
25% relative reduction in mortality from insurance cited
by the Institute of Medicine [13] and the 40% relative
reduction found by Wilper and colleagues [12]) if overall
baseline mortality for these uninsured individuals were 400
per 100 000 adults (Table 7 of the Supplement). This

baseline mortality rate would be roughly 1.5 times that of
our overall sample, which is consistent with prior research
on elevated mortality risks for the uninsured (12, 15). In
addition, research suggests that insurance expansion dis-
proportionately enrolls persons in worse health (14, 45)
and components of the Massachusetts expansion preferen-
tially targeted adults with disabilities or HIV/AIDS (21).
These illustrative calculations assume that mortality reduc-
tions occurred only for those obtaining insurance under
reform, which may be conservative because the law also
expanded benefits (including preventive care and prescrip-
tion drugs) for many persons who already had insurance.

Reductions in mortality were largest in Massachusetts
counties with lower incomes and lower insurance coverage
before reform—areas likely to have had the greatest in-
crease in access to care under reform. Mortality reductions
were nearly twice as large for minority as for white adults,
although this between-group difference was not statistically
significant. These results provide useful additional infor-
mation compared with previous research suggesting that
racial/ethnic disparities in coverage and access may not
have narrowed after the Massachusetts reform (3, 4).

Our analysis has several limitations. First, we do not
have individual-level insurance information and thus can-
not directly link mortality changes to persons gaining in-
surance coverage. Second, defining mortality from causes
amenable to health care is somewhat subjective. We built
on methods used in prior research (27–29) and tested 2
definitions that provided similar results. Future research
distinguishing between treatable and curable conditions
would also be worthwhile.

Most important, our quasi-experimental approach
cannot definitively demonstrate a causal relationship under-
lying the association between the Massachusetts reform
and the state’s declining mortality relative to other states. It
is possible that the postreform reduction in mortality in
Massachusetts was due to other factors that differentially
affected Massachusetts, such as the recession. However, our
analysis controlled for several distinct time- and county-
specific economic measures. We also found no evidence of
a similar decline in mortality among elderly adults in Mas-
sachusetts that would suggest a secular trend. Although we
cannot rule out unmeasured confounders, it is challenging
to identify factors other than health care reform that might
have produced this pattern of results: a declining mortality
rate in Massachusetts since 2007 not present in similar
counties elsewhere in the country, primarily for health
care–amenable causes of death in adults aged 20 to 64
years (but not elderly adults), concentrated among poor
and uninsured areas and not explained by changes in pov-
erty or unemployment rates.

In conclusion, we find a significant reduction in mor-
tality among nonelderly adults in Massachusetts since its
2006 reform relative to a control group of similar counties
in states without such reforms. Although this analysis can-
not demonstrate causality, the results offer suggestive evi-
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dence that the Affordable Care Act—modeled after the
Massachusetts law—may impact not only coverage and ac-
cess but also mortality. However, it is critical to note the
many dimensions in which Massachusetts differs from the
rest of the nation, including lower mortality, higher in-
come and baseline insurance coverage rates, fewer minori-
ties, and the most per capita physicians in the country (46).
The extent to which our results generalize to the United
States as a whole is therefore unclear, which underscores
the need to monitor closely the Affordable Care Act’s effect
on coverage, access, and population health across all states.
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under the Affordable Care Act (ACA) on the drivers of uncompensated care (UCC) and on 
hospital UCC costs. 

 

Key Takeaways: 
 
✓ Early hospital financial reporting and member surveys from hospital associations indicate 

that, through second quarter 2014, payor mix is shifting in ways that will likely reduce 
hospital uncompensated care costs. In particular: 
 
➢ Volumes of uninsured/self-pay admissions (which comprise a major portion of 

uncompensated care provided by hospitals) have fallen substantially, particularly in 
“Medicaid expansion” states (states that have elected to expand the Medicaid program 
through the Affordable Care Act); 
 

➢ Volumes of uninsured/self-pay emergency department visits have fallen substantially, 
primarily in Medicaid expansion states; and 
 

➢ The volume of hospital admissions for patients covered by Medicaid has increased, but 
only in Medicaid expansion states. 

 
✓ Initial projections suggest that uncompensated care costs will fall substantially following 

major insurance coverage expansion, including coverage expansion through both Medicaid 
and the Health Insurance Marketplaces.  Specifically: 
 
➢ Based on an estimated 10.3 million decrease in the total number of uninsured and an 

estimated 8 million increase in the number covered by Medicaid, ASPE estimates that 
hospital uncompensated care costs will be $5.7 billion lower in 2014 than they otherwise 
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would have been.  This represents a 16 percent reduction from baseline uncompensated 
care spending. 
  

➢ The projections further suggest that $4.2 billion of this reduction will come from the 25 
states plus Washington DC expanding Medicaid as of the beginning of FY2014, 
representing a 25 percent reduction from baseline uncompensated care spending and 74 
percent of total savings.  $1.5 billion will come from the 23 Medicaid non-expansion 
states, representing a 9 percent reduction from baseline uncompensated care spending and 
26 percent of total savings.  (note NH and PA have decided to expand Medicaid, but had 
not yet started enrolling individuals at the end of the second quarter of 2014, and 
therefore they are excluded from these analyses).  
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I. Introduction: Uncompensated Care Costs, Coverage Expansion, and Hospitals 
 
This report summarizes research on the effect of the major health insurance coverage expansion 
under the Affordable Care Act (ACA) on the drivers of uncompensated care (UCC) and on 
hospital UCC costs.   

 
Hospital UCC costs totaled between $46 and $51 billion in 2012, according to the American 
Hospital Association (AHA)1 as well as data provided to the Center for Medicare and Medicaid 
Services (CMS) via Hospital Cost Reports.2  The Urban Institute reports that each individual 
uninsured for the full year of 2013 received $1,005 in implicitly subsidized uncompensated care, 
and that these costs totaled $49 billion nationwide in 2013.3    
 
Though specific definitions differ, UCC is generally considered to be the unreimbursed cost of 
the care provided by hospitals to people who are uninsured, underinsured,4 or in some cases 
publicly insured.  For the purposes of this report, we define hospital UCC costs as the combined 
total of bad debt and charity care.5  Bad debt refers to an amount hospitals anticipated receiving 
for services but in fact never received.  Charity care is the value of services rendered for which 
hospitals never anticipated receiving payment, because the patient’s inability to pay was 
determined early in the course of care; both of these sources of UCC are in large part generated 
by medically indigent or uninsured patients, though unrealized co-pays or deductibles for insured 
patients are also included in this calculation.6,7,8  

                                                 
1 American Hospital Association, Uncompensated Care Cost Fact Sheet, January 2014.  Available at 
http://www.aha.org/content/14/14uncompensatedcare.pdf 
2 ASPE calculations based on 2012 Hospital Cost Report Data.  These calculations are described in Part 2 of this 
report as well as in Appendix B.  
3 Coughlin TA et al, Uncompensated Care for the Uninsured in 2013: A Detailed Examination.  The Kaiser 
Commission on Medicaid and the Uninsured, May 2014.  Available at 
http://kff.org/uninsured/report/uncompensated-care-for-the-uninsured-in-2013-a-detailed-examination/ 
4 There is variation in how the term “underinsured” is used for the purposes of defining uncompensated care, and 
likely in how it UCC for these patients is reported on a hospital level.  For example, it could include only people 
who have insurance that doesn’t cover a certain service, or if could also include those whose insurance only covers a 
service partially (either because of copayment / deductible liability or because the payment rate is in adequate). 
5  Medicare collects bad debt, charity care, and governmental payment shortfalls on Worksheet S-10: FORM CMS-
2552-10, available at http://www.costreportdata.com/instructions/Instr_S100.pdf.  Using bad debt and charity care 
as the primary measures of UCC is an approach advocated by MedPAC and the AHA.  See AHA reference above, 
as well as the MedPAC comment on the CMS FY2015 proposed inpatient prospective payment system rule, 
available at http://www.medpac.gov/documents/comment-letters/medpac-comment-on-cms's-acute-and-long-term-
care-hospitals-proposed-rule.pdf?sfvrsn=0  
6 Additionally, the AHA makes a distinction between “self-pay” patients, i.e. those who have the means to pay for 
their care, and “charity care” patients, i.e. those who do not.  However, this is not always specified in hospital 
reporting, particularly in the earnings calls discussed later in this report. 
7 Note that the definition of UCC we use is slightly broader than that used for Medicaid Disproportionate Share 
Hospital (DSH) purposes, which consider some forms of bad debt to be unallowable for these calculations.    
8 In some settings, including the ACA-strengthened mandatory reporting of community benefit to the Internal 
Revenue Service for non-profit hospitals, UCC also includes the payment shortfall from Medicaid, the Children’s 
Health Insurance Program (CHIP), and state or local government indigent care programs.  The mandatory reporting 
system is via Schedule H, which is an addendum to hospitals’ annual 990 forms, and can be found here: 
http://www.irs.gov/pub/irs-pdf/f990sh.pdf.  This payment shortfall may contribute significantly to hospitals’ 

http://www.aha.org/content/14/14uncompensatedcare.pdf
http://www.costreportdata.com/instructions/Instr_S100.pdf
http://www.medpac.gov/documents/comment-letters/medpac-comment-on-cms's-acute-and-long-term-care-hospitals-proposed-rule.pdf?sfvrsn=0
http://www.medpac.gov/documents/comment-letters/medpac-comment-on-cms's-acute-and-long-term-care-hospitals-proposed-rule.pdf?sfvrsn=0
http://www.irs.gov/pub/irs-pdf/f990sh.pdf
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Uncompensated care is largely federally funded: through Medicaid, Medicare, the Veterans 
Health Administration, the Indian Health Service, community health center funding, and Ryan 
White funding for people with HIV/AIDS, the federal government is estimated to pay for 62 
percent of UCC.9  The largest portion of these federal funds ($13.5 billion in 2013) flows 
through the Medicaid program in the form of Medicaid disproportionate share hospital (DSH) 
and upper payment limit (UPL) payments.  Additionally, the Medicare program provides 
significant federal funding to providers for UCC through the Medicare DSH adjustments, 
payments for Medicare bad debt, and payments for indirect medical education (IME) ($8 billion 
in 2013).10  Though neither Medicare DSH nor IME payments are direct payments for UCC, 
they provide additional funding to recognize the higher cost structure of Medicare services, and 
may be available to offset provider UCC costs. 
 
Though hospitals are not the only providers of UCC, on a cost basis they provide the majority of 
such care; 60 percent of all UCC costs are incurred through hospitals, while the other 40 percent 
of costs are incurred through publicly-supported community providers and office-based 
physicians.  The AHA estimates that 6.1% of hospitals’ total expenses in 2012 were related to 
the provision of uncompensated care.11 

 
Most analysts predicted that UCC would decline following the major ACA-driven coverage 
expansion in 2014 because an increase in the number of insured individuals would reduce the 
number who could not pay their hospital bills, as well as the need for charity care.12  The extent 
of this reduction is an empirical question, however, as it depends on a number of factors, 
including the extent to which newly-insured individuals are able to meet the cost-sharing 
obligations imposed by their plans. 
 
Because of this anticipated decline in UCC following coverage expansion, the ACA enacts 
reductions in the major existing streams of federal Medicaid and Medicare reimbursement that 
help to offset costs of uncompensated care.  For example, federal Medicaid DSH payments, 
which totaled $11.4 billion in 2012,13 are scheduled to be cut by just over 10%, or $1.2 billion, in 
FY2016 and by $17.6 billion in total by FY2020.14  Base Medicare DSH payments are reduced 
to 25 percent of previous levels under the ACA, and the remaining amount is distributed based 

                                                                                                                                                             
uncompensated costs in some settings.  A recent study in the New England Journal of Medicine reported that non-
profit hospitals spent 7.5% of their operating expenses on community benefit, of which 45% was due to public 
program shortfall, and 25% was for direct charity care provision. (Young et al, N Engl J Med 2013;368:1519-27) 
9 Coughlin et al. (2014).     
10 Coughlin et al. (2014). 
11 AHA, Uncompensated Care Cost Fact Sheet 
12 For example, see Graves JA, Medicaid Expansion Opt-Outs and Uncompensated Care. N Engl J Med 2012; 
367:2365-2367; Price and Eibner, For States that Opt Out of Medicaid Expansion: 3.6 Million Fewer Insured and 
$8.4 Billion Less in Federal Payments. Health Aff (Millwood). 2013 Jun;32(6):1030-6; and Holahan, Buettgens, and 
Dorn, The Cost of Not Expanding Medicaid. The Kaiser Commission on Medicaid and the Uninsured, July 2013, 
available at http://kff.org/medicaid/report/the-cost-of-not-expanding-medicaid/. 
13 U.S. Department of Health and Human Services, FY2012 final DSH Allotments, released July 26, 2013.  
Available at http://www.gpo.gov/fdsys/pkg/FR-2013-07-26/pdf/2013-17965.pdf     
14 Bipartisan Budget Act of 2013 (H.J.Res.59).  Available at https://beta.congress.gov/113/bills/hjres59eah3/BILLS-
113hjres59eah3.pdf 

http://kff.org/medicaid/report/the-cost-of-not-expanding-medicaid/
http://www.gpo.gov/fdsys/pkg/FR-2013-07-26/pdf/2013-17965.pdf
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on hospitals’ share of the total amount of uncompensated care provided nationally;15 these 
changes are estimated by the Congressional Budget Office to reduce Medicare DSH spending by 
$22.1 billion between 2010 and 2019.16  Given the magnitude and timing of these cuts, as well as 
the uncertainty introduced by whether and how states plan to expand Medicaid, it is critical to 
determine how UCC is changing following coverage expansion so as to avoid shifting a large 
financial burden to states, localities, and hospitals.  

 
While this brief focuses primarily on changes in uncompensated care, hospital finances will also 
be affected by changes in utilization related to the expansion of insurance coverage. Increased 
volumes from higher utilization will often strengthen hospitals’ finances, although this need not 
be the case if providers agree to treat newly-insured patients with coverage that pays amounts 
that do not cover their marginal costs.  Research examining prior insurance expansions can shed 
light on the changes in hospital utilization that might be expected.  For example, evidence from 
Oregon’s Medicaid expansion showed that Medicaid increased the likelihood of being admitted 
to the hospital from 6.7 percent to 8.8 percent, a 30 percent relative increase.17  The Oregon 
expansion also suggested that Medicaid coverage increased use of emergency services by 40 
percent, or 0.41 visits per person per year.18  Research examining a different abrupt gain of 
insurance – namely, turning 65 and qualifying for Medicare – similarly suggests a relative 
increase in admissions of 12-20 percent for those who were previously uninsured, particularly for 
people with chronic conditions19 and for admissions including elective procedures.20   
 
However, the evidence is not entirely consistent; for example, a study of health care utilization 
after the creation of a new public insurance plan for low-income uninsured childless adults in 
Wisconsin found that in the first year of coverage, while outpatient visits increased 29 percent, 
and emergency department visits increased 46 percent, inpatient hospitalizations actually 
declined 59 percent as did preventable hospitalizations.21  Additionally, work from 
Massachusetts showed that overall hospitalizations in Massachusetts were unchanged relative to 
other states after the implementation of insurance expansion and that preventable hospitalizations 
declined.22  Further, emergency department visits declined to a small degree (6-8 percent), 
particularly for conditions which were likely treatable in less resource-intense settings.23 
 
Given a rapidly changing health insurance landscape, it is clear that close ongoing attention to 
the impact of coverage expansion on hospital utilization, costs, and UCC at the national level is 
warranted.  This report, which attempts to address these issues using the best available early 

                                                 
15 U.S. Department of Health and Human Services, August 2013, Federal Register, 78(160): 50496–51040.   See in 
particular page 50505.  Available at http://www.gpo.gov/fdsys/pkg/FR-2013-08-19/pdf/2013-18956.pdf  
16 CBO Director Doug Elmendorf, Letter To Rep. Nancy Pelosi, 3/18/10.  See in particular Table 3.  Available at 
http://www.politico.com/static/PPM110_100318_cbo_score.html 
17 Finkelstein et al, Q J Econ. 2012 Aug;127(3):1057-1106 
18 Taubman et al, Science. 2014 Jan 17;343(6168):263-8 
19 McWilliams et al, N Engl J Med. 2007 Jul 12;357(2):143-53 
20 Card et al, Am Econ Rev. 2008 Dec;98(5):2242-2258 
21 DeLeire et al, Health Aff (Millwood). 2013 Jun;32(6):1037-45 
22 Kolstad and Kowalski, J Public Econ. 2012 Dec 1;96(11-12):909-929 
23 Miller S, J Public Econ. 2012 Dec 1;96(11-12):893-908 
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evidence, is in two sections.  The first section, “Changes in Hospital Uncompensated Care in 
2014,” summarizes evidence available to date on the changes in the drivers of UCC during the 
first six months of major coverage expansion under the ACA, and allows us to look at initial 
trends in UCC at a subset of U.S. hospitals.  Information in this section is based on quarterly 
hospital earnings reports, as well as member surveys conducted by hospital associations.  The 
second section, “Projecting the Change in Total Hospital Uncompensated Care Costs,” uses 
estimates of the historical relationship between changes in insurance coverage and changes in 
UCC costs to project the decline in total U.S. hospital UCC costs as a result of increases in 
Medicaid coverage and reductions in the number of uninsured.   
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II. Changes in Hospital Uncompensated Care in 2014 

While we know that the number of people without any source of health insurance coverage 
decreased and the number of people covered by Medicaid increased in the first two quarters of 
2014, the impact of these changes on the utilization of hospital services and on hospitals’ 
provision of UCC is as yet unknown.  Therefore, the intent of this section is to provide an early 
picture of changes in Hospital UCC using available data.  We first provide a background 
discussion of what we know about coverage expansion numbers thus far in 2014.  We next use 
data from the financial reporting of five large, for-profit, hospital groups and from member 
surveys conducted by several hospital associations on how the recent ACA-driven coverage 
expansion has translated into changes in the volume and payor mix of admitted patients and 
patients seen in the emergency department in the first two quarters of 2014.  Finally, we discuss 
how these changes likely translate into changes in UCC. 

 

A. Insurance Coverage Expansion Under the Affordable Care Act 

For over a decade prior to the ACA, the proportion of the American population that was 
uninsured had been growing steadily.  According to estimates made by the U.S. Bureau of the 
Census, between 1999 and 2011, the percentage of Americans without any source of health 
insurance coverage increased from 14 percent to 16 percent (see Appendix A).  In 2012, the last 
year for which Census estimates are available, almost 48 million Americans, or 15 percent, 
lacked health insurance coverage.  This figure was slightly higher among states that have decided 
(as of the beginning of 2014) to not expand Medicaid (17 percent) than in states that have elected 
to expand Medicaid (14 percent).  Lack of health insurance was more common among adults 
aged 18 to 64 than among Americans of all ages; in 2012 41 million adults aged 18 to 64, or 21 
percent, lacked health insurance. 
 
As a result of implementation of the major coverage provisions in the ACA, the rate of uninsured 
adults began to drop in the first six months of 2014.  The decline was most pronounced in 
Medicaid expansion states.  Data published in the New England Journal of Medicine, using the 
Gallup-Healthways Well-Being Index, suggested that the uninsured rate for Americans ages 18 
to 64 fell 4.7 percentage points, from 21.0 percent in September 2013 to 16.3 percent by April 
2014 (the end of open enrollment), and stayed stable through June 2014.24  The study also 
showed that in Medicaid expansion states, the uninsured rate for those at or below 138 percent of 
the Department of Health and Human Services Poverty Guidelines declined 6 percent, while in 
Medicaid non-expansion states it declined by only 3.1 percent.25  Similarly, the Urban Institute, 
using the Health Reform Monitoring Survey, reported that the uninsured rate across adults of all 
ages fell from 17.5 percent in Q1 2013 to 13.9 percent in Q2 2014 (14.8 percent to 10.1 percent 
in Medicaid expansion states, and 20.8 percent to 18.3 percent in Medicaid non-expansion 
states).26   
 

                                                 
24 Sommers BD et al., N Engl J Med. 2014 Aug 28;371(9):867-74 
25 Sommers 2014.   
26 Long SK et al, Taking Stock at Mid-Year: Health Insurance Coverage under the ACA as of June 2014. Urban 
Institute Health Policy Center, 2014.  Available at http://hrms.urban.org/briefs/taking-stock-at-mid-year.html 

http://hrms.urban.org/briefs/taking-stock-at-mid-year.html
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Commensurately, Medicaid enrollment data strongly suggest that there has been a large increase 
in the percentage of adults covered by Medicaid in 2014.  As of the end of July 2014, enrollment 
reports demonstrate 7,935,257 more people enrolled in Medicaid and CHIP than in the 
comparison baseline period of July to September, 2013.  The increases in enrollment were 
overwhelmingly seen in Medicaid expansion states, with 6,888,391 more enrollees, versus 
1,046,866 in non-expansion states.27 

 
 
B. Early Data on Changes in Hospital Volume and Payor Mix: Quarter One and Quarter 

Two, 2014 
 
The increase in insurance coverage was expected to decrease hospital UCC by decreasing the 
proportion of hospitals’ clinical volume comprised of uninsured patients (although increased 
volumes of patients covered by Medicaid were expected to have a smaller impact on UCC as a 
result of lower payment rates).  In this subsection, we will use data from the first available 
sources on volume and payor mix since insurance expansion to examine this issue: hospital 
earnings data and hospital association surveys.  Hospital earnings data are from the Q1 and Q2 
2014 earnings reports of five large for-profit hospital operators in the United States: Community 
Health Systems, Inc. (CHS), Hospital Corporation of America (HCA Holdings, Inc.), Tenet 
Healthcare Corporation, LifePoint Hospitals, Inc., and Universal Health Services, Inc. (UHS).  
The surveys come from three hospital associations that are located in Medicaid expansion states: 
the Arizona Healthcare and Hospital Association, the Colorado Hospital Association, and the 
Arkansas Hospital Association.  The Colorado Hospital Association also released data from its 
DATABANK of financial and volume data from 465 hospitals across 30 states, 15 of which have 
expanded Medicaid.  While the hospitals represented in these earnings reports and surveys are 
not necessarily representative of the totality of U.S. hospitals, examining them does allow an 
early look at the impact of the ACA coverage expansions on the provision of UCC.  

 
Declining Uncompensated Care Volumes 
 
Four of the five for-profit hospital groups – Community Health Systems,28 HCA,29 LifePoint,30 
and Tenet31 – reported how their hospitals’ volumes of uninsured and/or self-pay admissions 
(which we will collectively refer to as UCC) changed in Q1 2014 (relative to Q1 2013).  The 
                                                 
27 Centers for Medicare and Medicaid Services, Medicaid and CHIP: July 2014 Monthly Applications, Eligibility 
Determinations and Enrollment Report.  Available at http://medicaid.gov/AffordableCareAct/Medicaid-Moving-
Forward-2014/Downloads/July-2014-Enrollment-Report.pdf  
28 Community Health Systems earnings presentation, 1st quarter 2014, and Community Health Systems' (CYH) CEO 
Wayne Smith on Q1 2014 Results - Earnings Call Transcript.  Available at http://seekingalpha.com/article/2200033-
community-health-systems-cyh-ceo-wayne-smith-on-q1-2014-results-earnings-call-transcript 
29 HCA Holdings' CEO Discusses Q1 2014 Results - Earnings Call Transcript.  Available at 
http://seekingalpha.com/article/2174773-hca-holdings-ceo-discusses-q1-2014-results-earnings-call-transcript 
30 LifePoint Hospitals' CEO Discusses Q1 2014 Results - Earnings Call Transcript.  Available at 
http://seekingalpha.com/article/2166743-lifepoint-hospitals-ceo-discusses-q1-2014-results-earnings-call-transcript 
31 Tenet Q1 2014 report and Tenet Healthcare's (THC) CEO Trevor Fetter on Q1 2014 Results - Earnings Call 
Transcript.  Available at http://seekingalpha.com/article/2194873-tenet-healthcares-thc-ceo-trevor-fetter-on-q1-
2014-results-earnings-call-transcript 

http://medicaid.gov/AffordableCareAct/Medicaid-Moving-Forward-2014/Downloads/July-2014-Enrollment-Report.pdf
http://medicaid.gov/AffordableCareAct/Medicaid-Moving-Forward-2014/Downloads/July-2014-Enrollment-Report.pdf
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Colorado Hospital Association32 and Arkansas Center for Health Improvement33 also reported 
similar figures for their membership.  Please note that the numbers reported here are relative 
changes, which allow us to compare trends across hospital chains and across states; the absolute 
proportion of care provided to the uninsured nationwide ranges from roughly 5-10 percent of 
total admissions.34 
 
As shown in Figure 1, hospitals overall tended to see relative reductions in their numbers of 
admitted patients who were uninsured between Q1 2013 and Q1 2014.  Moreover, hospitals in 
Medicaid expansion states saw substantial declines in their uninsured admissions, ranging from 
28 to 33 percent relative reductions compared to one year prior.  Hospitals in Medicaid non-
expansion states, on the other hand, did not experience declines in their volumes of UCC 
admissions.   

 

 
CHA=Colorado Hospital Association.  HCA=Hospital Corporation of America.   
 
Though fewer data are available for emergency department (ED) use, among those that reported 
these figures, hospitals overall saw 0 to 13 percent relative declines in ED visits by uninsured 
patients between Q1 2013 and Q1 2014.  These changes were largely concentrated in Medicaid 

                                                 
32 Colorado Hospital Association Center for Health Information and Data Analytics, Impact of Medicaid Expansion 
on Hospital Volumes, June 2014.  Available at http://www.cha.com/Documents/Press-Releases/CHA-Medicaid-
Expansion-Study-June-2014.aspx 
33 Arkansas Center for Health Improvement, Arkansas Hospitals Show Reduction in Emergency Room Use and 
Uninsured Admissions Three Months Into Private Option, May 2014.  Available at 
http://www.achi.net/pages/news/article.aspx?ID=33 
34 Hempstead K., Hospitals and Health Reform: What’s at Stake?  Robert Wood Johnson Foundation, August 2014.  
Available at http://www.rwjf.org/en/about-rwjf/newsroom/newsroom-content/2014/08/hamp-8-22.html 
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expansion states, ranging from 16 percent to 28 percent in these states (Figure 2), with small to 
no changes among hospitals in Medicaid non-expansion states.   
 

 
HCA=Hospital Corporation of America.  NA=not applicable.   NR=not reported. 
 
The declines in volumes of uninsured admissions were even greater between Q2 2013 and Q2 
2014.  Overall, hospitals saw relative declines in their volumes of uninsured admissions that 
ranged from 15 to 34 percent.  Among hospitals in states that expanded Medicaid, the number of 
uninsured patients admitted declined between 48 percent and 72 percent between Q2 2013 and 
Q2 2014 (Figure 3).  By contrast, in states that did not expand Medicaid, the decrease in volume 
of uninsured patients admitted to hospitals ranged between 0 and 14 percent.35 36 37 38  

 

                                                 
35 Community Health Systems earnings presentation, 2nd quarter 2014, and Community Health Systems' (CYH) 
CEO Wayne Smith on Q2 2014 Results - Earnings Call Transcript.  Available at 
http://seekingalpha.com/article/2372765-community-health-systems-cyh-ceo-wayne-smith-on-q2-2014-results-
earnings-call-transcript 
36 HCA Holdings' (HCA) CEO Milton Johnson on Q2 2014 Results - Earnings Call Transcript.  Available at 
http://seekingalpha.com/article/2353325-hca-holdings-hca-ceo-milton-johnson-on-q2-2014-results-earnings-call-
transcript 
37 LifePoint Hospitals' (LPNT) CEO Bill Carpenter on Q2 2014 Results - Earnings Call Transcript.  Available at 
http://seekingalpha.com/article/2343785-lifepoint-hospitals-lpnt-ceo-bill-carpenter-on-q2-2014-results-earnings-
call-transcript 
38 Tenet Q2 2014 report and Tenet's (THC) CEO Trevor Fetter on Q2 2014 Results - Earnings Call Transcript.  
Available at http://seekingalpha.com/article/2384715-tenets-thc-ceo-trevor-fetter-on-q2-2014-results-earnings-call-
transcript 
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HCA=Hospital Corporation of America.  

 
Again, though less evidence is available, relative reductions in UCC in the ED appeared to 
continue to grow when comparing Q2 2013 and Q2 2014, ranging from 26 percent to 60 percent 
in Medicaid expansion states (Figure 4).   
   

 
HCA=Hospital Corporation of America.   
 
It is also important to note that the decreases in the volume of uninsured patients that we report 
above are being seen in both urban and rural hospitals.  The two non-urban hospital operators 
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observed, Community Health Systems39 and LifePoint,40 saw a decrease of roughly 70 percent in 
uninsured admissions in Q2 2004, and a significant drop in uninsured ED volume; the two more 
urban hospital providers, HCA41 and Tenet,42 saw an average decrease of around 50 percent.  
Arkansas, a primarily rural state, saw the volume of uninsured patients in inpatient and ED 
settings decline up to 30 percent43 – on par with other states and hospitals with more urban 
geography.    
 
Overall, there is thus strong evidence that the volume of uninsured patients is dropping in both 
the inpatient and ED settings and across a variety of geographical areas, indicating a likely drop 
in hospital UCC costs. 
 
Increasing Overall Patient Volumes 
 
Despite the observed reductions in the volume of uninsured patients, hospitals have experienced 
positive trends in their overall volumes of admissions compared to prior years.44 45 46 47 The 
same-quarter to same-quarter comparisons have improved each of the last three quarters, which 
is in contrast to prior trends in hospital admission volumes.  For example, comparing Q4 2012 to 
Q4 2013, total hospital admissions declined from 1.8 percent to 10.5 percent across four large 
for-profit hospital groups.  However, when comparing Q1 2013 to Q1 2014, declines were 
smaller (Figure 5), and when comparing Q2 2013 to Q2 2014, two of the four chains moved into 
positive comparisons in admission volumes.      

                                                 
39 Community Health Systems earnings presentation, 2nd quarter 2014, and Community Health Systems' (CYH) 
CEO Wayne Smith on Q2 2014 Results - Earnings Call Transcript.  Available at 
http://seekingalpha.com/article/2372765-community-health-systems-cyh-ceo-wayne-smith-on-q2-2014-results-
earnings-call-transcript 
40 LifePoint Hospitals' (LPNT) CEO Bill Carpenter on Q2 2014 Results - Earnings Call Transcript.  Available at 
http://seekingalpha.com/article/2343785-lifepoint-hospitals-lpnt-ceo-bill-carpenter-on-q2-2014-results-earnings-
call-transcript 
41 HCA Holdings' (HCA) CEO Milton Johnson on Q2 2014 Results - Earnings Call Transcript.  Available at 
http://seekingalpha.com/article/2353325-hca-holdings-hca-ceo-milton-johnson-on-q2-2014-results-earnings-call-
transcript 
42 Tenet Q2 2014 report and Tenet's (THC) CEO Trevor Fetter on Q2 2014 Results - Earnings Call Transcript.  
Available at http://seekingalpha.com/article/2384715-tenets-thc-ceo-trevor-fetter-on-q2-2014-results-earnings-call-
transcript 
43 Arkansas Center for Health Improvement, Arkansas Hospitals Show Reduction in Emergency Room Use and 
Uninsured Admissions Three Months Into Private Option, May 2014.  Available at 
http://www.achi.net/pages/news/article.aspx?ID=33 
44 Community Health Systems Management Discusses Q4 2013 Results - Earnings Call Transcript. Available at 
http://seekingalpha.com/article/2032761-community-health-systems-management-discusses-q4-2013-results-
earnings-call-transcript 
45 HCA Holdings Management Discusses Q4 2013 Results - Earnings Call Transcript.  Available at 
http://seekingalpha.com/article/1992601-hca-holdings-management-discusses-q4-2013-results-earnings-call-
transcript 
46 LifePoint Hospitals' CEO Discusses Q4 2013 Results - Earnings Call Transcript.  Available at 
http://seekingalpha.com/article/2023301-lifepoint-hospitals-ceo-discusses-q4-2013-results-earnings-call-transcript 
47 Tenet Healthcare Management Discusses Q4 2013 Results - Earnings Call Transcript.  Available at 
http://seekingalpha.com/article/2047653-tenet-healthcare-management-discusses-q4-2013-results-earnings-call-
transcript 
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 HCA=Hospital Corporation of America 

 

Increases in the Volume of Medicaid Admissions  

One group that seems to be driving these volume increases is those patients who are newly 
insured by Medicaid.  Initial data from hospitals and hospital associations suggest that the 
volume of admissions represented by patients covered by Medicaid has increased, but only in 
Medicaid expansion states.  Between Q1 2013 and Q1 2014, hospitals in Medicaid expansion 
states experienced relative increases in their volume of Medicaid patients that ranged between 4 
percent and 31 percent, while there is no evidence that Medicaid admissions increased among 
hospitals in Medicaid non-expansion states (Figure 6).48 Please note that the proportion of 
admitted patients who are insured by Medicaid at baseline ranges significantly across these 
hospital chains, but Medicaid patients comprise up to 21 percent of total hospital admissions 
nationwide.49 
 

                                                 
48 Community Health Systems Presentation and Earnings Call Transcript Q1 2014, HCA Earnings Call Transcript 
Q1 2014, Tenet Presentation and Earnings Call Transcript Q1 2014, Colorado Hospital Association 2014 
49 Pfuntner A et al., Costs for Hospital Stays in the United States, 2010.  HCUP Statistical Brief #146, Agency for 
Healthcare Research and Quality, January 2013.  Available at http://www.hcup-
us.ahrq.gov/reports/statbriefs/sb146.pdf 
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CHA=Colorado Hospital Association; HCA=Hospital Corporation of America.   
 
Growth has continued in the second quarter.  Comparing Q2 2013 and Q2 2014, it appears that 
hospitals in states that expanded Medicaid experienced further relative increases in their volumes 
of Medicaid admissions that ranged between 17 percent and 32 percent, with again no evidence 
of increases among hospitals in non-expansion states (Figure 7).50  These large percent increases 
in the volumes of Medicaid admissions are most likely the result of a shift in admissions of 
uninsured patients to admissions of patients covered by Medicaid, although some of the increase 
in Medicaid admissions could be the result of pent-up demand among the formerly uninsured. 
  
  

                                                 
50 Community Health Systems Presentation and Earnings Call Transcript Q1 2014, HCA Earnings Call Transcript 
Q1 2014, Tenet Presentation and Earnings Call Transcript Q1 2014 
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 HCA=Hospital Corporation of America.   
 
Evidence suggests that Medicaid admissions are increasing outside these health systems as well, 
and that the expansions are in both urban and rural areas.  For example, in Kentucky, 46 percent 
of urban hospitals and 36 percent of rural hospitals are receiving more in Medicaid 
reimbursements than they did a year ago, according to the state’s Cabinet for Health and Family 
Services, which administers Kentucky Medicaid.51 
 
Changes in UCC and Bad Debt Costs 

Very little direct evidence on changes in UCC and bad debt costs as a result of insurance 
expansion is available to date, as bad debt is not always split out in the surveys and earnings 
reports, and formal 2013 Cost Report filings (which do require separate reporting of bad debt) 
are not yet available.  However, two of the large hospital groups – Community Health Systems 
and Tenet – did report on their changes in bad debt in the first two quarters of 2014.  When 
comparing Q1 2013 and Q1 2014, bad debt was higher in 2014 in these two hospital groups, with 
the increase ranging from 4 to 10 percent.  In contrast, these groups experienced large declines in 
bad debt when comparing Q2 2013 and Q2 2014 that range from 5 to 19 percent (Figure 8). 

 
 

 

                                                 
51 Kentucky Cabinet for Health and Family Services,  Preliminary Data Regarding Medicaid Expansion, 
Enrollment, and Reimbursement in Kentucky. July 14, 2014.  Available at http://www.new-
kyha.com/Portals/5/NewsDocs/MedicaidExpansionReport.pdf. 
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Additionally, reports from the Arizona Hospital and Healthcare Association52 suggest a 31 
percent drop in total UCC costs between Q1 2013 and Q1 2014, though again this is not split out 
into charity care versus bad debt. Similarly, Colorado’s urban hospitals reported providing $3.6 
million less in UCC in Q1 2014 than in Q1 2013, while its rural hospitals also experienced a 
drop in UCC during Q1 2014.53   
 
Finally, though in this brief we focus on hospital uncompensated care, there is also evidence 
from other sources that uncompensated care in the outpatient setting may be decreasing as well.  
A recent report from the Robert Wood Johnson Foundation and athenaResearch suggested that 
the proportion of outpatient visits accounted for by uninsured patients has decreased, particularly 
in Medicaid expansion states, while the proportion accounted for by Medicaid patients has 
increased.54  Further study is necessary to understand the consequences and stability of these 
trends in the outpatient setting. 
 
Summary and Implications 
 
Based on the available data, hospitals in Medicaid expansion states have seen substantial 
declines in their admission volumes of uninsured patients, declines in their volumes of uninsured 
patients visiting the ED, and increases in admissions that are covered by Medicaid.  Hospitals in 
non-expansion states, by contrast, report relatively little change in these volumes. 

                                                 
52 Jim Haynes, Arizona Hospital and Healthcare Association, Memorandum June 13, 2014 
53 Colorado Hospital Association Center for Health Information and Data Analytics, Impact of Medicaid Expansion 
on Hospital Volumes, June 2014.  Available at http://www.cha.com/Documents/Press-Releases/CHA-Medicaid-
Expansion-Study-June-2014.aspx 
54 Sung I and Gray J, ACA View: First Observations Around the Affordable Care Act.  Robert Wood Johnson 
Foundation and athenaResearch, 2014.  See in particular page 8, Figure 8.  Available at 
http://www.athenahealth.com/_doc/pdf/ACAView_Final_Comprehensive_Report.pdf 

10% 

4% 

-5% 

-19% 

-25%

-20%

-15%

-10%

-5%

0%

5%

10%

15%

Community Health Systems Tenet

Figure 8. Percent Change in Bad Debt 

Q1 2013 to Q1 2014 Q2 2013 to Q2 2014



ASPE Issue Brief  Page 17 

 
ASPE Office of Health Policy  September 24, 2014 
 

 
Thus, UCC costs are likely declining among hospitals, particularly among hospitals in Medicaid-
expansion states.  This has important implications for future financial performance in the hospital 
industry, as well as for hospitals’ ability to remain clinically excellent and financially solvent in 
the setting of impending decreases in federal reimbursement for uncompensated care in coming 
years, as well as implications for state and federal governments. 
 
  



ASPE Issue Brief  Page 18 

 
ASPE Office of Health Policy  September 24, 2014 
 

III. Projecting the Change in Total Hospital Uncompensated Care Costs  
 
In this section, we use existing data from Hospital Cost Reports to project how much lower 
hospital UCC costs likely will be in 2014 nationally compared to what they would have been 
without the coverage expansion, based on assumptions about the reduction in uninsured 
individuals and the growth in Medicaid coverage.  It is necessary to project UCC because the 
Cost Reports are submitted to CMS with a substantial lag: though some hospitals have submitted 
reports for 2013, the latest comprehensive set of filings available are for fiscal year 2012.  As a 
result, data reported via Hospital Cost Reports will not be available to directly measure any 
changes in UCC following the 2014 coverage expansion for at least one to two years. 
 
A. Methods 

 
We used data as reported in Hospital Cost Reports for 2011 and 2012 for our analysis.  These 
reports are submitted to CMS annually by all acute-care and critical access hospitals (CAHs).  
Data on UCC are reported in Worksheet S-10 of Form CMS-2552-10, which was first used 
beginning in May 2010.55  We defined UCC as the sum of two reported items: (1) the cost of 
charity care provided to uninsured patients (line 23 column 1); and (2) the cost of non-Medicare 
bad-debt expense (line 29).56     
 
Table 1 reports the sum of UCC over all reporting hospitals as well as its two components 
(charity care and bad debt) for the years 2011 and 2012 for the 25 states plus Washington DC 
that have expanded Medicaid and initiated enrollment as of July 2014, the 2 states that have 
expanded Medicaid and are now initiating enrollment (PA and NH), and the 23 non-expansion 
states (note that PA and NH are listed separately because, though they are expanding Medicaid, 
their enrollment will begin during or after the time period covered in our savings projections; 
CMS similarly separates out these two states on their most recent Medicaid enrollment report).57  
Also note that hospital UCC in expansion states was slightly higher than in non-expansion states 
in 2011 and 2012:   
 

                                                 
55 Please note: the Department has raised concerns regarding the accuracy of the information reported on Worksheet 
S-10, including that it is not yet subject to audit.  These concerns have led the agency not to rely on these data for 
the purposes of making Medicare uncompensated care payments under section 3133 of the Affordable Care Act.  
We use them for the purposes of this analysis acknowledging these limitations. 
56 As outlined in FORM CMS-2552-10, available at http://www.costreportdata.com/instructions/Instr_S100.pdf 
57 Centers for Medicare and Medicaid Services, Medicaid and CHIP: July 2014 Monthly Applications, Eligibility 
Determinations and Enrollment Report.  Available at http://medicaid.gov/AffordableCareAct/Medicaid-Moving-
Forward-2014/Downloads/July-2014-Enrollment-Report.pdf 

http://medicaid.gov/AffordableCareAct/Medicaid-Moving-Forward-2014/Downloads/July-2014-Enrollment-Report.pdf
http://medicaid.gov/AffordableCareAct/Medicaid-Moving-Forward-2014/Downloads/July-2014-Enrollment-Report.pdf
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Table 1: Amounts and Sources of Hospital Uncompensated Care as Reported in CMS 
Hospital Cost Reports, 2011-2012 (billions of current $) 

 Uncompensated 
Care (Total) 

Non-
Medicare 
Bad Debt 

Charity Care 
to Uninsured 

Patients 
2011 

All States 34.1 14.7 19.4 
Medicaid Expansion States  18.2 7.1 11.0 
States Implementing Medicaid 
Expansion after Q2 2014 (NH and PA)* 

0.8 0.5 0.3 

Non-expansion States  15.0 7.0 8.0 
2012 

All States 34.7 15.2 19.5 
Medicaid Expansion States 17.6 6.8 10.8 
States Implementing Medicaid 
Expansion after Q2 2014 (NH and PA)* 

0.9 0.5 0.3 

Non-expansion States  16.3 7.9 8.4 
Source: ASPE calculations from CMS Hospital Cost Reports available publicly from CMS.gov. Figures are summed 
over all reporting hospitals.  Expansion states are defined to include AR, AZ, CA, CO, CT, DE, DC, HI, IL, IA, KY, 
MD, MA, MI, MN, NV, NJ, NM, NY, ND, OH, OR, RI, VT, WA, and WV.  Non-expansion states are defined as all 
other states, with the exception of NH and PA (see next).   

*: Note that NH and PA are implementing the Medicaid expansion, but were not included among actively enrolling 
states for this analysis because enrollment in these states is scheduled to begin either in mid-2014 or at the beginning 
of 2015, and thus coverage gains would not be expected to fully accrue during the time frame included in our 
projection (FY 2014).  These states were therefore excluded from the analyses.   

 
The numbers of individuals who were uninsured and who were covered by Medicaid in each 
state and in each year in 2011 and 2012 were obtained from estimates made by the U.S. Bureau 
of the Census.58  These estimates are based on survey data from the Current Population Survey's 
Annual Social and Economic Supplement.  These numbers were used to model the association 
between numbers of uninsured and Medicaid-covered individuals in each state and the amount of 
UCC provided in 2011 and 2012 (see Appendix B for detailed methodology and model outputs).   
 
We then used this model to project 2014 UCC by using projected numbers of individuals who 
are uninsured and covered by Medicaid at the state-level.  The most recent estimate of the 
reduction in uninsured was published in the New England Journal of Medicine, using ASPE 
analyses based on the Gallup-Healthways WBI poll, and suggests that 10.3 million fewer people 
were uninsured as of June 2014.59  Based on Medicaid enrollment reports,60 we assumed that the 

                                                 
58 United States Census Bureau, online Health Insurance data.  Available at 
http://www.census.gov/hhes/www/hlthins/. 
59 Sommers 2014 
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number of individuals covered by Medicaid would be 7.9 million higher than it otherwise would 
have been as a result of coverage expansion, of which 6.9 million is in expansion states, and 1.0 
million in non-expansion states.  We also estimated that roughly two-thirds of the decline in the 
number of uninsured persons (which is composed of both new enrollment in Medicaid and new 
enrollment in private insurance programs, through the Marketplace or through employers) would 
come from states that expanded Medicaid.   
 
There are limitations to these projections; for example, if consumers cannot pay the cost-sharing 
amounts required under their coverage, it is possible that hospitals will still be left with a degree 
of uncompensated care for these individuals.  The mix of rates and plans offered and selected in 
any given state will impact hospital reimbursement; our models reflect overall patterns.  
Additionally, there is concern that the Cost Report data, because it is self-reported by hospitals, 
may not be of high enough fidelity to use in estimating hospital UCC.  For this reason, Medicare 
has continued to use each hospital’s number of Medicaid days and Medicare Supplemental 
Security Income days as their proxy for uncompensated care rather than the Cost Report 
information.  However, MedPAC and others have recommended that the Cost Report data be 
used because they believe it provides a better estimate of uncompensated care.61  We chose to 
use Cost Report data because it allows us to examine multiple components of uncompensated 
care, but we recognize the limitations inherent in hospital-reported data.   
 
B. Projected Reduction in Uncompensated Care Costs in 2014 as a Result of Increased 

Rates of Medicaid Coverage and Decreased Rates of Uninsurance 
 
Based on the model outlined above, we found that, in 2011-2012, a one-million person increase 
in the number of individuals covered by Medicaid in a state was associated with a $0.292 billion 
decrease in hospital UCC in that state.  Similarly, a one-million person increase in the number of 
uninsured in a state was associated with a $0.344 billion increase in hospital UCC in that state. 
 
Therefore, a 7.9 million person increase in the number of uninsured individuals covered by 
Medicaid and an 10.3 million person decrease in the number of individuals who are uninsured 
overall, as we see in 2014 thus far, should lead to a net $5.7 billion reduction in hospital UCC 
costs in FY 2014 relative to what these costs would have been in the absence of coverage 
expansion, or a 16 percent reduction overall.   
 
Most of this projected reduction ($4.2 billion of the $5.7 billion) is projected to come from 
reductions in charity care, with the remainder coming from reductions in bad debt.  $4.2 billion 
of the reduction in UCC is projected to accrue in Medicaid expansion states, and $1.5 billion in 
Medicaid non-expansion states (Figure 9).   
 

                                                                                                                                                             
60 Centers for Medicare and Medicaid Services, Medicaid and CHIP: July 2014 Monthly Applications, Eligibility 
Determinations and Enrollment Report.  Available at http://medicaid.gov/AffordableCareAct/Medicaid-Moving-
Forward-2014/Downloads/July-2014-Enrollment-Report.pdf 
61 AHA, Uncompensated Care Cost Fact Sheet  and http://www.medpac.gov/documents/comment-letters/medpac-
comment-on-cms's-acute-and-long-term-care-hospitals-proposed-rule.pdf?sfvrsn=0 

http://medicaid.gov/AffordableCareAct/Medicaid-Moving-Forward-2014/Downloads/July-2014-Enrollment-Report.pdf
http://medicaid.gov/AffordableCareAct/Medicaid-Moving-Forward-2014/Downloads/July-2014-Enrollment-Report.pdf
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Reassuringly, this estimated reduction is similar to the reduction that would be obtained by 
multiplying estimates of per capita uncompensated care costs in the literature by the total change 
in insurance coverage.  For example, Coughlin et al.62 estimate that each full-year uninsured 
person incurred $1,005 in implicitly subsidized uninsured costs (the concept of uncompensated 
care most closely comparable to the estimate in this brief) in 2013.  If 60 percent of that care is 
hospital-based, then a 10.3 million person reduction in the uninsured might be expected to lead 
to a 10.3 million * $1,005 * 60 percent, or $6.2 billion reduction in hospital uncompensated care 
costs, very similar to the $5.7 billion estimate arrived at above. 
 
Applying our estimated reductions from the model, and assuming an otherwise stable level of 
anticipated spending in 2014 of $33.2 billion, we calculate that hospital UCC in 2014 under 
insurance expansion would therefore project to around $28 billion overall.  We project that $13 
billion of spending on UCC at hospitals would take place in Medicaid expansion states and $15 
billion in Medicaid non-expansion states (Figure 10).   
 

                                                 
62 Coughlin et al, 2014 
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In sum, we find that insurance expansion under the ACA, via both Medicaid and Marketplace 
insurance expansion, can be anticipated to be associated with a sizeable reduction in hospital 
UCC costs.  Though baseline UCC spending was similar between expansion and non-expansion 
states, projected UCC costs drop significantly more in expansion states under this projection.  
Hospitals in expansion states are projected to save $4.2 billion, which represents about 25 
percent of these states’ baseline spending or 74 percent of the total savings nationally.  Hospitals 
in non-expansion states are projected to save $1.5 billion, representing 9 percent of these states’ 
baseline spending, or 26 percent of the total savings nationally. 
 
 
Summary 
 
Early hospital financial reporting and member surveys from hospital associations indicate that 
payor mix is shifting and uncompensated care is declining through second quarter 2014.  
Volumes of uninsured/self-pay admissions and ED visits (which are major drivers of 
uncompensated care) have fallen substantially, but particularly in Medicaid expansion states.  
Overall volumes of admissions from patients covered by Medicaid have increased, but 
predominantly in Medicaid expansion states.  Projections suggest that UCC costs will be 
substantially lower in 2014 as a result of coverage expansion than they otherwise would have 
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been: projections estimate a $5.7 billion reduction in hospital UCC costs in 2014 (16 percent of 
baseline uncompensated care spending).  In Medicaid expansion states, hospitals are projected to 
experience reductions of $4.2 billion, representing 25 percent of these states’ baseline spending 
or 74 percent of the total savings nationally.  In Medicaid non-expansion states, hospitals are 
projected to experience reductions of $1.5 billion, representing 9 percent of these states’ baseline 
spending, or 26 percent of the total savings nationally. This has important implications for 
hospitals’ future financial performance as public and private insurance continue to expand and as 
levels of federal reimbursement for UCC are reduced through cuts in DSH payments. 
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APPENDICES: 

Appendix A: Individuals Uninsured and Covered by Medicaid, by Year (all ages, millions of individuals) 

  Uninsured Medicaid 

  All States Non-Expansion 
States Expansion States All States Non-Expansion 

States Expansion States 

Year Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent 

1999 37,702 14% 19,230 13% 18,471 14% 27,353 10% 13,389 9% 13,964 11% 

2000 36,586 13% 18,880 13% 17,706 13% 28,062 10% 13,721 9% 14,341 11% 

2001 38,023 13% 19,936 13% 18,087 14% 30,166 11% 15,260 10% 14,906 11% 

2002 39,776 14% 21,264 14% 18,512 14% 31,934 11% 16,054 11% 15,880 12% 

2003 41,949 15% 22,229 15% 19,719 14% 34,326 12% 17,406 11% 16,920 12% 

2004 41,752 14% 22,707 15% 19,045 14% 38,055 13% 19,170 12% 18,885 14% 

2005 43,035 15% 23,354 15% 19,681 14% 38,191 13% 19,514 13% 18,677 14% 

2006 45,214 15% 24,587 16% 20,627 15% 38,370 13% 19,061 12% 19,309 14% 

2007 44,088 15% 24,691 16% 19,397 14% 39,685 13% 19,639 12% 20,046 14% 

2008 44,780 15% 24,684 15% 20,097 14% 42,831 14% 21,455 13% 21,376 15% 

2009 48,985 16% 27,503 17% 21,482 15% 47,847 16% 23,702 15% 24,145 17% 

2010 49,951 16% 27,816 17% 22,134 15% 48,533 16% 24,300 15% 24,233 17% 

2011 48,613 16% 27,172 16% 21,442 15% 50,835 16% 25,438 15% 25,397 18% 

2012 47,951 15% 27,474 17% 20,476 14% 50,903 16% 25,012 15% 25,891 18% 

Source: U.S. Census Bureau
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Appendix B:  Projected Effects of Increased Medicaid Coverage and Decreases in 
Uninsurance on Hospital Uncompensated Care: Detailed Methods 
 
APSE conducted a statistical analysis to assess, at the state level, the association between the 
amount of uncompensated care (UCC) provided by hospitals in a state in a year and the number 
of individuals covered by Medicaid and the number of individuals who are uninsured.  It then 
used the results of this analysis along with state-level projections of the numbers of uninsured 
and Medicaid-covered individuals to project how much lower UCC would be.  

Hospital UCC in 2011 and 2012 was calculated from Hospital Cost Reports, as described in the 
main body of this report.  These data were then aggregated to the state level in each year for use 
in the state-level analysis. 

The numbers of individuals who were uninsured and who were covered by Medicaid in each 
state and in each year were obtained from estimates made by the U.S. Bureau of the Census.63  
These estimates are based on survey data from the Current Population Survey.  

To assess the association between UCC and the numbers of uninsured and Medicaid-covered 
individuals, we used the following panel-data model: 

 

where: 

UCCs,t is the dollar amount of UCC provided by hospitals in state s and in year t (in 
billions of current dollars); 

Medicaids,t is the number of individuals covered by the Medicaid program in state s and 
in year t (in millions); 

Uninsureds,t is the number of individuals who were uninsured for the entire year in state s 
and in year t (in millions); 

 ϕs is a set of state fixed effects; and 

 θt is a set of year fixed effects. 

The use of panel data and the inclusion of a set of state and year fixed effects is preferred over a 
simpler model assessing the cross-sectional association between UCC, Medicaid, and Uninsured 
because the latter model is more likely to be affected by omitted variable bias.  

The results of this statistical model are reported in the Table below.  The results indicate that a 
one-million increase in the number of people uninsured in a state is associated with a $0.344 
billion increase in hospital UCC in that state. Similarly, a one-million increase in the number of 

                                                 
63 United States Census Bureau, online Health Insurance data.  Available at 
http://www.census.gov/hhes/www/hlthins/ 
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people covered by Medicaid in a state is associated with a $0.292 billion decrease in hospital 
UCC in that state.  

Appendix B Table: The Association Between Hospital Uncompensated Care and the 
Numbers of Uninsured and Medicaid-Covered Individuals, 2011-2012 

 Uncompensated 
Care (Total) 

Bad Debt  Charity Care 

Uninsured 0.344*** 0.128** 0.216*** 

 (0.0837) (0.0537) (0.0699) 

Medicaid -0.292** -0.0249 -0.267* 

 (0.138) (0.0744) (0.136) 

Observations 102 102 102 

R-squared 0.998 0.993 0.999 

Robust standard errors are reported in parentheses. 

*** p-value<0.01; ** p-value<0.05; * p-value<0.10. 

Source: ASPE calculations from CMS Hospital Cost Reports and U.S. Census Bureau data available publicly from 
CMS.gov and from Census.gov.  
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The Economic and Employment Costs of Not Expanding  
Medicaid in North Carolina:  

A County-Level Analysis 
 

Executive Summary 

Like many states, North Carolina has been considering whether to expand Medicaid eligibility 
and, if so, whether to customize an expansion by seeking a federal Section 1115 waiver.  North 
Carolina’s Medicaid program currently does not cover parents whose incomes are greater than 50 

percent of the federal poverty level (about $10,000 for a family of three) and adults without 
children who are not elderly or disabled have no coverage at all.  The state’s Medicaid eligibility 

levels rank in the bottom quartile of the states.  Almost one-fifth (18.1 percent) of North 
Carolinians below 65 are uninsured, exceeding the national average.     

Because North Carolina declined to expand Medicaid in 2014, when this first became possible, the 
state is already experiencing negative consequences. Since it is unlikely that a Medicaid expansion 
would be implemented in 2015, the problems will continue to mount.   

 North Carolina lost $2.7 billion in federal funding in 2014 and is losing $3.3 billion in 
2015, compared to the amounts it would have earned had it expanded Medicaid in 2014.  
 

 As a result, more than 23,000 fewer jobs are being created statewide in 2014 and 29,000 
fewer in 2015.  For example, 2,500 fewer jobs are being created in Wake County in 2014.   
 

 The state’s total economy is about $1.7 billion smaller in 2014 than if Medicaid had 
expanded, causing the state to lose almost $100 million in potential state tax revenue.  
Counties also lost ground.  For example, Mecklenburg County’s gross county product is 
$236 million smaller in 2014 and the county lost more than $2 million in county revenue 
because Medicaid was not expanded.   

In the coming year, North Carolina has the opportunity to revisit this issue, which could permit 
implementation of a Medicaid expansion by 2016.  Such an expansion could enable more than 
300,000 low-income adults to gain coverage in 2016 and almost half a million by 2017.  Deciding 
not to expand Medicaid by 2016 would prolong the harmful consequences for years.   

 If North Carolina still declines to expand Medicaid, the state would lose an estimated $21 
billion in federal funding between 2016 and 2020, compared to levels earned if an 
expansion began in 2016.   
 

 As a result, 43,000 fewer jobs would be created by 2020 statewide.  About half of the jobs 
affected would be in the health care sector. North Carolina hospitals, many of which are 
already struggling, could face more serious problems.  But the other half of jobs that could 
be lost are spread across many sectors, including construction, retail and wholesale, 
professional/scientific/technical and food and beverage.  While Medicaid expansion would 
directly benefit the health care sector, the economic benefits ripple out when health care 
providers purchase additional goods and services and as health care workers use new 
income to pay their mortgages, buy groceries, pay taxes and so on. 
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 Expanding Medicaid could trigger a substantial reduction in unemployment in North 
Carolina.  North Carolina’s current unemployment rate exceeds the national average rate 

of unemployment.   
 

 Over the five-year 2016 to 2020 period, the potential state gross product would be $14 
billion less and total business activity will be $21 billion lower if North Carolina declines 
expansion. Non-expansion will derail substantial economic gains that could otherwise 
boost the state economy. 
 

 A Medicaid expansion that triggers additional economic growth in North Carolina would 
increase state and county tax revenues, without changing tax rates.  In comparison, if 
Medicaid is not expanded, about $860 million in potential state revenue would be lost as 
well as $161 million in county tax revenue from 2016 to 2020, for a combined loss in 
excess of $1 billion.  These revenues will not be available to help support other services, 
such as education or public safety. 
 

 At county levels, if Medicaid is not expanded by 2016, Mecklenburg and Wake Counties 
would create about 4,500 fewer jobs each by 2020, Guilford County would have about 
3,000 fewer jobs, and there would be 1,500 fewer jobs in Buncombe County and 600 fewer 
jobs in Pitt County.   
 

 Rural and urban counties share equally in the losses if Medicaid is not expanded.  For 
example, both rural and urban counties would have about 0.7 percent fewer jobs in 2020 if 
Medicaid is not expanded.  All parts of North Carolina would experience losses.   
 

 Mecklenburg County’s total economy (gross county product) from 2016 to 2020 would be 
almost $1 billion lower.  Other North Carolina counties would also experience reduced 
economic growth, compared to levels if a Medicaid expansion was approved. 
 

Expanding Medicaid by 2016 would empower North Carolina to collect more than $21 billion in 
federal funds over five years, although the state would have to cover about $1.7 billion in additional 
state Medicaid costs.  The increase in state costs could be fully offset, however, by gains in state 
tax revenues generated by economic expansion and by potential savings in other health costs, such 
as uncompensated hospital costs and community mental health costs, since large numbers of 
uninsured patients would instead be covered by Medicaid. Gains in Medicaid revenue and 
reductions in uncompensated care triggered by a Medicaid expansion would help hospitals that 
have struggled due to Medicare and Medicaid payment reductions. The net state savings, including 
new costs, new revenues and potential offsetting health savings, would equal $198 million in 2016 
and about $318 million over the five year period 2016 to 2020.  If the state is able to reduce the 
growth of Medicaid health care costs over the next several years, state savings could be even 
higher.     

Medicaid expansion could be an important engine for economic growth and job creation across 
the breadth of North Carolina.  Expanding coverage for half a million North Carolinians will enable 
them to get timely, affordable health care, including preventive and primary care that can help 
keep them healthy, as well as meet their needs when they are ill or injured. 
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Introduction 

Recent Census data reveal that in 2013 almost one in five (18.1 percent) North Carolinians under 
65 years old lacked health insurance coverage, exceeding the national average (16.7 percent 
uninsured).1  Under the federal Patient Protection and Affordable Care Act (ACA), states have the 
option to expand their Medicaid programs to provide health insurance coverage for low-income 
adults with incomes up to 138 percent of the federal poverty line (133 percent plus a 5 percent 
standard deduction, or about $28,600 for a family of three).2                                        

As of November 2014, 27 states and the District of Columbia chose to expand Medicaid.  Some 
states have directly expanded Medicaid eligibility, while others negotiated with the federal 
government for Section 1115 waivers to shape their state Medicaid expansions in a more 
customized fashion.  Four states are expanding coverage under waivers (Arkansas, Iowa, Michigan 
and Pennsylvania); at least two more states have applied for waivers (Indiana and Utah) and plan 
to expand if the waivers are approved.  Other states are still considering expansions under waivers.  
The Arkansas, Iowa and Pennsylvania waivers let the states offer premium assistance subsidies so 
that Medicaid-eligible adults can purchase Qualified Health Plans under their health insurance 
marketplaces. 

In order to make Medicaid expansions more affordable for states, the federal government is 
covering 100 percent of the costs of Medicaid eligibility expansions between the years 2014 and 
2016.  In 2017, the federal matching level will be reduced to 95 percent and the state must finance 
5 percent of the costs.  The federal matching rate then gradually declines to 90 percent in 2020 and 
the years following.  Even so, these Medicaid expansion matching rates are substantially higher 
than the regular Medicaid federal matching rate, which is 65.88 percent for North Carolina in 2015.  
The federal government is covering almost all the costs of Medicaid expansion, with the net result 
that billions of additional federal dollars flow into states that expand Medicaid.  Moreover, the 
nonpartisan Congressional Budget Office has consistently determined that implementation of the 
ACA reduces the federal budget deficit and repeal of the Act would increase the federal deficit.3   

Some critics have questioned whether the federal government will sustain the enhanced federal 
matching payments for Medicaid expansion.  Over Medicaid’s half century history, during which 
Medicaid has almost consistently grown, federal Medicaid matching rates have been modified only 
three times and in each case on a temporary basis: two times to increase federal matching rates 
during recessions to provide state fiscal relief (2003-4 and 2008-11) and only once to temporarily 
lower federal matching rates (1982-84) as part of major deficit reduction package during a severe 
recession.  Even those reductions were relatively small and could be rolled back for states that had 
high unemployment rates or took steps to control Medicaid costs. Given that a majority of states 
are expanding Medicaid, it is hard to envision how Congress could lower the enhanced Medicaid 
matching rates at a time when the economy is improving and the federal budget deficit is shrinking.     

This report offers a nonpartisan economic analysis of the effects of decisions on whether to expand 
North Carolina’s Medicaid program.  Earlier reports by the North Carolina Institute of Medicine4 
and the Urban Institute5 have examined the budgetary, economic and/or employment effects of 
Medicaid expansion in North Carolina.  This report builds upon earlier efforts by providing 
updated information and providing estimates of the effects in each of North Carolina’s 100 

counties.  While the decision to expand Medicaid or not is made in the state capital, the effects are 
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felt across the state, from the Blue Ridge Mountains to the Coastal Plains.  This report sheds light 
on:                                                                                                

 The level of additional federal funds that North Carolina has lost because it did not expand 
Medicaid in 2014 and the amount that North Carolina could lose if it does not expand 
Medicaid by 2016. 

 The loss in North Carolina’s overall economy (that is, the gross state product) as well as 
business activity,  

 The loss in jobs created, 
 The loss of state and county tax revenues, 
 Other state or county costs, such as burdens of uncompensated care or mental health 

service costs that are incurred because Medicaid is not expanded. 

The county-level effects depend on the economic and health care characteristics in each area.  For 
example, the number of additional people enrolled in Medicaid and the economic impact is 
affected by how many uninsured low-income adults reside in each county.  The estimates in this 
report are based on a widely respected economic model.  A variety of factors could alter the actual 
outcomes, including future changes in Medicaid policies or state or local economic conditions.  
The main body of this report focuses on state-level and selected county-level estimates, while 
tables in the Appendix provide estimates for every North Carolina county.   

Initial Evidence from Other States 

Although the ACA insurance expansions only began in 2014, evidence is already accumulating 
that Medicaid expansions are decreasing the number of uninsured residents.  Data from the Centers 
for Medicare and Medicaid Services indicate that between July-September 2013 and July 2014, 
7.9 million more people enrolled in Medicaid nationwide, including 6.9 million in expanding states 
(19 percent increase) and 1.0 million in non-expanding states (5 percent increase).6   

Data from a recent Gallup survey indicated that, nationwide, the percent of adults 19 to 64 who 
were uninsured fell from 20 percent in 2012-13 to 15 percent by mid-year 2014.7  States that 
expanded Medicaid had greater reductions in the percent uninsured than states that did not expand 
Medicaid.  The two states with the largest reductions were southern states: Arkansas, which 
expanded Medicaid using a waiver, and Kentucky, which had a regular Medicaid expansion.8  
Other surveys, conducted by the Centers for Disease Control, the Urban Institute and the 
Commonwealth Fund, have reached similar conclusions about the effects of the ACA and of 
Medicaid expansions.9  Changes in overall insurance coverage are also affected by other ACA 
policies, such as the creation of health insurance marketplaces and related federal tax credits to 
make insurance purchases more affordable, as well as by other economic changes.   

Early studies have also identified other effects related to Medicaid expansions.  A recent federal 
report examined the potential effect of the ACA and of Medicaid expansions on uncompensated 
hospital costs, such as the cost of charity care for the uninsured, and estimated that uncompensated 
care costs would fall much more in Medicaid expansion states in 2014 than in non-expanding 
states.10 The reductions are partly attributable to implementation of health insurance marketplaces, 
which were introduced in all states, but the Medicaid expansions have a larger effect since they 
are focused on low-income patients more likely to receive uncompensated and charity care.  The 
Colorado Hospital Association examined early hospital financial data from 25 states and found 
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that as the volume of Medicaid business grew in Medicaid-expanding states in 2014, the volume 
of charity care costs and self-pay charges fell.  Like the federal study, they found reductions were 
much larger in Medicaid expanding states.11  A study of Massachusetts’ health reform found that 

uncompensated care fell about a third after their insurance expansions.12 The Missouri Department 
of Economic Development analyzed changes in ten states between the first five months of 2013 
and of 2014 and found that employment in the health and social assistance category grew twice as 
fast in Medicaid expanding states as in non-expanding states.13 

Research has also demonstrated that Medicaid expansions improve health access and can lead to 
lower death rates.  A randomized experiment in Oregon found that Medicaid expansions 
strengthened access to care and improved use of preventive services like breast and cervical cancer 
screening and cholesterol monitoring.14  Even more significant, research has found that death rates 
have fallen in states that expanded Medicaid.15  When low-income people are uninsured, they often 
delay or skip getting necessary medical care or medications because of the costs. Expanding 
insurance coverage makes care more affordable and increases access to timely care.  This bolsters 
access to preventive and primary health care and medications that can keep people healthy, so they 
are less likely to visit emergency rooms or be hospitalized for preventable medical conditions.  
Equally important, Medicaid assures access to acute medical care when people are injured or 
experience serious illnesses. 

North Carolina’s Medicaid Program 

North Carolina currently provides Medicaid coverage to parents with family incomes up to 50 
percent of the federal poverty line, but does not cover non-elderly, non-disabled adults without 
dependent children, regardless of their incomes.16  This places North Carolina in the lowest quartile 
of states in terms of Medicaid eligibility, below neighboring states of Virginia, South Carolina and 
Tennessee, although above states like Mississippi, Alabama or Texas.   

Since North Carolina is not expanding Medicaid, it earns a federal match rate of 65.88 percent in 
federal fiscal year 2015 and the state pays 34.12 percent of medical costs in Medicaid.  If it had 
expanded Medicaid in 2014, the federal matching rate would have been 100 percent for parents 
with incomes above 50 percent of poverty and for all childless adults and North Carolina would 
retain that rate until 2016.  If the state opts to expand Medicaid by 2016, it will still earn the 100 
percent matching rate, but only for that year and the rate will decline to 95 percent in 2017 and 
then to 90 percent by 2020 and subsequent years.  (Currently, counties in North Carolina do not 
contribute for medical benefit costs in Medicaid. In earlier years, counties paid a portion of state 
Medicaid benefit costs, but this ended in 2009.  Counties share Medicaid administrative costs, but 
they are far smaller. In FY 2012, combined state and county administrative costs were less than 2 
percent of state medical benefit costs.)   

While North Carolina has not expanded Medicaid, there has nonetheless been some growth in 
Medicaid enrollment. Data from the North Carolina Division of Medical Assistance indicates that 
Medicaid enrollment grew by 26,579 between July 2013 and June 2014.17  A recent report indicates 
that there will be further growth as the state begins to clear a backlog in Medicaid eligibility 
determinations.18  The Medicaid growth that already occurred was among those who were already 
eligible under existing eligibility rules, earning the regular match rate.  If North Carolina had 
expanded eligibility, then the number of new enrollees would have been much larger and the 
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federal government would have paid for 100 percent of the medical costs for those enrolled under 
the new eligibility criteria from 2014 to 2016. 

It is likely that much of Medicaid growth that already occurred in 2014 was related to the 
implementation of North Carolina’s health insurance marketplace and the related outreach and 
enrollment efforts; those applying for coverage through the marketplace may be determined 
Medicaid eligible if they do not qualify for the marketplace or federal tax credits.  As of March 
31, 2014, 358,000 people had enrolled in North Carolina’s marketplace and selected a health 
insurance plan.19  Because North Carolina did not expand Medicaid, federal tax credits are only 
available to those with incomes between 100 and 400 percent of the poverty line.  If, however, 
North Carolina had expanded Medicaid, then tax credits would only be available to those with 
incomes over the Medicaid income limit.  (This analysis accounts for that shift.) 

Like many other states, North Carolina is considering delivery system changes to reform its 
Medicaid program.  A joint subcommittee of the North Carolina General Assembly recently issued 
Medicaid reform recommendations, including the use of accountable care and shared financial 
risk, to restrain Medicaid cost growth.20  Governor McCrory’s administration had offered similar 
proposals for Medicaid reform.21  Such changes could be combined with Medicaid expansions; 
they are not mutually exclusive.  For example, Colorado, New Jersey and Oregon have all 
expanded Medicaid and adopted accountable care systems and related delivery system reforms for 
Medicaid.22  Also, using federal waivers, some states are using or proposed alternative ways to 
expand Medicaid, including the use of health insurance marketplaces. 

The underlying purpose of this report is to illustrate how declining to expand Medicaid has broad 
economic and employment consequences for North Carolina’s counties.  While Medicaid 
expansion policies first affect the health sector of the state, they have broader economic and 
employment repercussions, in addition to effects on the state budget.   

Since most of the cost of a Medicaid expansion would be borne by the federal government, 
expansion would result in billions of dollars in additional federal funding flowing into North 
Carolina.  These funds will initially be paid to health care providers, such as hospitals, clinics or 
pharmacies, as health care payments for Medicaid services.  That represents the initial flow of 
funds.  Next, the health care providers distribute these funds as salaries to health care staff, 
payments for goods and services (such as the costs of rent, equipment, medicine or medical 
supplies), and as state and local tax payments.  This represents the secondary flow of funds.  
Finally, these funds would flow into the broader state economy as workers and businesses use their 
income to pay for general goods and services, such as to pay their mortgages or rent, utility bills, 
food bills, transportation and educational services. In turn, the real estate, grocery and other firms 
distribute these funds as salaries to their employees and buy other goods and services, as well as 
paying taxes.  Thus, the Medicaid funds multiply through the broader state economy and the total 
economic impact ends up being larger than the initial amount of Medicaid payments, since the 
money is recycled through many layers of the state economy.  Economists sometimes refer to this 
phenomenon as the “multiplier effect,” although the economic model, developed by Regional 
Economic Models, Inc. (REMI), uses a more sophisticated approach. 
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Key Definitions 

The methodology for this report and the sources of data are described more completely in the 
Appendix on Data Sources and Methods at the end of this report.  Some key definitions for 
measures used in this report are: 

 Employment:  This is the number of jobs that would be added or lost in the county or state 
related to Medicaid expansion, full-time plus part-time.  These include jobs in all sectors, 
including health-related jobs, construction, retail, professional jobs, state or local 
government, etc.   
 

 Business Activity (Output):  Output is equivalent to the sum of all revenue (public and 
private) generated by the Medicaid expansion at the state or county levels.  For example, 
if a retail firm buys a product from a wholesaler for $1,000 and a customer pays $1,500 to 
the retailer for that same product, the increase in business activity is the sum of both levels 
of purchase, or $2,500.  (Business activity, state/county gross product, state and county 
revenues are all based on constant 2014 dollar estimates, which adjust for inflation.   
 

 Gross State (or County) Product:  Gross State Product (GSP) is a subset of output and refers 
to the “value added” by economic activity.  GSP can be thought of as all net new economic 
activity or output minus the goods and serves used as inputs to production.  Effectively, it 
measures only the final stage of a transaction.  In the example above, it would be the $1,500 
paid by the customer to the retailer.   
 

 State Revenue:  This is the value of additional state government tax revenue related to the 
Medicaid expansion.  For example, if there are more purchases, then state sales tax revenue 
rises.  Our analyses assume that state (and county) tax rates remain at current levels. 
 

 County Revenue:  This is the value of additional county/local government revenue related 
to the expansion, separate from state revenues.   

Finally, the report examines state budgetary consequences of not expanding Medicaid, looking at 
state funds spent to pay for additional Medicaid costs, as well as how these are offset by additional 
state revenues and by potential savings in other state health care expenditures, such as costs of 
uncompensated hospital care and mental health-related savings. 

Findings 

Earlier reports, such as those by the Urban Institute, estimated how much states would lose in 
federal matching funds if they do not expand Medicaid.  This analysis probes further to estimate 
broader economic and employment effects of not expanding Medicaid at both state and county 
levels.  The lack of Medicaid expansion not only means that hundreds of thousands of low-income 
North Carolinians will remain uninsured, but also that hospitals, physicians’ offices, clinics, 

pharmacies and other health care providers have less revenue and bear more uncompensated care.  
Thus, without Medicaid expansion health care providers will employ fewer staff and make fewer 
purchases, such as those for medical supplies, information technology, professional services (e.g., 
legal or accounting) and construction.  In turn, workers will purchase fewer goods, such as clothing 
or groceries, and will pay less in rent or mortgages.  Reductions in incomes will also lead to lower 
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state and county tax revenue, which could be used to pay for diverse government services such as 
education or public safety.    

The main body of this report provides estimates of economic and employment effects related to 
not adopting the Medicaid expansion option and the effects for both at the state level and for five 
selected North Carolina counties (Buncombe, Guilford, Mecklenburg, Pitt and Wake Counties). 
(The largest cities in these counties are Asheville, Greensboro, Charlotte, Greenville, and Raleigh, 
respectively.) These counties were selected because they are larger counties representing different 
areas of the state.  The Appendix Tables present results for each of North Carolina’s 100 counties. 

Two scenarios are examined:  

(1) What are the consequences of North Carolina’s decision to not expand Medicaid in 
2014, when it could first be implemented?  Effects are already being felt in 2014 and will 
continue in 2015.   

(2)  What are the consequences if North Carolina does not expand Medicaid by 2016?  The 
next legislative session will occur in early 2015, so an expansion by 2016 could be adopted, 
on a delayed schedule.   

Consequences of Not Expanding Medicaid in 2014   

Since Medicaid was not expanded in 2014, North Carolina is already experiencing economic 
repercussions.  Tables 1 and 2 summarize estimates of amounts lost because North Carolina did 
not expand Medicaid in 2014.  Implementation of a Medicaid expansion in 2014 is no longer 
possible and, since the North Carolina General Assembly will not meet until January 2015, it seems 
unlikely that an expansion could begin in 2015.  The table presents changes in employment, output, 
state/county gross products and state/county revenues in 2014 and 2015, compared to what would 
have happened had North Carolina implemented Medicaid expansion in 2014.   (There could be 
continuing losses in the years 2016 to 2020 if the state still does not expand Medicaid later.)  Under 
existing law, the federal government would have paid 100 percent of the medical costs of newly 
eligible Medicaid enrollees in 2014 to 2016 and 95 percent in 2017.  This analysis assumes that 
the full impact of Medicaid expansion is felt in three years. 

As seen in Table 1, because North Carolina did not expand Medicaid in 2014, the state has lost an 
estimated $2.7 billion in federal funds in 2014 and will lose another $3.2 billion in 2015, compared 
to a scenario in which Medicaid was expanded in 2014.  The level rises under the assumption that 
expansions take time to fully ramp up, as experienced in prior Medicaid expansions and as 
expected by other analysts such as the Congressional Budget Office. 

Because North Carolina has not gained these additional federal funds, about 23,000 jobs were not 
created in 2014 and 29,000 jobs in 2015. (Note: the job levels are the difference in levels estimated 
with and without Medicaid expansion in each year.  They are not cumulative.  The number of jobs 
lost in 2015 is 6,000 more than the number in 2014.)  North Carolina’s seasonally adjusted 
unemployment rate in August 2014 was 6.8 percent, above the national average of 6.1 percent.23  
About 315,000 North Carolinians were unemployed in August 2014; the number of unemployed 
could have been much smaller if Medicaid had been expanded, so the August unemployment rate 
might have been closer to 6.3 percent if there was a Medicaid expansion. As the national economy 
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picked up over the past year, North Carolina’s unemployment rate has been falling, but 
employment gains could have been even stronger. 

Statewide, North Carolina’s gross state product was lower by an estimated $1.7 billion in 2014 
and $2.1 billion in 2015 than it would have been with Medicaid expansion.  Expressed in terms of 
potential business activity, North Carolina lost $2.6 billion in 2014 and is losing $3.3 billion in 
2015. (Note: all financial estimates are in constant 2014 dollars, adjusted for inflation.)  Given this 
reduction in the state’s economy, state and county tax revenues are also lower than under a 
Medicaid expansion.   

Because Medicaid expansion fuels economic and employment growth, it would generate greater 
state and county revenues, without assuming any changes in current tax rates.  Although many 
health care facilities (particularly hospitals) are nonprofit and do not directly pay taxes, they 
purchase goods from other businesses that pay taxes and employ staff who also pay taxes, 
including sales and property taxes.  In 2014, total state revenue was lower by $99 million and is 
expected to be $129 million lower in 2015 because Medicaid was not expanded in 2014, compared 
to a scenario in which an expansion was adopted.  Statewide, county tax revenues are $17 million 
lower in 2014 and $23 million lower in 2015.  These losses will continue to mount if Medicaid is 
not expanded. 

Table 2 illustrates some of these data for five counties and the rest of the state.  (Appendix Table 
A-1 includes estimates for every county).  For example, because Medicaid was not expanded from 
the beginning of 2014:  

 There are about 1,700 fewer jobs in Guilford County in 2014 than there would have been 
if Medicaid had expanded. 

 Gross county product (total value of the county economy) is $236 million lower in 
Mecklenburg County than with Medicaid expansion. 

 Buncombe County has $92 million less in business activity in 2014, compared to levels 
with Medicaid expansion. 

 Wake County is losing $2.7 million in potential county tax revenues.  

Table 1.  State-level Losses in Federal Funding, Employment, Economic Activity and

Tax Revenue Because North Carolina Did Not Expand Medicaid in 2014 (Compared to

Levels If Medicaid Had Been Expanded).

Category 2014 2015

Federal Funding Lost (mil $) $2,730 $3,292

Total Jobs Not Created 23,518 29,113

State Gross Product Lost (mil $) $1,692 $2,116

Business Activity Lost (mil $) $2,684 $3,340

State Tax Revenue Lost (mil $) $99 $129

County Tax Revenue Lost (mil $) $17 $23

All dollars are in constant 2014 dollars
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Because Medicaid was not expanded in 2014, North Carolina has already lost billions in federal 
funding, which has led to lower employment, less economic activity and lower tax revenues across 
the state, than if Medicaid was expanded in 2014.   

What Would Be the Effects of Not Expanding Medicaid Beginning in 2016?   

Medicaid expansion could be approved in the next legislative session in early 2015.  An expansion 
could be approved and begin in 2016.  This report assumes that the Medicaid expansion begins in 
2016 and enrollment continues to grow in 2017. About 319,000 more adults would enroll in 
Medicaid in 2016 and about 159,000 more in 2017, for a total of 478,000.  After that period, 
enrollment would stabilize, rising or falling slightly depending on economic conditions. The 100 
percent federal matching rate only applies in 2016, however, and would decline to 95 percent in 

Table 2.  Examples of Economic and Employment Losses in Selected North Carolina Counties

Because Medicaid Was Not Expanded in 2014 (Compared to Levels If Medicaid Expanded)

County Category 2014 2015

Total Jobs Not Created 807 1,004

Gross County Product Lost (mil $) $60 $75

County Business Activity Lost (mil $) $92 $115

County Tax Revenue Lost (thou $) $575 $775

Total Jobs Not Created 1,762 2,156

Gross County Product Lost (mil $) $156 $193

County Business Activity Lost (mil $) $252 $310

County Tax Revenue Lost (thou $) $1,255 $1,665

Total Jobs Not Created 2,592 3,155

Gross County Product Lost (mil $) $236 $294

County Business Activity Lost (mil $) $372 $461

County Tax Revenue Lost (thou $) $2,262 $2,905

Total Jobs Not Created 322 401

Gross County Product Lost (mil $) $25 $31

County Business Activity Lost (mil $) $40 $50

County Tax Revenue Lost (thou $) $272 $378

Total Jobs Not Created 2,508 3,199

Gross County Product Lost (mil $) $232 $302

County Business Activity Lost (mil $) $364 $469

County Tax Revenue Lost (thou $) $2,677 $3,636

Total Jobs Not Created 15,527 19,199

Gross County Product Lost (mil $) $983 $1,221

County Business Activity Lost (mil $) $1,564 $1,935

County Tax Revenue Lost (thou $) $10,100 $13,686

All dollars are in constant 2014 dollars.   County tax revenues are in thousands of dollars.  For

example, the level of "$1,255 thousand" in Guilford County is the same as "$1.255 million".

Buncombe

Guilford

Mecklenburg

Wake

All other 

counties

Pitt
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2017.  Analyses estimate the effects of not expanding Medicaid, compared to adopting an 
expansion in 2016: 

 If North Carolina does not expand Medicaid by 2016, it will lose an estimated $2.7 billion 
in federal revenue in 2016 and $4.1 billion in 2017, compared to the amounts gained with 
an expansion (Table 3).  These levels would continue to rise and reach $5.0 billion in lost 
federal funding by 2020.  In total, North Carolina would lose $21 billion in federal funds 
from 2016 to 2020. 
 

 Not expanding Medicaid by 2016 would cost the state more than 22,000 jobs in 2016 and 
36,000 in 2017.  By 2020, 43,000 fewer jobs would have been created.  (Estimates of job 
not created are the number of jobs lost in each year compared to the number that would 
exist had Medicaid been expanded.  The job losses are not cumulative, so they are not 
summed over the 2016 to 2020 period.)  Medicaid expansion could substantially reduce 
unemployment in North Carolina, which is currently above the national average. 
 

 North Carolina’s gross state product would be $1.6 billion lower in 2016 and $2.7 billion 

less in 2017 than it would have been had Medicaid been expanded.  Between 2016 and 
2020, the state’s cumulative gross product would be $13.7 billion lower. 
 

 Total business activity would be $2.6 billion less in 2016 and $4.2 billion lower in 2017.  
Over the total 2016 to 2020 period, the amount of potential business activity lost would 
exceed $21 billion. 
 

 State revenues would be $94 million lower in 2016 and about $161 million lower in 2017 
because of reduced economic activity in North Carolina.  Cumulative state revenues would 
be $862 million lower over the 2016-2020 period.   
 

 County tax revenues would be $16 million lower statewide in 2016 and $28 million lower 
in 2017.  From 2016 to 2020, cumulative county tax revenues would be reduced by $161 
million, compared to amounts collected if Medicaid is expanded in 2016. 

Table 3.  State-level Losses in Federal Funding, Employment, Economic Activity and Tax

Revenue If North Carolina Does Not Expand Medicaid by 2016 (Compared to Levels If Medicaid

Is Expanded).

Category 2016 2017 2018 2019 2020 2016-20

Federal Funding Lost (mil $) $2,677 $4,131 $4,418 $4,725 $5,054 $21,005

Total Jobs Not Created 22,170 36,245 38,965 40,886 43,314 n/a

State Gross Product Lost (mil $) $1,622 $2,688 $2,930 $3,114 $3,335 $13,689

Business Activity Lost (mil $) $2,553 $4,231 $4,610 $4,889 $5,223 $21,507

State Tax Revenue Lost (mil $) $94 $161 $184 $202 $221 $862

County Tax Revenue Lost (mil $) $16 $28 $34 $39 $44 $161

All dollars are in constant 2014 dollars.
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Under the ACA, the federal matching rate for newly eligible enrollees is 100 percent only in 2016, 
then falls to 95 percent in 2017, 94 percent in 2018, 93 percent in 2019 and 90 percent in 2020.  
Because of the decline in federal contributions, growth in the amount of federal funding flowing 
into North Carolina to cover the costs of eligibility expansions slows after 2016 and the amount 
the state contributes must rise.   

Employment and Economic Impacts by County.  Table 4 presents estimates of the losses in five 
North Carolina counties that would result from not expanding Medicaid in 2016 (compared to the 
scenario in which Medicaid expands).  Data for every North Carolina county, including estimated 
growth in Medicaid enrollment, are in Appendix Tables A-2 and A-3.  Examples include the 
following: 

 In Mecklenburg County, not expanding Medicaid leads to 2,400 fewer jobs created in 2016 
and 4,500 fewer in 2020.  Pitt County would have about 300 fewer jobs in 2016 and 600 
less in 2020, compared to the number that would be created if Medicaid expanded. 
 

 County gross product in Guilford County would be $149 million lower in 2016 and the 
cumulative reduction would be $1.2 billion from 2016 to 2020.  
 

 In Buncombe County, the cumulative business activity lost would be $745 million from 
2016 to 2020. 
 

 Wake County’s tax revenue would be reduced by $2.5 million in 2016 and the county 
would lose $25 million over the 2016 to 2020 period. 

Appendix Table A-2 also provides estimates of the number of people who would not gain Medicaid 
coverage in each county in 2016 and 2017.   

Figures 1 and 2 illustrate the overall statewide distribution of employment changes due to 
Medicaid expansion as county-specific maps.  Figure 1 illustrates the number of jobs that would 
not be created in 2020 if Medicaid is not expanded.  Not surprisingly, the counties with the largest 
impact in terms of the number of jobs are North Carolina’s largest counties.   
 

 Durham, Wake, Mecklenburg, Guilford, Forsyth, Buncombe and New Hanover Counties 
would each have more than 1,000 fewer jobs created in 2020 if Medicaid is not expanded.  
Durham County alone would have over 5,000 fewer jobs in the absence of a Medicaid 
expansion. 
 

 But reductions in the number of jobs created would be felt across all counties.  Thirteen 
counties would have 500 to 999 fewer jobs, 42 would have 100 to 499 fewer jobs and the 
remaining 38 counties (generally very small counties) would have 3 to 99 fewer jobs. 

 
Figure 2 illustrates these data as a percentage of the expected total number of jobs in 2020 in each 
county.  That is, this indicates the impact in each county, relative to the pool of total jobs in each 
county.    
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Figure 1.  Map of the Number of Jobs Not Created in Each County by 2020 If Medicaid Is Not Expanded 
(Ratio of Jobs Not Created Due to Medicaid Expansion Over Total Jobs in the County) 

Figure 2.  Map of the Percent of Jobs Not Created in Each County by 2020 If Medicaid Is Not Expanded 
(Ratio of Jobs Not Created Due to Medicaid Expansion Over Total Jobs in the County) 
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 Alleghany County, a small county in the northwestern corner of the state, has the largest 
percentage of jobs affected; about 2 percent fewer jobs would exist in 2020 if Medicaid is 
not expanded.  (Sparta is the county seat of Alleghany County.)   
 

 The other eight counties in which the relative impact is greater or equal to 1 percent of the 
total jobs in the county are: Durham, Jackson, Hertford, Robeson, Franklin, Columbus, 
Alamance and Burke Counties.  As seen in Figure 2, these are broadly distributed across 
the state.   
 

 In addition, 60 counties would have between 0.5 and 0.99 percent fewer jobs created by 
2020 and 31 counties would have between 0.1 and 0.49 percent fewer jobs created.   

 
While the degree of the employment impact varies across the state, it is important to note that the 
absence of a Medicaid expansion leads to fewer jobs being created in every North Carolina county, 
large or small, west or east, north or south.     
 
Effects in Rural and Urban Counties.  While some might suspect that urban counties are the 
main beneficiaries of a Medicaid expansion, in reality the employment effects are similar for rural 
and urban areas. We used criteria for rural counties adopted by the North Carolina Rural Center.24  
Fifteen counties are classified as urban: Alamance, Buncombe, Cabarrus, Catawba, Cumberland, 
Davidson, Durham, Forsyth, Gaston, Guilford, Mecklenburg, New Hanover, Orange, Rowan and 
Wake Counties.  The remaining 85 counties are classified as rural. 
   

 In 2020, about 15,400 fewer jobs would be created in rural counties, equivalent to about 
0.7 percent of the total number of jobs in those areas, if Medicaid is not expanded by 2016. 
 

 About 27,800 jobs would be lost in urban counties, also equivalent to about 0.7 percent of 
the total jobs in urban areas, in the absence of Medicaid expansion. 

A decision to not expand Medicaid depresses employment in both rural and urban areas of the 
state.  While the number of jobs affected is higher in urban counties, this is because more people 
in those counties.  As a percent of total jobs affected, rural and urban counties are similarly 
undercut.   

Employment Effects by Sector.  Since Medicaid is a health insurance program, one might 
imagine that only health care jobs are affected by the decision to expand.  This is not the case.  
While the initial, direct effects are in health care, as funds flow from the health care sector through 
the rest of state and county economies, most employment sectors are affected.  Table 5 summarizes 
the employment effects statewide of not expanding Medicaid beginning in 2016 by industry sector.   

In total, declining Medicaid expansion means that about 22,000 potential jobs would not be created 
in 2016 and even more would be lost in subsequent years.  About half of the jobs lost are in the 
health care sector: there would be almost 10,000 fewer ambulatory health jobs in 2016 and almost 
2,700 fewer hospital jobs.  Many North Carolina hospitals have been struggling in the past year 
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due to changes in Medicare or Medicaid hospital payment policies; their inability to balance these 
losses with increased Medicaid revenue makes it more difficult to support their staff.  The health 
care sector is a key sector of North Carolina’s economy, paying for more than 10% of total wages 

in North Carolina, indicating that it accounts for over 10% of total consumer spending.  But almost 
half of the 22,000 jobs not created would be in other sectors, but they are more broadly distributed, 
such as jobs in the construction, retail and wholesale, real estate, professional/technical/scientific, 
food and beverage, social assistance and state/local sectors. By 2017, potential job losses would 
rise to 36,000 and would continue to climb to 43,000 by 2020. 

What Are the Budgetary Effects of Expanding Medicaid by 2016? 

To state policy officials, a critical issue is the cost or savings related to a major policy change.  
Table 6 examines state-level costs and how they are offset by increased state revenues as well as 
by potentially offsetting health savings if Medicaid is expanded by 2016. 

The first issue is the amount the state must pay for its share of Medicaid costs.  In 2016 these costs 
are very low because the federal government pays 100 percent of the costs for those newly eligible.  
Small initial costs are expected because the Medicaid expansion would attract some more 
applicants who were eligible under prior criteria (and thus are not eligible for the 100 percent 

Table 6.  State-Level Estimates of Direct Costs of Expanding Medicaid in 2016, State Revenues and Potential

Offsetting Health Savings: Net Impact on the State Budget

2016 2017 2018 2019 2020 2016-2020

State Medicaid Match Cost (mil $) $38.7 $302.0 $362.4 $422.8 $604.0 $1,729.8

State Tax Revenues Gained (mil $) -$94.1 -$161.5 -$184.0 -$201.9 -$221.0 -$862.5

Potential State Health Savings

  Uncompensated Hospital (mil $) -$31.2 -$49.7 -$52.9 -$56.3 -$60.0 -$250.1

  State Inpatient Psychiatric  (mil $) -$9.9 -$15.5 -$16.1 -$16.7 -$17.4 -$75.5

  Community Mental Health (mil $) -$101.8 -$166.1 -$180.7 -$196.6 -$213.9 -$859.2

Subtotal, Potential Health Savings (mil $) -$143.0 -$231.3 -$249.7 -$269.6 -$291.3 -$1,184.9

Potential Net State Costs/Savings (mil $) -$198.3 -$90.8 -$71.3 -$48.7 $91.7 -$317.5

Federal Revenue Gained (mil $) $2,676.7 $4,131.1 $4,418.2 $4,725.4 $5,053.9 $21,005.2

Note: In the state-level rows, positive numbers mean a Medicaid expansion increases state costs, while

negative numbers mean an expansion reduces state budget costs.

 

Table 5.  Estimated Jobs Not Created in North Carolina by Industry Sector if Medicaid is Not Expanded

by 2016 (Compared to Levels If Medicaid Is Expanded)

Industry Sector 2016 2017 2018 2019 2020

Ambulatory health care services 9,849 15,650 16,385 17,129 18,339

Hospitals 2,675 4,243 4,438 4,634 4,954

Construction 1,712 3,473 4,377 4,806 5,017

Retail & Wholesale trade 1,412 2,288 2,439 2,523 2,623

Food services and drinking places 484 833 957 1,062 1,175

Professional, scientific, and technical services 597 996 1,093 1,159 1,233

Social assistance 268 443 487 527 578

State & Local 1,891 3,125 3,413 3,623 3,862

All other sectors 3,282 5,195 5,375 5,421 5,535

Total 22,170 36,245 38,964 40,886 43,314



 16 

matching rate).  In 2017 and later years, state costs would grow as the matching rate for those 
newly eligible declines to 95 percent in 2017, then to 90 percent by 2020.  Over the five year period 
2016 to 2020, the state share of Medicaid costs is estimated at $1.7 billion.  

About half of that amount, however, would be offset by increased state tax revenues which total 
$863 million from 2016 to 2020, as discussed earlier.  These revenue increases reduce the net 
impact on the state budget.   

There are also potential savings for the state through reduced health care expenses currently borne 
for uninsured people who would gain insurance if Medicaid was expanded.  Together, the analyses 
indicate that North Carolina would have a net potential budget savings of $198 million in 2016 
and a cumulative budget savings of $318 million from 2016 to 2020, although there would be a 
net cost of $92 million in 2020, when the matching rate finally reaches the 90 percent level.   

These budget trends are based on historical budget patterns in North Carolina.   
The state has been examining changes to its Medicaid program to help reduce cost growth, such 
as through the use of accountable care organizations or other approaches.  If such efforts are 
successful, then the net cost in 2020 could be eliminated.  Even if the state has to bear some 
additional costs for a Medicaid expansion by 2020, however, it is important to recognize that this 
is a very small cost relative to the $21 billion in increased federal funds that will flow into North 
Carolina with a Medicaid expansion from 2016 to 2020 and the total economic impact. 

Hospitals provide uncompensated care for uninsured patients; that is they provide care for many 
needy patients who are uninsured and unable to pay their bills, thereby losing money on their care.  
A direct savings for the state occurs when care is provided by state-owned hospitals (University 
of North Carolina Hospital, Caldwell Memorial Hospital, Chatham Hospital, High Point Regional 
Health and Rex Hospital).25 About one-third of the uncompensated care costs could be avoided 
with a Medicaid eligibility expansion.  Rather than generating uncompensated care costs, many 
low-income patients care would instead be paid by Medicaid.  This could generate about $250 
million in state budget savings.  (Many other locally- or privately-owned hospitals also have 
uncompensated care and could gain revenue and reduce uncompensated care if Medicaid expands, 
but to be analytically conservative, their reductions in uncompensated care were not counted as 
state savings). Two other areas of potential savings relate to mental health care.  North Carolina 
supports a variety of mental health programs and they benefit many who are uninsured.  Some of 
these costs could potentially be averted if more adults are covered by Medicaid.  One area is 
community mental health services, which are generally covered by Medicaid.  The other is a 
specific type of inpatient care.  North Carolina also funds some inpatient psychiatric care at acute 
care hospitals (also called “three way contracts”) which could be reduced with a Medicaid 

expansion.  (Medicaid does not pay for inpatient care at psychiatric hospitals, however.) 

These health savings could potentially offset some of the additional costs of a Medicaid expansion.  
These are not automatic savings.  For example, if Medicaid expansion reduces costs for the 
uninsured, agencies may instead use those savings to provide additional services.  For example, 
mental health services are often underfunded and savings might be used to increase care for other 
patients. 

County-Level Effects.  Counties in North Carolina do not cover any of the costs of Medicaid 
medical benefits, although they would have to pay for a portion of increased administrative costs.  
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Estimates of the additional administrative costs for Medicaid expansion are not available, but they 
should be quite small, relative to the costs of benefits borne by the federal government and state.    

Table 7 reviews additional county revenues expected in several counties and potential health 
savings, described above, but at the county level.  The hospital uncompensated care savings and 
community mental health savings are estimates of the level of potential savings that will occur 
within each county, but this does not mean that the county or local governments will have 
budgetary savings.   

The great majority of North Carolina hospitals are private nonprofit hospitals that provide 
uncompensated care to uninsured patients using their own resources (the main exception to private 
status is state-owned hospitals that are part of the UNC Healthcare System).  Savings associated 
with reductions in uncompensated care costs can enable these local hospitals to improve services, 
modernize systems (e.g., improve health information technology systems), support adequate 
staffing and strengthen their financial well-being, yielding a broader community benefit.  
Collectively, North Carolina’s hospitals could reduce their uncompensated care costs by $3.5 
billion from 2016 to 2020.  As noted earlier, North Carolina hospitals have struggled recently in 
part due to changes in Medicare and Medicaid reimbursement policies. For example, financial data 
from six major North Carolina hospital systems (Cone Health, Duke University, FirstHealth, 
Mission Health, UNC, and Wake Forest Baptist) indicated that net operating margins (the 
difference between operating revenues and operating expenses) fell for each system between 2012 
and 2013; this was equivalent to a reduction of more than $300 million in net operating income in 
one year.26  Because Medicaid expansions enable hospitals to lower their uncompensated care 
costs, this would help them rebalance their finances, letting them serve their communities and 
patients and bolster employment. 

The community mental health savings are primarily at the state-level.  As noted before, all health 
savings are potential savings and are not automatic.  (Data for all counties are shown in the 
Appendix Tables A-3 and A-4.  Some counties have no hospitals and therefore have no 
uncompensated care costs.)  The size of the potential county savings is, of course, related to the 
population and economy of each county.   

 Wake County could gain $25 million in additional county revenue from 2016 to 2020 if 
Medicaid is expanded.  There are potential savings of about $296 million less in 
uncompensated hospital costs and $51 million in community mental health costs in the five 
year period.   
 

 Guilford County would have smaller revenue increases and potential health savings, but 
they still amount to more than $11 million more in county tax revenue from 2016 to 2020, 
almost $200 million in lower uncompensated hospital costs and $37 million in reduced 
community mental health costs. 
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Conclusion 

Economic and employment conditions in North Carolina counties have already been damaged 
because the state did not expand Medicaid when it was first possible in 2014.  The state has lost 
about $6 billion in federal funds in 2014 and 2015 that it would have gained had Medicaid been 
expanded.  This results in 23,000 fewer jobs being created in 2014 and 29,000 fewer in 2015.  
Counties across the state had fewer jobs and diminished economic growth.   

Table 7.  Estimated County Revenue Increases and Potential Health Savings in Selected Counties If

Medicaid Is Expanded by 2016 (Compared to Levels Without an Expansion)

County Category 2016 2017 2018 2019 2020 2016-20

County Tax Revenue 

Increases (thou $) $540 $947 $1,134 $1,318 $1,520 $5,460

Uncompensated Hospital 

Savings (thou $) $4,998 $7,954 $8,463 $9,002 $9,598 $40,014

Community Mental 

Health Savings (thou $) $2,901 $4,734 $5,150 $5,602 $6,095 $24,480

County Tax Revenue 

Increases (thou $) $1,172 $2,035 $2,411 $2,782 $3,184 $11,583

Uncompensated Hospital 

Savings (thou $) $24,855 $39,554 $42,089 $44,767 $47,729 $198,994

Community Mental 

Health Savings (thou $) $4,417 $7,208 $7,841 $8,530 $9,280 $37,277

County Tax Revenue 

Increases (thou $) $2,050 $3,449 $3,959 $4,437 $4,951 $18,845

Uncompensated Hospital 

Savings (thou $) $48,731 $77,548 $82,518 $87,769 $93,578 $390,145

Community Mental 

Health Savings (thou $) $6,959 $11,356 $12,354 $13,440 $14,622 $58,732

County Tax Revenue 

Increases (thou $) $258 $460 $559 $655 $761 $2,693

Uncompensated Hospital 

Savings (thou $) $12,820 $20,401 $21,708 $23,090 $24,618 $102,636

Community Mental 

Health Savings (thou $) $2,201 $3,591 $3,907 $4,250 $4,624 $18,574

County Tax Revenue 

Increases (thou $) $2,494 $4,399 $5,284 $6,105 $6,970 $25,252

Uncompensated Hospital 

Savings (thou $) $36,991 $58,866 $62,639 $66,625 $71,034 $296,156

Community Mental 

Health Savings (thou $) $6,040 $9,857 $10,723 $11,666 $12,691 $50,978

County Tax Revenue 

Increases (thou $) $9,692 $16,864 $20,231 $23,433 $26,889 $96,939

Uncompensated Hospital 

Savings (thou $) $302,545 $481,458 $512,313 $544,913 $580,974 $2,422,202

Community Mental 

Health Savings (thou $) $79,288 $129,385 $140,757 $153,128 $166,587 $669,145

Buncombe

Guilford

Mecklenburg

Wake

All other 

counties

Pitt



 19 

North Carolina has another opportunity to expand Medicaid in the spring 2015 legislative session.  
Declining expansion yet again will continue the mounting losses.  About $21 billion in potential 
federal revenue will be lost from 2016 to 2020.  This loss would mean that by 2020, 43,000 fewer 
jobs will have been created and the total state economy would be significantly smaller than it could 
be, as well as almost half a million people will not gain health insurance coverage.  If Medicaid is 
expanded, over the 2016 to 2020 period the state budget would have a net savings of $318 million 
and counties would gain more than $160 million in additional revenue due to the additional 
economic and job growth.   

Expanding Medicaid would strengthen the economy and bolster job growth in counties all across 
North Carolina, as well as improve health access for almost half a million North Carolinians. 
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  Table A-1.   Estimates of Losses in North Carolina Counties in 2014 and 2015 Because Medicaid

Was Not Expanded in 2014 (Compared to Levels If Medicaid Was Expanded).

Jobs Not Created

Gross County  

Product Lost (mil. 

2014 $)

Business Activity 

Lost (mil 2014 $)

 Tax Revenue Lost 

(thou 2014 $)

County 2014 2015 2014 2015 2014 2015 2014 2015

Alamance 491 613 $35.7 $44.6 $55.2 $68.7 $362.3 $495.0

Alexander 47 58 $1.7 $2.2 $2.8 $3.4 $32.5 $45.5

Alleghany 69 86 $1.8 $2.3 $2.8 $3.5 $12.4 $19.6

Anson 27 33 $1.7 $2.1 $2.7 $3.3 $12.9 $18.0

Ashe 46 62 $2.8 $3.6 $4.3 $5.6 $30.7 $45.7

Avery 32 42 $1.6 $2.1 $2.5 $3.2 $15.2 $22.8

Beaufort 83 102 $4.5 $5.5 $7.8 $9.4 $35.4 $47.6

Bertie 17 21 $1.2 $1.5 $1.9 $2.3 $14.2 $19.5

Bladen 38 47 $2.5 $3.1 $4.9 $5.9 $20.6 $28.0

Brunswick 132 168 $9.2 $11.7 $13.8 $17.5 $96.6 $134.2

Buncombe 807 1,004 $59.9 $74.6 $92.5 $114.7 $574.7 $774.7

Burke 288 354 $17.1 $20.8 $26.4 $32.0 $188.8 $256.8

Cabarrus 333 432 $21.3 $27.7 $33.1 $42.9 $309.9 $471.8

Caldwell 120 149 $7.7 $9.5 $11.9 $14.7 $80.2 $111.4

Camden 2 3 $0.1 $0.2 $0.2 $0.3 $4.8 $6.5

Carteret 81 105 $5.5 $7.0 $8.3 $10.6 $64.7 $88.4

Caswell 22 29 $1.1 $1.4 $1.8 $2.3 $34.8 $48.3

Catawba 339 413 $27.1 $33.3 $42.1 $51.5 $262.9 $340.7

Chatham 136 178 $5.9 $7.7 $9.7 $12.6 $222.4 $305.8

Cherokee 45 56 $2.4 $3.0 $3.6 $4.5 $17.7 $25.9

Chowan 16 20 $1.0 $1.3 $1.6 $2.0 $9.0 $12.7

Clay 9 11 $0.5 $0.6 $0.7 $0.9 $5.7 $8.5

Cleveland 238 295 $14.9 $18.6 $23.5 $29.1 $132.0 $184.4

Columbus 143 175 $7.3 $8.9 $11.7 $14.1 $59.0 $81.5

Craven 102 124 $7.7 $9.5 $11.5 $14.1 $64.2 $84.6

Cumberland 428 520 $30.3 $37.5 $45.4 $55.9 $197.9 $270.5

Currituck 6 8 $0.4 $0.6 $0.6 $0.8 $0.3 $3.9

Dare 31 39 $2.4 $3.1 $3.5 $4.5 $17.4 $24.8

Davidson 342 435 $16.2 $20.6 $26.0 $32.9 $243.5 $348.2

Davie 48 63 $2.9 $3.8 $4.5 $5.9 $80.6 $114.0

Duplin 80 100 $4.6 $5.7 $7.4 $9.2 $47.9 $67.0

Durham 3,021 3,568 $135.8 $158.9 $225.7 $262.8 $732.8 $818.9

Edgecombe 63 79 $4.3 $5.5 $6.9 $8.7 $38.3 $56.2

Forsyth 1,139 1,392 $96.0 $118.8 $152.5 $187.4 $854.9 $1,123.6

Franklin 143 186 $6.6 $8.4 $10.5 $13.4 $91.2 $144.2

Gaston 511 640 $36.5 $45.5 $57.2 $70.9 $387.2 $546.1

Gates 3 4 $0.2 $0.3 $0.4 $0.5 $2.4 $3.6

Graham 6 9 $0.4 $0.6 $0.6 $0.9 $4.0 $6.7

Granville 85 106 $6.2 $7.7 $11.1 $13.7 $77.7 $112.5

Greene 32 41 $1.8 $2.2 $2.9 $3.6 $22.0 $34.6

Guilford 1,762 2,156 $155.5 $192.9 $251.6 $309.9 $1,255.0 $1,664.9

Halifax 83 101 $5.5 $6.7 $8.4 $10.2 $43.8 $58.8

Harnett 185 243 $10.1 $13.1 $15.4 $20.0 $163.0 $245.5

Haywood 58 75 $4.2 $5.3 $6.6 $8.3 $77.4 $108.4

Henderson 200 253 $13.3 $16.7 $20.7 $25.9 $170.9 $233.3

Hertford 85 103 $3.4 $4.2 $5.3 $6.5 $19.9 $28.5

Hoke 45 58 $2.4 $3.0 $4.1 $5.1 $80.4 $106.8

Hyde 2 2 $0.1 $0.2 $0.2 $0.3 $1.2 $1.7

Iredell 357 451 $27.0 $34.4 $42.2 $53.8 $268.3 $386.9

Jackson 162 202 $8.3 $10.4 $12.8 $16.0 $67.5 $94.2

Johnston 375 495 $21.7 $28.6 $34.3 $45.0 $306.5 $473.6

Jones 6 9 $0.7 $0.8 $1.0 $1.3 $14.5 $20.5
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  Table A-1 (continued)

Jobs Not Created

Gross County  

Product Lost (mil. 

2014 $)

Business Activity 

Lost (mil 2014 $)

 Tax Revenue Lost 

(thou 2014 $)

County 2014 2015 2014 2015 2014 2015 2014 2015

Lee 186 228 $13.8 $16.9 $23.8 $28.9 $101.2 $136.4

Lenoir 124 154 $9.0 $11.4 $14.2 $17.9 $59.0 $86.2

Lincoln 78 103 $5.6 $7.3 $9.2 $12.0 $106.7 $151.6

McDowell 58 72 $3.8 $4.8 $6.7 $8.3 $35.0 $47.5

Macon 35 47 $2.1 $2.7 $3.3 $4.2 $20.5 $30.6

Madison 30 38 $1.9 $2.3 $3.1 $3.8 $18.9 $27.2

Martin 45 56 $3.0 $3.7 $4.6 $5.6 $25.3 $34.1

Mecklenburg 2,592 3,155 $235.7 $293.9 $372.3 $461.3 $2,261.6 $2,904.6

Mitchell 29 36 $1.7 $2.2 $2.7 $3.3 $12.9 $17.5

Montgomery 42 52 $2.1 $2.7 $3.4 $4.3 $26.2 $35.8

Moore 264 327 $19.9 $24.8 $31.0 $38.4 $206.0 $274.3

Nash 176 218 $13.4 $16.7 $21.7 $26.9 $116.4 $159.1

New Hanover 550 689 $42.1 $53.5 $65.0 $82.4 $432.8 $582.6

Northampton 11 14 $0.6 $0.8 $1.0 $1.3 $10.2 $14.8

Onslow 95 115 $6.4 $7.9 $9.5 $11.6 $35.7 $43.7

Orange 397 490 $31.8 $39.9 $49.4 $61.7 $628.3 $848.3

Pamlico 21 26 $0.9 $1.1 $1.4 $1.8 $11.6 $16.2

Pasquotank 46 56 $3.3 $4.0 $5.0 $6.1 $21.5 $29.1

Pender 67 86 $4.6 $5.8 $7.4 $9.3 $52.0 $75.2

Perquimans 6 7 $0.3 $0.3 $0.4 $0.5 $3.8 $5.3

Person 72 91 $4.5 $5.7 $7.0 $8.9 $57.2 $83.7

Pitt 322 401 $24.8 $31.2 $40.1 $50.1 $272.2 $377.6

Polk 26 33 $1.3 $1.6 $2.0 $2.5 $15.7 $22.3

Randolph 312 395 $20.7 $26.5 $32.9 $41.9 $254.0 $360.6

Richmond 82 100 $5.5 $6.8 $8.9 $10.8 $42.8 $58.8

Robeson 373 462 $21.8 $26.9 $34.0 $41.7 $179.3 $255.7

Rockingham 168 208 $9.9 $12.3 $15.7 $19.6 $110.6 $151.3

Rowan 223 234 $16.1 $17.6 $26.9 $29.5 $123.6 -$52.7

Rutherford 130 161 $7.8 $9.7 $12.0 $14.8 $68.1 $94.2

Sampson 58 72 $4.4 $5.5 $7.3 $9.1 $57.2 $79.0

Scotland 75 92 $5.0 $6.1 $8.0 $9.8 $36.2 $50.0

Stanly 122 155 $7.8 $9.9 $12.4 $15.6 $85.1 $123.6

Stokes 45 61 $2.4 $3.1 $3.8 $4.9 $89.9 $122.6

Surry 134 182 $9.6 $13.0 $15.4 $20.9 $129.8 $196.1

Swain 21 25 $0.9 $1.1 $1.4 $1.7 $7.0 $9.5

Transylvania 42 53 $2.6 $3.2 $4.0 $5.0 $27.7 $39.2

Tyrrell 1 2 $0.1 $0.1 $0.1 $0.2 $1.0 $1.5

Union 203 272 $14.2 $19.2 $25.2 $33.8 $244.2 $370.8

Vance 91 111 $6.5 $8.0 $10.0 $12.3 $62.7 $84.8

Wake 2,508 3,199 $232.4 $301.6 $363.6 $469.4 $2,677.4 $3,635.7

Warren 13 16 $0.9 $1.1 $1.5 $1.8 $11.4 $15.8

Washington 8 9 $0.4 $0.5 $0.6 $0.7 $2.8 $3.2

Watauga 172 215 $11.6 $14.5 $17.9 $22.3 $101.4 $138.5

Wayne 231 289 $16.4 $20.9 $25.8 $32.9 $140.4 $201.7

Wilkes 91 114 $6.3 $7.8 $9.8 $12.2 $77.9 $108.3

Wilson 167 210 $13.3 $16.8 $22.9 $28.8 $96.7 $138.5

Yadkin 32 42 $2.1 $2.8 $3.6 $4.7 $41.3 $60.5

Yancey 18 24 $1.0 $1.3 $1.5 $1.9 $11.8 $17.4
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  Table A-2.  Estimated Number of People Who Would Not Get Medicaid Coverage and Number

of Jobs Not Created if North Carolina Does Not Expand Medicaid by 2016 (Compared to Levels If

Medicaid Expands).

Number Who Would Not Gain 

Medicaid Coverage Number of Jobs Not Created

County 2016 2017 2016 2017 2020

State Total 318,667 478,000 22,170 36,245 43,314

Alamance 5,242 7,863 463 761 917

Alexander 1,190 1,785 44 72 84

Alleghany 513 769 67 109 133

Anson 840 1,260 25 41 49

Ashe 1,152 1,727 44 76 98

Avery 708 1,061 31 52 67

Beaufort 1,616 2,424 79 128 152

Bertie 613 919 17 27 33

Bladen 1,525 2,288 37 60 71

Brunswick 3,472 5,209 125 206 253

Buncombe 8,485 12,727 761 1,248 1,502

Burke 3,320 4,980 272 442 527

Cabarrus 5,166 7,750 311 520 641

Caldwell 2,631 3,946 114 187 226

Camden 223 334 2 4 4

Carteret 2,057 3,086 76 128 162

Caswell 688 1,033 21 36 44

Catawba 4,966 7,449 320 518 608

Chatham 1,846 2,769 128 217 270

Cherokee 932 1,398 43 70 86

Chowan 437 656 16 25 31

Clay 393 590 8 14 17

Cleveland 3,237 4,856 227 371 446

Columbus 2,020 3,030 137 222 266

Craven 2,876 4,313 98 158 191

Cumberland 9,276 13,914 411 664 802

Currituck 644 965 5 9 11

Dare 1,030 1,545 29 48 60

Davidson 4,966 7,449 323 537 656

Davie 1,105 1,658 45 75 91

Duplin 3,023 4,535 77 126 154

Durham 10,474 15,711 2,896 4,575 5,106

Edgecombe 1,914 2,871 60 99 120

Forsyth 12,809 19,214 1,074 1,741 2,058

Franklin 2,153 3,230 136 230 289

Gaston 6,823 10,235 481 793 973

Gates 318 477 3 5 6

Graham 307 461 6 11 14

Granville 1,672 2,509 80 131 157

Greene 802 1,203 29 50 64

Guilford 17,693 26,539 1,653 2,681 3,160

Halifax 1,748 2,622 79 128 152

Harnett 4,174 6,260 175 297 390

Haywood 1,719 2,579 54 92 115

Henderson 3,447 5,171 189 313 381

Hertford 827 1,240 82 133 158

Hoke 2,096 3,143 43 72 90

Hyde 219 328 2 3 4

Iredell 4,887 7,331 336 553 665

Jackson 1,659 2,488 154 252 305

Johnston 6,327 9,490 353 602 773

Jones 372 558 6 10 14
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Table A-2 (continued)

Number Who Would Not Gain 

Medicaid Coverage Number of Jobs Not Created

County 2016 2017 2016 2017 2020

Lee 2,329 3,493 177 286 338

Lenoir 2,272 3,408 117 193 234

Lincoln 2,262 3,393 73 124 156

McDowell 1,442 2,163 56 91 110

Macon 665 997 34 57 72

Madison 860 1,290 29 47 56

Martin 1,556 2,334 44 71 86

Mecklenburg 32,316 48,474 2,406 3,883 4,465

Mitchell 442 664 28 45 55

Montgomery 1,213 1,819 40 66 78

Moore 2,382 3,573 249 407 492

Nash 3,156 4,733 166 271 323

New Hanover 6,630 9,945 516 849 1,025

Northampton 675 1,012 11 18 22

Onslow 4,869 7,304 92 148 179

Orange 3,647 5,470 367 599 726

Pamlico 340 511 20 33 39

Pasquotank 1,197 1,796 44 71 85

Pender 1,851 2,777 64 107 133

Perquimans 398 597 5 9 11

Person 1,219 1,828 69 114 139

Pitt 6,577 9,865 302 496 612

Polk 611 917 25 41 50

Randolph 5,447 8,170 295 490 596

Richmond 1,858 2,787 78 126 152

Robeson 6,911 10,367 356 582 706

Rockingham 2,939 4,408 160 262 313

Rowan 4,868 7,302 217 355 425

Rutherford 2,417 3,626 124 203 244

Sampson 2,761 4,141 55 91 111

Scotland 1,309 1,964 71 116 138

Stanly 1,708 2,562 116 192 237

Stokes 1,295 1,943 43 73 92

Surry 2,854 4,281 126 219 286

Swain 555 833 20 32 37

Transylvania 997 1,495 40 66 82

Tyrrell 163 245 1 2 3

Union 4,848 7,271 190 328 421

Vance 1,748 2,622 86 140 168

Wake 22,578 33,867 2,320 3,876 4,780

Warren 759 1,139 12 20 24

Washington 409 613 7 12 15

Watauga 2,211 3,316 163 268 325

Wayne 4,597 6,896 220 361 443

Wilkes 2,814 4,220 87 143 173

Wilson 3,207 4,810 157 260 314

Yadkin 1,276 1,914 30 51 64

Yancey 596 894 17 29 37
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Table A-3.  Estimated Reductions in Gross County Product, County Business Activity and County Tax Revenues in 2016, 2017

and 2016-2020 If North Carolina Does Not Expand Medicaid by 2016 (Compared to Levels If Medicaid Expands).

Reduction in Gross County Product 

(mil 2014 $)

Reduction in County Business 

Activity (mil 2014 $)

Reduction in County Tax Revenue 

(thou 2014 $)

County 2016 2017 2016 - 2020 2016 2017 2016 - 2020 2016 2017 2016 - 2020

State Total $3,638.0 $4,704.6 $13,688.9 $4,569.3 $6,248.4 $21,506.7 $18,052 $30,171 $160,772

Alamance $34.4 $56.9 $290.3 $52.7 $87.4 $445.4 $343 $606 $3,506

Alexander $1.7 $2.7 $13.8 $2.6 $4.4 $21.9 $31 $55 $306

Alleghany $1.8 $2.9 $14.9 $2.7 $4.5 $22.8 $12 $24 $154

Anson $1.6 $2.7 $13.4 $2.6 $4.2 $21.3 $12 $22 $123

Ashe $2.7 $4.6 $23.5 $4.2 $7.0 $36.4 $29 $55 $340

Avery $1.6 $2.7 $13.9 $2.4 $4.1 $21.3 $14 $27 $173

Beaufort $4.4 $7.1 $35.5 $7.4 $12.0 $60.0 $33 $57 $322

Bertie $1.2 $1.9 $9.6 $1.8 $2.9 $14.8 $14 $24 $139

Bladen $2.4 $4.0 $19.9 $4.6 $7.5 $37.4 $19 $34 $193

Brunswick $8.8 $14.8 $76.4 $13.1 $22.0 $113.7 $90 $161 $917

Buncombe $57.7 $95.2 $485.7 $88.3 $146.1 $744.6 $540 $947 $5,460

Burke $16.5 $26.8 $135.4 $25.3 $41.2 $207.4 $178 $313 $1,826

Cabarrus $20.4 $34.4 $178.0 $31.3 $53.0 $274.5 $285 $513 $2,997

Caldwell $7.4 $12.2 $62.3 $11.5 $18.9 $96.2 $77 $136 $789

Camden $0.1 $0.2 $1.1 $0.2 $0.4 $1.9 $5 $8 $39

Carteret $5.3 $8.8 $46.2 $7.9 $13.4 $69.9 $60 $106 $613

Caswell $1.1 $1.8 $9.4 $1.8 $2.9 $14.9 $34 $59 $334

Catawba $26.1 $42.8 $216.4 $40.2 $65.9 $332.3 $248 $422 $2,311

Chatham $5.7 $9.6 $50.1 $9.3 $15.8 $81.9 $210 $369 $2,088

Cherokee $2.3 $3.8 $19.4 $3.5 $5.7 $29.2 $17 $31 $193

Chowan $1.0 $1.6 $8.3 $1.5 $2.5 $12.8 $9 $15 $91

Clay $0.5 $0.8 $4.1 $0.7 $1.2 $6.0 $5 $10 $62

Cleveland $14.4 $23.8 $120.7 $22.5 $37.2 $188.4 $124 $223 $1,311

Columbus $7.1 $11.5 $57.6 $11.2 $18.2 $91.2 $56 $99 $584

Craven $7.5 $12.3 $63.0 $11.0 $18.1 $92.9 $60 $104 $586

Cumberland $29.4 $48.5 $248.9 $43.8 $72.1 $369.4 $183 $327 $1,902

Currituck $0.4 $0.7 $3.4 $0.6 $1.0 $4.9 $0 $3 $7

Dare $2.3 $3.9 $20.7 $3.4 $5.7 $30.0 $16 $30 $181

Davidson $15.7 $26.1 $134.3 $24.9 $41.6 $213.2 $229 $414 $2,409

Davie $2.8 $4.7 $24.0 $4.3 $7.3 $37.6 $76 $133 $741

Duplin $4.5 $7.4 $37.7 $7.2 $11.8 $59.7 $45 $81 $479

Durham $130.7 $205.7 $964.4 $215.4 $339.3 $1,594.9 $671 $1,020 $4,486

Edgecombe $4.2 $7.0 $36.2 $6.6 $11.1 $57.2 $36 $68 $411

Forsyth $92.4 $152.1 $773.2 $145.6 $239.5 $1,214.3 $806 $1,388 $7,787

Franklin $6.4 $10.7 $55.2 $10.0 $16.9 $87.4 $87 $171 $1,119

Gaston $35.1 $57.9 $296.1 $54.6 $90.1 $460.1 $364 $658 $3,973

Gates $0.2 $0.4 $1.9 $0.4 $0.6 $3.1 $2 $4 $23

Graham $0.4 $0.7 $3.8 $0.6 $1.1 $6.0 $4 $8 $54

Granville $5.9 $9.8 $49.7 $10.4 $17.2 $87.0 $73 $135 $802

Greene $1.7 $2.8 $14.5 $2.7 $4.5 $23.5 $21 $40 $269

Guilford $149.1 $245.9 $1,250.2 $239.1 $393.7 $1,994.9 $1,172 $2,035 $11,583

Halifax $5.3 $8.7 $43.6 $8.1 $13.2 $66.2 $41 $72 $404

Harnett $9.7 $16.6 $87.8 $14.7 $25.2 $133.7 $152 $290 $1,863

Haywood $4.1 $6.8 $35.1 $6.3 $10.6 $54.5 $73 $131 $767

Henderson $12.9 $21.4 $109.0 $19.8 $32.9 $168.1 $161 $284 $1,612

Hertford $3.4 $5.5 $27.8 $5.1 $8.4 $42.4 $19 $35 $212

Hoke $2.3 $3.8 $19.7 $3.9 $6.5 $33.6 $76 $132 $762

Hyde $0.1 $0.2 $1.2 $0.2 $0.4 $1.9 $1 $2 $13

Iredell $26.0 $43.4 $222.5 $40.2 $67.4 $345.8 $250 $447 $2,584

Jackson $8.0 $13.2 $67.4 $12.3 $20.3 $103.8 $65 $116 $668

Johnston $20.9 $35.8 $188.6 $32.7 $56.2 $295.6 $290 $563 $3,603

Jones $0.7 $1.1 $5.6 $1.0 $1.6 $8.4 $14 $25 $156
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Table A-3 (continued)

Reduction in Gross County Product 

(mil 2014 $)

Reduction in County Business 

Activity (mil 2014 $)

Reduction in County Tax Revenue 

(thou 2014 $)

County 2016 2017 2016 - 2020 2016 2017 2016 - 2020 2016 2017 2016 - 2020

Lee $13.3 $21.7 $109.1 $22.7 $37.0 $184.6 $95 $166 $941

Lenoir $8.7 $14.5 $74.5 $13.6 $22.7 $116.8 $55 $102 $638

Lincoln $5.3 $9.1 $47.5 $8.7 $14.9 $77.4 $100 $181 $1,046

McDowell $3.7 $6.2 $31.4 $6.4 $10.6 $54.1 $33 $59 $328

Macon $2.0 $3.4 $17.9 $3.2 $5.3 $27.7 $19 $37 $229

Madison $1.8 $2.9 $14.6 $3.0 $4.8 $24.2 $18 $33 $196

Martin $2.9 $4.7 $24.0 $4.4 $7.2 $36.4 $24 $42 $235

Mecklenburg $223.1 $369.0 $1,868.9 $349.8 $578.0 $2,916.9 $2,050 $3,449 $18,845

Mitchell $1.7 $2.8 $14.1 $2.6 $4.3 $21.7 $12 $22 $124

Montgomery $2.1 $3.4 $17.3 $3.2 $5.4 $27.3 $25 $44 $251

Moore $19.2 $31.7 $162.2 $29.7 $49.0 $250.8 $193 $335 $1,898

Nash $12.9 $21.3 $108.0 $20.7 $34.2 $173.4 $110 $193 $1,109

New Hanover $40.2 $67.5 $348.0 $61.7 $103.6 $533.3 $406 $711 $4,049

Northampton $0.6 $1.1 $5.4 $1.0 $1.7 $8.6 $10 $18 $105

Onslow $6.3 $10.3 $53.0 $9.2 $15.0 $77.3 $32 $52 $293

Orange $30.0 $49.6 $255.1 $46.4 $76.9 $395.2 $590 $1,033 $5,799

Pamlico $0.9 $1.4 $7.4 $1.4 $2.3 $11.6 $11 $20 $113

Pasquotank $3.2 $5.2 $26.2 $4.8 $7.8 $39.2 $20 $35 $204

Pender $4.4 $7.4 $38.2 $7.1 $11.8 $61.1 $49 $92 $545

Perquimans $0.3 $0.4 $2.2 $0.4 $0.7 $3.3 $3 $6 $35

Person $4.4 $7.3 $37.2 $6.7 $11.2 $57.2 $54 $101 $611

Pitt $23.8 $39.5 $203.8 $38.2 $63.4 $326.8 $258 $460 $2,693

Polk $1.3 $2.1 $10.7 $2.0 $3.2 $16.4 $15 $27 $154

Randolph $20.0 $33.6 $172.7 $31.4 $52.9 $271.4 $240 $436 $2,577

Richmond $5.4 $8.8 $44.5 $8.5 $13.9 $70.3 $40 $71 $417

Robeson $21.1 $34.6 $176.3 $32.7 $53.7 $272.9 $170 $311 $1,900

Rockingham $9.6 $15.8 $80.6 $15.1 $25.0 $126.9 $105 $185 $1,057

Rowan $15.9 $26.3 $134.4 $26.2 $43.4 $220.7 $148 $263 $1,506

Rutherford $7.6 $12.4 $63.1 $11.5 $19.0 $96.1 $65 $115 $670

Sampson $4.3 $7.1 $36.6 $7.0 $11.6 $59.6 $54 $97 $559

Scotland $4.8 $7.9 $39.7 $7.7 $12.5 $63.1 $34 $61 $355

Stanly $7.6 $12.6 $64.6 $11.8 $19.8 $101.4 $80 $146 $873

Stokes $2.3 $3.9 $20.2 $3.6 $6.1 $31.7 $86 $151 $849

Surry $9.3 $16.2 $86.4 $14.7 $25.9 $137.7 $123 $234 $1,470

Swain $0.9 $1.4 $7.2 $1.3 $2.2 $11.1 $7 $11 $61

Transylvania $2.5 $4.1 $21.1 $3.8 $6.3 $32.4 $26 $48 $283

Tyrrell $0.1 $0.1 $0.7 $0.1 $0.2 $1.1 $1 $2 $10

Union $13.6 $23.7 $125.3 $23.8 $41.6 $219.2 $231 $439 $2,677

Vance $6.3 $10.3 $52.1 $9.6 $15.8 $79.9 $59 $104 $591

Wake $220.8 $375.9 $1,965.6 $343.2 $584.4 $3,049.5 $2,494 $4,399 $25,252

Warren $0.9 $1.4 $7.1 $1.4 $2.3 $11.6 $11 $19 $107

Washington $0.4 $0.7 $3.5 $0.6 $1.0 $4.9 $3 $6 $31

Watauga $11.2 $18.5 $94.2 $17.1 $28.4 $144.6 $98 $172 $982

Wayne $15.9 $26.7 $138.4 $24.8 $41.7 $216.4 $132 $242 $1,462

Wilkes $6.1 $10.0 $51.4 $9.4 $15.5 $79.4 $74 $132 $761

Wilson $12.7 $21.2 $108.3 $21.8 $36.3 $184.6 $91 $166 $992

Yadkin $2.0 $3.5 $18.2 $3.4 $5.9 $30.3 $39 $72 $431

Yancey $0.9 $1.6 $8.6 $1.4 $2.5 $13.0 $11 $21 $130
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  Table A-4.  Estimated Potential Health Care Savings That Could Occur within North Carolina Counties If

Medicaid Expands by 2016 (Compared to Levels without an Expansion).

Potential Hospital Uncompensated Care 

Savings (thou $)

Potential Community Mental Health 

Savings (thou $)

County 2016 2017 2016 - 2020 2016 2017 2016 - 2020

State Total $432,956 $687,797 $3,450,146 $103,822 $168,148 $859,185

Alamance $5,757 $9,161 $46,090 $1,278 $2,085 $10,785

Alexander - - - $328 $536 $2,772

Alleghany $262 $417 $2,100 $174 $283 $1,465

Anson $538 $856 $4,308 $569 $928 $4,801

Ashe $668 $1,063 $5,349 $366 $598 $3,091

Avery $588 $935 $4,705 $155 $252 $1,305

Beaufort $251 $400 $2,012 $784 $1,279 $6,617

Bertie $505 $804 $4,044 $338 $551 $2,849

Bladen $284 $451 $2,271 $562 $917 $4,745

Brunswick $2,032 $3,233 $16,265 $1,410 $2,302 $11,903

Buncombe $4,998 $7,954 $40,014 $2,901 $4,734 $24,480

Burke $2,845 $4,528 $22,780 $1,522 $2,484 $12,845

Cabarrus $9,270 $14,752 $74,216 $1,110 $1,812 $9,370

Caldwell $1,455 $2,315 $11,646 $1,054 $1,721 $8,899

Camden - - - $81 $132 $680

Carteret $2,754 $4,383 $22,053 $865 $1,412 $7,303

Caswell - - - $266 $434 $2,246

Catawba $7,287 $11,596 $58,339 $1,468 $2,396 $12,391

Chatham $1,073 $1,707 $8,587 $471 $769 $3,977

Cherokee $727 $1,157 $5,819 $476 $777 $4,018

Chowan $985 $1,567 $7,882 $212 $346 $1,792

Clay - - - $150 $244 $1,263

Cleveland $4,004 $6,372 $32,056 $2,243 $3,660 $18,929

Columbus $1,267 $2,017 $10,145 $1,065 $1,738 $8,988

Craven $4,060 $6,461 $32,507 $1,195 $1,950 $10,083

Cumberland $8,839 $14,067 $70,769 $3,286 $5,362 $27,729

Currituck - - - $171 $280 $1,446

Dare $754 $1,200 $6,037 $216 $353 $1,826

Davidson $4,385 $6,978 $35,107 $1,208 $1,972 $10,197

Davie $606 $965 $4,853 $394 $643 $3,327

Duplin $1,688 $2,686 $13,515 $522 $851 $4,404

Durham $30,178 $48,024 $241,606 $3,270 $5,337 $27,600

Edgecombe $1,899 $3,022 $15,203 $898 $1,465 $7,576

Forsyth $40,015 $63,679 $320,368 $3,192 $5,209 $26,939

Franklin $1,297 $2,065 $10,387 $530 $865 $4,473

Gaston $5,451 $8,675 $43,644 $3,976 $6,488 $33,552

Gates - - - $86 $141 $727

Graham - - - $141 $229 $1,186

Granville $1,551 $2,468 $12,418 $441 $720 $3,723

Greene - - - $293 $477 $2,469

Guilford $24,855 $39,554 $198,994 $4,417 $7,208 $37,277

Halifax $1,926 $3,065 $15,422 $993 $1,621 $8,383

Harnett $4,489 $7,143 $35,939 $1,125 $1,837 $9,499

Haywood $2,334 $3,715 $18,690 $1,164 $1,900 $9,825

Henderson $4,784 $7,613 $38,299 $1,122 $1,831 $9,467

Hertford $1,700 $2,705 $13,610 $334 $545 $2,818

Hoke - - - $451 $736 $3,808

Hyde - - - $54 $88 $453

Iredell $5,527 $8,795 $44,248 $1,410 $2,301 $11,902

Jackson $2,154 $3,428 $17,245 $379 $618 $3,196

Johnston $6,086 $9,686 $48,728 $1,498 $2,444 $12,639

Jones - - - $166 $271 $1,400
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  Potential Hospital Uncompensated Care 

Savings (thou $)

Potential Community Mental Health 

Savings (thou $)

County 2016 2017 2016 - 2020 2016 2017 2016 - 2020

Lee $1,083 $1,724 $8,674 $535 $872 $4,512

Lenoir $2,766 $4,401 $22,144 $1,004 $1,638 $8,473

Lincoln $2,918 $4,644 $23,362 $1,006 $1,641 $8,488

McDowell $1,077 $1,713 $8,620 $615 $1,003 $5,188

Macon - - - $368 $600 $3,104

Madison $407 $648 $3,261 $277 $453 $2,341

Martin $2,048 $3,259 $16,394 $471 $769 $3,978

Mecklenburg $48,731 $77,548 $390,145 $6,959 $11,356 $58,732

Mitchell $807 $1,285 $6,464 $228 $371 $1,921

Montgomery $568 $904 $4,549 $295 $481 $2,487

Moore $5,060 $8,053 $40,513 $765 $1,248 $6,457

Nash $26,816 $42,674 $214,694 $979 $1,598 $8,266

New Hanover $11,751 $18,700 $94,079 $3,239 $5,286 $27,337

Northampton - - - $374 $610 $3,154

Onslow $4,384 $6,976 $35,097 $1,231 $2,009 $10,388

Orange $15,073 $23,986 $120,675 $1,427 $2,328 $12,041

Pamlico - - - $176 $288 $1,488

Pasquotank $2,691 $4,283 $21,547 $403 $658 $3,404

Pender $675 $1,075 $5,408 $650 $1,061 $5,489

Perquimans - - - $143 $233 $1,203

Person $935 $1,488 $7,488 $591 $965 $4,989

Pitt $12,820 $20,401 $102,636 $2,201 $3,591 $18,574

Polk $369 $587 $2,954 $270 $441 $2,283

Randolph $3,179 $5,059 $25,449 $1,419 $2,315 $11,974

Richmond $627 $997 $5,017 $1,021 $1,666 $8,618

Robeson $5,765 $9,174 $46,156 $2,333 $3,807 $19,691

Rockingham $2,395 $3,811 $19,172 $1,039 $1,695 $8,766

Rowan $2,457 $3,910 $19,670 $1,429 $2,332 $12,062

Rutherford $1,868 $2,973 $14,959 $1,015 $1,657 $8,569

Sampson $1,522 $2,422 $12,187 $660 $1,076 $5,567

Scotland $1,820 $2,897 $14,575 $773 $1,261 $6,522

Stanly $2,564 $4,080 $20,528 $703 $1,146 $5,929

Stokes $823 $1,309 $6,587 $511 $833 $4,309

Surry $4,088 $6,506 $32,729 $870 $1,419 $7,340

Swain $468 $745 $3,750 $195 $319 $1,647

Transylvania $1,141 $1,816 $9,137 $348 $567 $2,934

Tyrrell - - - $41 $67 $348

Union $4,843 $7,707 $38,773 $854 $1,394 $7,207

Vance $1,837 $2,924 $14,710 $680 $1,110 $5,742

Wake $36,991 $58,866 $296,156 $6,040 $9,857 $50,978

Warren - - - $294 $480 $2,480

Washington $451 $718 $3,614 $186 $303 $1,568

Watauga $1,441 $2,294 $11,539 $272 $444 $2,298

Wayne $8,505 $13,535 $68,094 $1,635 $2,667 $13,795

Wilkes $1,412 $2,248 $11,309 $800 $1,306 $6,755

Wilson $2,833 $4,508 $22,680 $1,015 $1,656 $8,566

Yadkin $797 $1,268 $6,381 $391 $639 $3,302

Yancey - - - $294 $480 $2,482

Note:  Dashes (-) indicate there was no uncompenated hospital care in that county.
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Appendix: Methods and Data Sources 

The estimates in this report are based on multiple sources of information and a widely-used 
regional economic model to estimate the economic and employment effects of Medicaid 
expansion.  The levels of additional state and federal Medicaid expenditures associated with 
Medicaid expansion are based on state-level estimates of additional expenditures and enrollment 
levels published by the Kaiser Commission on Medicaid and the Uninsured and the Robert Wood 
Johnson Foundation, based on the non-partisan Urban Institute’s Health Insurance Policy 

Simulation Model.27 Based on requirements of the ACA, eligibility for federal tax credits applies 
to those with incomes between 100 and 138 percent of the poverty line if there is not a Medicaid 
expansion, but if Medicaid is expanded, the minimum income for tax credits is 138 percent of 
poverty. Thus, the estimates assume some low-income people shift from exchange coverage to 
Medicaid so that there is some loss of the value of federal tax credits and a larger increase in 
Medicaid expenditures. From the recipients’ perspective, it should be advantageous for these low-
income people to enroll in Medicaid because Medicaid requires much lower out-of-pocket cost-
sharing. 

These estimates examine the effect of a “regular” Medicaid expansion in North Carolina.  They 
are net of other effects of the ACA, such as changes in insurance coverage due to the creation of 
health insurance marketplaces, which have already been implemented in North Carolina.  The 
effects might be slightly different if North Carolina expanded Medicaid using Section 1115 waiver 
authority to modify the structure of the expansion, but since Medicaid waivers must be “budget 

neutral”, economic and employment effects should be roughly equivalent regardless.  Changes in 
delivery systems, such as the use of accountable care organizations might also affect the economic 
impact, but these would be relatively minor compared to the effect of whether Medicaid is 
expanded and would likely not have a major impact on the general estimates in this report.  

State-level estimates of additional federal funds received from a Medicaid expansion were 
allocated to each of North Carolina’s 100 counties, divided in five sectors: hospital, ambulatory 

care, nursing home and residential care, social assistance (that is, personal care), and 
pharmaceutical drugs.  Generally, experience in North Carolina for adult beneficiaries indicates 
that about two-fifths (37 percent) of the funding will be spent on ambulatory care, two-fifths (44 
percent) on hospital care (including inpatient, outpatient hospital and emergency care), one-fifth 
(18 percent) on pharmaceuticals (18 percent) and very small amounts on nursing home or 
residential care or social assistance (well below 1 percent each).  The estimated effect on the 
number of new people enrolled in each county is related to the number of uninsured individuals 
with incomes below 138 percent of poverty in each county, as estimated by the Census Bureau’s 

Small Area Health Insurance Estimates for 2012.28  We allocated the change in federal funding 
flowing to each county based in part on those enrollment estimates and the county-specific 
Medicaid expenditures per county.29  Because of missing data from the county estimates, we 
aligned these with state-level Medicaid expenditures by service type for non-elderly Medicaid 
adults in 2011 in North Carolina, as reported in the Medicaid Statistical Information System Data 
Mart.  Non-elderly adult Medicaid enrollees correspond the most closely with the Medicaid 
expansion population.  This provided a basis to estimate the potential level of additional federal 
funds that would be received for newly eligible Medicaid enrollees in each county in the base year.   

These estimates were trended forward to years through 2020, guided by Congressional Budget 
Office projections in changes in Medicaid expenditures and changes in the federal matching share 
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for expansion eligible from 100 percent from 2014 to 2016 to 95 percent in 2017, 94 percent in 
2018, 93 percent in 2019, and 90 percent by 2020.  Historical evidence indicates enrollment 
increases in Medicaid expansions are not fully implemented in the first year, but take time to ramp 
up.  In our analysis, we primarily focus on the concept that a Medicaid expansion could be 
implemented by 2016, since it would need to be approved in a 2015 legislative session and time 
might be needed for federal approval of the state’s plans.  In a secondary analysis, we ask what 
would have happened if North Carolina had expanded in Medicaid in 2014, like about half the 
states.  This addresses the question of what benefits North Carolina has already lost by not adopting 
an expansion earlier.   

The economic and employment effects of Medicaid expansion are driven by the additional federal 
revenue associated with a Medicaid expansion.  We do not include changes in state Medicaid 
expenditures due to Medicaid expansions in the models (although we examine the state budget 
impact later).  If North Carolina did not use state funds to cover expansion costs from 2017 to 
2020, these funds would likely have been used for another purpose, with similar economic impacts.   

The state- and county-level estimates of federal Medicaid expenditures were then analyzed using 
regional economic model software, PI+, version 1.6.8, for North Carolina counties, developed by 
Regional Economic Models, Inc. (REMI).30  The PI+ model uses a structural macroeconomic 
model to quantify the impact of a Medicaid expansion on North Carolina’s economy and is well-
suited to estimate county-specific regional policy impacts. This permits simulation of the state- 
and county-level fiscal and economic effects of expansion, and assesses the effect of the changes 
in health care spending along with the direct costs to the state from additional enrollees, while 
considering the federal contribution both in the short and longer term.  REMI software has been 
used in thousands of national and regional economic studies, including studies of health care 
reform and health care issues around the United States, including fiscal analyses by the North 
Carolina General Assembly, demographic analyses by Winston-Salem State University and the 
North Carolina Institute of Medicine’s report on Medicaid expansion.  Articles about REMI’s 

model equations and research findings have been published in scholarly journals such as the 
American Economic Review, Review of Economic Statistics, Journal of Regional Science, and 
International Regional Science Review. 

The data in the REMI model on healthcare output and consumption comes from public sources. 
REMI spreads the output of the healthcare industry at the national level based on compensation at 
the state- or regional-level, giving a consistent series where areas with large quantities of 
compensation in the healthcare industry have large industry clusters there. This data comes from 
the Bureau of Economic Analysis (BEA).31 REMI also uses data at a regional-level based on 
consumer income and demographic characteristics like age, where national consumption of 
healthcare is known and spread between the regions and counties of the United States based on the 
relative wealth and age of the area. The data for this process comes from the Bureau of Economic 
Analysis (BES)32 and the Consumer Expenditure Survey (CES).33 REMI uses a gravity 
methodology to account for cross-county purchases of healthcare services, where areas with large 
outputs in healthcare but minimal demand supply healthcare services to nearby areas with large 
outputs but smaller quantities demanded.  

REMI estimated the revenue effects for counties and the state based on current (2014) effective 
rates for sales and property taxes at the county-level and income and sales taxes at the state level 
measured against how the tax bases changed in the model simulation (such as the change in 
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consumer spending for sales taxes).  The model assumes that there are no changes in tax policies, 
but that additional economic growth leads to the collection of additional state and county tax 
revenues.   

The economic and employment estimates assume that there are some outflows to other states or, 
in the case of counties, to other counties, particularly neighboring jurisdictions.  For example, 
because of Medicaid expansion, a hospital may receive an additional $10 million, which might be 
used to increase wages by $6 million and to purchase $4 million more in goods like medical 
supplies, information systems, construction services or so on.  But some of the goods purchased 
are from another county or state, so some funds flow out of the area.  And some of the workers 
may reside in another county or state or purchase goods that come from another county or state, 
so some of those funds also flow out.  Most health care expenditures are for services, which are 
typically local or nearby, but others, such as pharmaceutical costs, may flow to another state where 
manufacturing occurs. The economic models adjust for these outflows.   

Similarly, county-level Medicaid expenditure data are based on where enrollees reside, not where 
they get services.  To adjust for this, the model translates the demand for services in one area to 
the amount of services supplied in other areas.  For example, a person in a rural county may need 
medical care, but receives treatment from a provider or hospital in another county.  The model 
adjusts for the fact that the demand for care is from the rural county, but the care is supplied from 
the other more urban county.  And, as noted above, the economic repercussions may be even 
further dispersed because workers in the urban county may live in yet another county and goods 
purchased by the health care provider may come from a different area too. 

The source of data about uncompensated and unreimbursed hospital care is Medicare cost reports 
filed by North Carolina hospitals (Worksheet S-10), projected forward.  They are assigned by the 
county in which the hospital is located; some counties have no hospitals, so there are no 
uncompensated care costs in those counties. We assigned potential uncompensated care savings 
from state-owned hospitals that are part of the University of North Carolina Healthcare system as 
a state savings.  State-level data about state- funded community mental health expenditures came 
from a report by the National Association of State Mental Health Directors Research Institute and 
were projected, assuming growth rates comparable to historical levels.  These were allocated to 
counties based on the proportion of Medicaid mental health expenditures reported for each North 
Carolina counties.  Based on prior research34, we assumed that the expansion of Medicaid could 
lead to a one-third reduction in the uncompensated hospital costs and a one-third reduction in 
community mental health and inpatient psychiatric funding, with a slightly lower level in 2016, 
when the expansion is ramping up. 
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Can Government Regulate Portion Sizes?

Civil Disobedience and Physicians — Protesting the Blockade 
of Medicaid
Charles van der Horst, M.D.

On May 6, 2013, I was arrest-
ed by the North Carolina 

Capitol Police in front of the 
doors of the state Senate cham-
ber, protesting our legislature’s 
decision to forgo Medicaid ex-
pansion under the Affordable Care 
Act (ACA). For a practicing phy-
sician and professor of medi-
cine, this was an unusual turn 
of events in an academic career. 
But given that 23 states have de-
cided not to expand Medicaid, I 
find it less surprising that I was 
arrested than that more health 
care professionals have not taken 
to the streets to protest the harm 
being wreaked on our patients 
by decisions driven by partisan 
politics.

In North Carolina, many phy-
sicians, nurses, and other health 
professionals advocated for pas-
sage of the ACA, writing editorials 
and letters to legislators and hold-
ing a rally with patients in front 
of the University of North Caro-
lina Hospitals. When the ACA 
was signed into law in March 
2010, and again when the U.S. 
Supreme Court upheld it in June 
2012, we breathed a sigh of re-
lief. No longer would we have to 

worry that our patients could not 
afford the medications they need-
ed. Preventive care provided with-
out copayments could reduce ex-
pensive admissions and alleviate 
chronic shortages of hospital beds. 
Providing contraceptives free of 
charge would decrease the num-
ber of unwanted pregnancies that 
shackle teen mothers to unrelent-
ing poverty. We believed that these 
and many other benefits meant 
the dawn of a new era in U.S. 
health care.

Since passage of the ACA, 23 
million to 28 million Americans 
have gained access to health in-
surance through insurance ex-
changes, Medicaid expansions, 
and the mandate that children be 
allowed to remain on their par-
ents’ policies until the age of 26.1 
Several studies have shown a very 
concrete benefit of expanding in-
surance: reduced mortality.2 If a 
Medicaid expansion in North 
Carolina achieved similar results, 
hundreds of deaths per year 
could be prevented. Less tangi-
bly, millions of citizens have had 
a weight lifted from their shoul-
ders and can now feel free to 
change jobs or pursue less lucra-

tive careers as entrepreneurs or 
artists, assured that they won’t 
have to go without health in-
surance.

Yet many states have decided 
not to expand Medicaid, even 
though the federal government is 
bearing 100% of the costs for the 
first 3 years and never less than 
90% thereafter. Those decisions 
have left 5 million Americans — 
most of them the working poor, 
with incomes below the federal 
poverty level — in the “Medicaid 
gap.”3 I see many such patients 
in my practice.

In February 2013, before a law 
was passed in North Carolina 
blocking Medicaid expansion, 
health care workers and nongov-
ernmental patient organizations 
held a press conference at the 
North Carolina General Assem-
bly building. Then we published 
an editorial arguing that expand-
ing Medicaid would be financial-
ly beneficial to North Carolina 
in the long run. Our legislature 
plowed on. So on April 29, 2013, 
the “Moral Monday” protests be-
gan, in an attempt to change the 
minds of Governor Pat McCrory, 
House Speaker Thom Tillis, and 
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North Carolina legislators. To 
academics, such a quest might 
sound quixotic, but protests 
(along with common sense) have 
helped to lead several conserva-
tive Republican governors to 
change their views on Medicaid 
expansion. Jan Brewer (R-AZ), 
John Kasich (R-OH), and Rick 
Scott (R-FL) had all campaigned 
against the ACA but eventually 
supported its implementation. We 
hoped that protests in North Caro-
lina would have a similar effect.

On that April day, a few hun-
dred peaceful protestors sang 
songs and carried placards; 17 of 
them were arrested in front of 
the General Assembly chamber 
doors, including leader Reverend 
William Barber II of the North 
Carolina NAACP, the historian 
Tim Tyson, and Duke faculty 
member and physician assistant 
Perri Morgan. The following Mon-
day, I was arrested along with 
32 others, including lawyers, pro-
fessors, and activists. By the end 
of the legislative session in July, 
more than 900 people had been 
arrested, and thousands were 
traveling to Raleigh from all over 
the state on Monday afternoons. 
With the protests and arrests re-
ceiving constant publicity, our 
governor, who had been elected 
with 54.6% of the vote, saw his 
approval rate drop to 39%, while 
the legislature’s fell to 24%.4 The 
Moral Monday protests, by con-
trast, remain popular and are 
known statewide. Our political 
leaders have not budged, but the 
protests have educated and in-
formed independent voters about 
the impact of legislative decisions 
and fueled a voter-registration 
drive with enthusiastic supporters.

Although my personal decision 
to protest was somewhat spon-
taneous, the rally was not. The 

event was carefully planned by a 
broad coalition of North Carolin-
ians, including environmentalists, 
voting-rights advocates, leaders 
in reproductive health, educators, 
workers, and immigrants, all led 
by the North Carolina NAACP. 
The protest was organized in the 
tradition of civil disobedience, 
whose history reaches back 
through Martin Luther King, Jr., 
and Mahatma Gandhi to Henry 
David Thoreau. Physicians and 
other health care workers chose 
to participate out of frustration 
at our inability to protect our 
poorest patients. We could make 
difficult diagnoses on the inpa-
tient service and express empa-
thy for patients and their fami-
lies, but when it came to seeing 
them as outpatients or ensuring 
that their prescriptions were filled, 
we were helpless. These problems 
are not unique to North Carolina.

When I graduated from medi-
cal school in 1979, we did not take 
an oath, but I have since striven 
to adopt the words of Moses 
Maimonides as my guiding phi-
losophy: “The eternal providence 
has appointed me to watch over 
the life and health of Thy crea-
tures” and “Preserve the strength 
of my body and of my soul that 
they ever be ready to cheerfully 
help and support rich and poor, 
good and bad, enemy as well as 
friend.” My interpretation of this 
prayer is that I need not only be a 
good clinician in the hospital or 
clinic but also attend to the ef-
fects on my patients’ lives of the 
wider world, whether my own 
hospital or the state government. 
To be good internists, I believe, 
even subspecialists are obligated 
not to ignore our knowledge of 
internal medicine in order to fo-
cus exclusively on lungs or livers; 
we must pay attention to the 

whole patient. Similarly, I now 
believe that our concern for our 
patients should encompass the 
effects of public policies that re-
sult in direct harm.

By willfully rejecting a Medic-
aid expansion to thousands of 
hardworking North Carolina fam-
ilies, our state government was 
consigning these citizens to the 
same fate as many patients I’ve 
cared for during research and 
service projects in Africa — dy-
ing needlessly for the lack of ap-
propriate preventive care. North 
Carolina has high infant mortal-
ity (a measure on which we rank 
46th in the country), a high rate 
of low birth weight (40th in the 
country), and a high prevalence 
of diabetes (36th). We rank among 
the bottom 20 states in terms of 
premature deaths (36th), cancer-
related deaths (35th), and deaths 
from cardiovascular causes (31st).5 
We are not a healthy state. With 
so many poor medical outcomes 
that can be prevented through 
access to good care, how can we 
not protest the decision to deny 
several hundred thousand North 
Carolinians access to health in-
surance? And how can my col-
leagues in the 22 other states 
blocking Medicaid expansion not 
speak out as well?

More than a year has passed, 
and we health care workers are 
still protesting, joined with a 
coalition of teachers, union work-
ers, immigrants, environmental-
ists, and people of all races and 
religions — all staying on mes-
sage until we reverse these poli-
cies. As health care providers, we 
know we have an obligation to 
protect our patients not only 
from harmful diseases but from 
the harmful policies and toxic 
politics of the current leadership 
in our state. In the face of great 
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danger to our patients and our 
state, we believe that remaining 
silent is not an option.

Disclosure forms provided by the author 
are available with the full text of this article 
at NEJM.org.

From the Division of Infectious Diseases, 
School of Medicine, University of North 
Carolina, Chapel Hill.
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The Affordable Care Act, 1 Year Later
Michael D. Stillman, M.D.

This past year in Kentucky 
has been extraordinary. Our 

freshman-heavy men’s basket-
ball team nearly won a national 
championship, our attorney gen-
eral refused to defend a decade-
old ban on same-sex marriage, 
and our commonwealth’s citizens 
— among the poorest and most 
underserved in the country — 
finally gained broad access to 
health insurance. While the first 
two events ignited segments of 
our populace, the third funda-
mentally altered our medical 
practice, allowing us to provide 
data-driven and thorough care 
without first considering our pa-
tients’ ability to pay.

Last year, I encountered a pa-
tient with widely metastatic colon 
cancer whose diagnosis had been 
delayed because of lack of health 
insurance.1 He had clearly be-
come ill at the wrong moment in 
our commonwealth’s history. Be-
fore Kentucky Governor Steve 
Beshear decided to implement the 
Affordable Care Act (ACA) and 
accept federal funding for Medic-
aid expansion, the 60% of my 
clinic patients and 650,000 Ken-
tuckians who lacked health insur-
ance received disjointed and dis-
astrous care. They could be seen 

in subsidized facilities and be 
charged for their visits on a slid-
ing scale, but they were asked to 
pay in advance for most diagnos-
tic tests and consultations. Many 
of them avoided routine and pre-
ventive care — and worried that 
a medical emergency would leave 
them bankrupt.

But during the past year, many 
of my lowest-income patients 
have, for the first time as adults, 
been able to seek nonurgent med-
ical attention. I recently evaluat-
ed a 54-year-old man with hyper-
lipidemia and a systolic blood 
pressure of 190 mm Hg whose 
last physician visit had been with 
a pediatrician. Before he enrolled 
in Medicaid, he would have been 
unable to pay for his appoint-
ment and laboratory work, and I 
wouldn’t have considered offer-
ing him a screening colonoscopy 
since he would surely have been 
billed for it. Newly insured, how-
ever, he was able to afford the 
tests and medications that most 
Americans would expect to re-
ceive, and he told me he felt 
proud to have witnessed a sea 
change in health care delivery in 
Kentucky and that recent reforms 
seemed “just.”

Expanded health care cover-

age has also improved residency 
education in Kentucky — a bene-
fit that few of us anticipated. Be-
fore the ACA, many of our poorer 
patients declined preventive mea-
sures, had limited access to first-
line medications, and avoided 
hospitalization for fear of finan-
cial ruin. The residents I taught 
were hamstrung in their efforts 
to care for the uninsured and 
were forced, against their better 
judgment, to offer and become 
accustomed to offering substand-
ard and incomplete care. A grad-
uating resident recently remind-
ed me of two patients we had 
seen during her intern year who 
ought to have been admitted to 
our cardiac service for monitor-
ing of unstable arrhythmias yet 
who, dreading the onslaught of 
medical debt, had opted for risk-
ier but less expensive outpatient 
treatment.

One year after the law’s imple-
mentation, residents at my hospi-
tal can finally provide guideline- 
and evidence-based care. Since 
92% of our clinic patients are 
now insured, we no longer receive 
fretful looks when we recom-
mend laboratory tests, we screen 
for colorectal cancer with colon-
oscopies rather than with less 
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Many low-income NC workers are locked out 

of Medicaid 
By Karen Garloch 

kgarloch@charlotteobserver.comJuly 25, 2014   

 They’re construction workers, waitresses and cashiers. They care for our children and elderly 
parents, clean our offices and bathrooms. 

But they go without health insurance because their incomes aren’t high enough to qualify for 

federal subsidies and too high to qualify for North Carolina’s current Medicaid program for low-
income and disabled citizens. 

More than half of the 689,000 uninsured adults North Carolinians who fall into this so-called 
“Medicaid gap” are employed in jobs that are critical to the state’s economy, according to a 
report released Thursday by the North Carolina Justice Center, the North Carolina Community 
Health Center Association and Families USA. 

“Expanding Medicaid would help them gain access to affordable care… which would lead to 

healthier and more productive workforce. And that’s good for business,” said Dee Mahan, 

Medicaid program director for Families USA, a Washington-based consumer advocacy group. 

Under the Affordable Care Act, the expansion of Medicaid provides insurance for residents 
whose household incomes are less than 138 percent of the federal poverty level. That is $27,310 
for a family of three. 

North Carolina is one of about 20 Republican-led states that chose to reject that option. Without 
Medicaid expansion, people in the “gap” are allowed to purchase private insurance through 

federal or state online exchanges, but they are not eligible for premium subsidies. Authors of the 
law assumed people in this income bracket wouldn’t need subsidies because they would be 

covered by Medicaid expansion. 

In rejecting expansion last year, Republican Gov. Pat McCrory said it would be unwise to 
expand the state’s “broken” Medicaid system, which has been plagued by cost overruns. He also 

expressed doubts about whether the federal government would pay its share of the cost in light of 
the U.S. budget deficit. 

Earlier this month, McCrory told a Charlotte radio interviewer that he is willing to consider 
Medicaid expansion. “I’m leaving that door open,” he said. “Once we fix the current system, I 

have not closed that door as governor.” 

mailto:kgarloch@charlotteobserver.com


Under the Affordable Care Act, also known as Obamacare, the federal government would pay 
the full cost of expanding Medicaid through 2016. After that, the federal share gradually falls to 
90 percent in 2020, where it would remain. 

Currently, North Carolina’s Medicaid program sets an annual income eligibility ceiling of $9,900 

for a family of three. And it does not apply to adults without dependent children. Under this 
program, the federal government pays 66 percent of the cost, and the state pays the balance.  

The Families USA report, based on a U.S. Census survey, found that, among the working poor in 
North Carolina, 59,000 are employed in construction jobs, 56,000 in food service, 43,000 in 
cleaning and maintenance jobs, 34,000 in transportation jobs such as bus and taxi drivers, 18,000 
in personal care, such as barbers and child care workers, and 16,000 in health-care support, such 
as home health aides and nursing assistants. 

“We’ve been holding meetings across the state, in rural areas and in low-wealth counties. We 
always run into working families who can’t believe they don’t qualify for anything because of a 

state decision to refuse Medicaid expansion,” said Adam Linker, a policy analyst with the North 

Carolina Justice Center, a Raleigh-based consumer advocacy group.  

“A lot of these parents were working good jobs, then the recession hit and they lost their jobs, 

and they’ve gone back to work, often times at low-wage jobs just to get by.…They make too 

little to qualify for subsidies in the marketplace. Hundreds of working families are falling 
through the cracks.” 

Editor’s note: If you fall into this coverage gap, please contact reporter Karen Garloch  

Garloch: 704-358-5078 

 
Read more here: http://www.newsobserver.com/2014/07/25/4028686_many-low-income-nc-workers-
are.html?rh=1#storylink=cpy 
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Why the Affordable Care Act was 
Implemented: Economic 









How the US stacks up compared to the world 
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Lack of Health Insurance Decreases 
Preventive Care (increasing 
unnecessary and expensive hospital 
admissions): 





What the Affordable Care Act did: 
No pre-existing conditions 
No life-time cap on costs 
Portability 
Free preventive care and immunizations 
Insurance for 30 million uninsured 
Parity of mental illnesses with medical illnesses 
Decreasing growth in medical expenses 
Hospitals decrease readmission + infections 
Train more primary care doctors 
Restricts insurance administrative costs 
Fills Medicare donut hole 
 
Our Hope: Improve quality of care 
 



Health Insurance and Mortality: 





Where Poor and Uninsured Americans Live 



Adjusted Hazards for 
Mortality among US  
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Lack of Health Insurance increases cancer deaths 
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Cost to Kentucky:            $74 million in 2017 rising to $363 Million in 2021 
Benefit to Ky (2014):       Medicaid Revenue to Health Care Providers $1.1 billion      
                    388,000 insured, 12,000 new jobs (avg salary $41,000) 
 



DeLeire et al Impact of Insurance Expansion on Hospital Uncompensated Care Costs in 2014 
September 24, 2014 Office of Ass’t Secretary for Planning and Evaluation US HHS 









North Carolina State-level Losses in Federal 
Funding, Employment, Economic Activity and Tax 
Revenue Because North Carolina Did Not Expand 

Medicaid in 2014 (Compared to Levels If Medicaid 
Had Been Expanded) 

All dollars are in constant 2014 dollars 

Category 2014 2015 

Federal Funding Lost (mil $) $2,730 $3,292 

Total Jobs Not Created 23,518 29,113 

State Gross Product Lost (mil $) $1,692 $2,116 

Business Activity Lost (mil $) $2,684 $3,340 

State Tax Revenue Lost (Mil $) $99 $129 

County Tax Revenue Lost (mil $) $17 $23 

The Economic and Employment Costs of Not Expanding Medicaid in North Carolina: A County-Level 
 Analysis Ku et al Center for Health Policy Research George Washington University Dec 2014  



Summary 
Expansion of Medicaid is right 
 For economic reasons 
  Jobs 
  Funding to NC 
  Decrease in cost shifting to private insurance 
  Decrease in unnecessary hospitalizations 
  Healthier workforce 
  Decrease in unwanted pregnancies 
  For health reasons 
  Decrease in morbidity and mortality 
 For moral reasons 
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